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1. GOVERNANCE AND ACCOUNTABILITY FRAMEWORK. 
 

This paper sets out the Governance and Accountability Framework for Practice Based 
Commissioning within Dartford, Gravesham and Swanley.  The organisational 
framework of Practice Based Commissioning is described Diagram 1.  

 
Diagram 1.  The organisational Structure of Practice Based Commissioning  
 

 
1.1 Role of the PCT in supporting PBC: 
 

PCTs continue to 
·  Be accountable for all funds allocated by the Secretary of State and required to 

maintain financial balance.     
·  Have a duty to monitor and improve the quality of services it is responsible for 

providing to individuals, as well as the promotion and protection of the public health. 
 

The PCT will: 
·  Provide practices with their indicative budgets as detailed in Section 3.1 
·  Provide analysed monthly activity and expenditure information and reports to 

practices to enable practices and LCG to manage resource effectively. 
·  Discuss with practices early any commissioning activity or behaviour that is giving 

cause for concern and agree an action plan. 
·  Provide training and support to practices to enable them to fully understand the 

information they are receiving, the Local Delivery Plan (LDP) and the Integrated 
Service Improvement Plan (ISIP), Payment by Result Tariffs etc. 

·  Report regularly to the PEC and PBC Board on the progress of implementation of 
PBC. 

·  Support clinical governance arrangements for each practice and the Locality 
Commissioning Group. 
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·  Ensure that practices have robust financial recovery plans where practices have 
been unable to remain within 5% of their indicative budgets. 

·  Set and amend Service Level Agreements with providers, monitor changes and 
outcomes 

·  Provide the invoicing, monitoring invoicing functions. 
·  Support the practices in their plans to use savings to reinvest in primary care. 

 
1.2 Role of the DGS PCT Practice Based Commissioning Board 

 
The PbC Board is a formal sub group of the PEC.  Decisions reached at the PbC Board 
are subject to ratification by the PEC and ultimately the PCT Board.   

 
The role of the PbC board is to: 
·  Oversee the implementation of PBC in 2006/07. Ensuring that the implementation of 

PBC is fair, transparent, legal, and is in accordance with both national and local 
health priorities as expressed, for example, in the PCT’s Local Development and 
Integrated Service Improvement Plans.  

·  Develop methodology for the setting and management of Indicative budgets 
·  Agree with Locality Commissioning Group a financial and performance management 

structure of Practice Based Commissioning 
·  Receive and note Performance Management, risk and other reports from LCG, 

requiring LCG to take action as required. 
·  Monitor uptake of PBC by practice by uptake of the Local Enhanced Service for 

PBC and delivery of practice responsibilities (section 0 and 1.4). 
·  Provide independent clinical scrutiny of PbC, ensuring equity and probity within and 

between the Locality Commissioning Groups. 
·  Ensure Locality Commissioning Group/practices prepare a commissioning plan that 

clearly sets out commissioning priorities in line with national and local objectives and 
identifies expected savings.  

·  Ensure the effectiveness of performance reviews between  
o PCT and Locality Commissioning Groups 
o Locality Commissioning Groups and practices.  

·  Ensure that the PCT fulfils its responsibilities as set out in section 1.1 
·  To consider wider implications of the commissioning plan submitted by LCG, 

request amendments and to ratify commissioning plan. 
·  Ensure PCT implements required changes to Service Level Agreements required by 

the Locality Commissioning Group.  
·  Ensure the allocation of efficiency gains occurs as set out in section 3.4 and to 

monitor use of the efficiency gains.  
·  Scrutinise and ratify any Financial Recovery Plans that are submitted and monitor 

the effectiveness of these plans 
·  Submit necessary reports to the SHA. 
·  Act as an arbitrator in disputes between practices and the LCG.   

 
Membership of the PbC Board: 
·  Director of Commissioning (chair) 
·  Director of Finance 
·  Director of Public Health 
·  PEC Chair 
·  Head of Primary Care Modernisation 
·  Clinical representation from the LCG:  Chair of LCG 2 other clinical members of 

LCG. 
·  Director of Operations – West Kent Adult Services or their representative 
·  Director of Children services or their representative  (when appropriate) 
·  Commissioning leads 
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Frequency of Meetings:  The PBC Board will initially meet monthly, moving to quarterly 
as Locality Commissioning Group develops. 

 
1.3 Role of Locality Commissioning Group in delivery of PBC 
 

The LCG is pivotal to the success of PBC within Dartford, Gravesham and Swanley. 
 
The role of the LCG is to: 
 
·  Develop in partnership with practices, Social Services and PCT a commissioning 

strategy and action plans to identify and meet the health needs of the local 
population, meet national and local targets and to meet the objectives of the PCT 
and the LCG.  This strategy will include proposals for the investment of the Local 
Enhanced Service for PBC. 

·  Commission “Clinical Panels” to review and redesign of specific care pathways to 
improve both the clinical outcomes and experience of care for service users.   

·  Consider recommendations of the Clinical Panels.  Where business plans are 
accepted, to commission the new or revised service. 

·  Inform the PCT of required amendments to Service Level Agreements resulting from 
service redesign and inform all relevant stakeholders of changes. 

·  Ensure that all services commissioned comply with the standards defined in 
“Standards for Better Health”. 

·  Agree with the PCT how practices will be performance managed and establish 
appropriate processes. 

·  Performance manage practices, taking necessary action to improve clinical 
outcomes and achieve financial balance. 

·  Performance manage practices in regards to their roles and requirements of 
practices within PBC (section 0) 

·  Ensure that practices are able to move to fair share allocation of budgets within the 
timeframe to be set. 

·  Report progress and delivery to the PBC board on a regular basis.  Alerting the PCB 
board of risks and the action plans to minimise these risks. 

 
 

Membership of the Locality Commissioning Group: 
 

·  6 General Practioners. 
·  Practice Manager. 
·  Social Services – Area Manager. 
·  PCT Head of Primary Care 

Modernisation 

·  PCT/ PbC Commissioning 
Managers. 

·  PCT Finance Manager. 
·  PCT Public Health 

Representative. 
 

Clinical members will be nominated by their peers and voted on by the constituent 
practices. 
 
Chair of the group will be elected from the 6 General Practioners. 

 
Frequency of Meetings:  Monthly   

 
1.4   Role of Clinical Panels in the delivery of PBC 
 

Locality Commissioning Groups will commission Clinical Panels to review and redesign 
services.  The membership and lifespan of these groups will be determined by the LCG 
who will nominate a lead General Practitioner and PCT Manager.  Membership will by 
nature by multidisciplinary.  Active user and carer involvement within these groups will 
be the norm. 
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Role of Clinical Panels: 
 
·  To engage relevant stakeholders in the review and redesign of specified service / 

pathway. 
·  Use evidence based service redesign methodologies to review and redesign 

services. 
·  Set explicit outcome measures for service changes.  
·  Develop and submit robust business plans for consideration by the LCG within the 

timescales specified by the LCG. 
·  Inform LCG of required changes in the Service Level Agreements and the required 

notice period. 
 
1.5 Role of Primary Care Practices in delivery of PBC: 

 
·  To work with the LCG to develop commissioning and Business plans for 2006/07 

which meets the health needs of the local population and meet national and local 
targets and to meet the objectives of the PCT and the LCG. 

·  Validate activity data on a monthly basis within the specified time frames. 
·  Provide Locality Commissioning Group with practice referral and diagnostic request 

information. 
·  Provide other information as requested and agreed with LCG.  
·  Proactively use the information and intelligence provided by the PCT to set 

commissioning priorities and change commissioning / clinical behaviour as required. 
·  Participate in peer review of referrals.  Informing the LCG and annual appraisal of 

learning / outcomes of these reviews. 
·  Work with the LCG to develop care pathways to enable care closer to home and 

reduce the need for hospital outpatient or  admission. 
·  Where practices have been unable to remain within 5% of their indicative budgets 

develop financial recovery plans (see section 3.3 and 3.4). 
·  Meet representatives of the LCG on a  regularly basis and as required by the LCG.  
·  Ensure that no patients are removed from a practice list on financial grounds, i.e. 

that they are expensive for that practice budget. 
·  Ensure that arrangements to ensure that safe clinical practice are maintained when 

referral reduction initiatives (i.e. inter-practice or GP to GPwSI referrals, or service 
redesign in the community) are put in place. i.e. ensure appropriate clinical 
governance is in place. 

·  Agree to support national moves towards budgeting and saving on a “fair shares” 
basis that will progressively reduce inequity between practices. 

 
1.6       Practices not in a Locality Commissioning Group 
 

Practices not wishing to be involved in a Locality Commissioning group from 31st of July 
2006 will be expected to recognise an indicative budget and will be invited to put 
forward plans much in the same way as the groups. Should a practice fails to participate 
at all, or fails to undertake or fulfil their responsibility as detailed in section 1.1 then the 
PCT will either manage their budget itself or consider alternative arrangements, 
including the contracting out of the nominal management of the budget to an alternative 
provider or an adjacent PBC group. 

 
The Financial and Performance Management Framework as set out in Section 3.4 and 
4 will apply. 

 
Practices who decide not to participate in Practice Based Commissioning will not be 
eligible for efficiency gains.  Any efficiency gains will revert to the PCT. 
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2.  Support to practices (Local Enhanced Service) 
 

Dartford Gravesham and Swanley PCT have agreed a one year Local Enhanced 
Service (LES) of £2 per head of population. The LES replaces the national DES. The 
LES is available to all practices in two parts: 
 
Part one: £1 per head of population will be paid to practice on agreeing and signing the 
Governance and Accountability Framework.   
Part Two:  £1 per head of population will be paid to practices on producing and agreeing 
with the PCT a detailed business plan for 2006/07. 

 
·  Practices will pool the LES with the Locality Commissioning Group.  The PCT will 

act as a bank.  
·  The LCG will pay the practice 40p per head of population from the LES to enable 

practices to deliver 
·  Data validation 
·  Referral and diagnostic request data 
·  Participate in required service redesign 
·  Regular meetings with LCG as required within the Performance 

Management framework. 
·  Other activities as required by their LCG 

 
·  The 40p will be paid in four equal payments. If practices are deemed by the LCG not 

to have delivered the above, further payments will not be made and the practice will 
be deemed as not participating within PBC and will not be eligible for efficiency 
gains. 

·  The LCG will use the pooled component of the LES to fund GP engagement within 
the LCG and Clinical panels. The LCG can also use this money for service 
development and to pump prime services, subject to the PCB Board ratifying the 
business plan. 

·  LCG members receive payment of £50 per hour to attend LCG meetings (monies 
from the LES) 

·  LCG will commission clinical panels to undertake specific areas of service redesign 
specifying membership and timescales of the group and the funding of the group.    .  
These groups will be time limited with expected outcomes at the end of the time 
period. 

 
Members of both LCG and Clinical Panels who are already paid by PCT on a sessional 
basis for role will not receive further payment unless agreed by the PCB Board. 

 
3. Financial management  
 

Financial balance remains a statutory requirement of the PCT.  The PCT can only 
allocate indicative budgets to practices based on the financial allocation of the PCT.   

 
Challenges 
·  Within Practice based Commissioning, practices have a three-year financial cycle. In 

order to reconcile this contradiction, efficiency gains (savings) made in Year one, will 
be rolled over to year 2 (see section 3.4) 

·  Variations in the historical use and consumption of resources by individual practices 
and clinicians contributing to potential inequity of budgets. 

·  Requirement to move to a fair share allocation basis.  Impact on practices will vary 
depending on historical practices. 
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3.1. Budget setting for 2006/07 
 

Budgets for 2006/07 will be based on the Service Level Agreements between the PCT 
and the main acute providers, namely  
·  Dartford and Gravesham NHS 

Trust 
·  Queen Mary’s Sidcup NHS Trust 
·  Medway NHS Trust 
·  Maidstone Tunbridge wells NHS 

Trust (excluding oncology) 

·  Queen Elizabeth Hospital NHS 
Trust 

·  Kings NHS Trust  
·  Guys and St Thomas’ NHS Trust

 
Allocation of the budget in 2006/07 will be on historical use of services.  Practices will 
also be informed of what their budget would be if calculated on a capitation basis, 
including their variance from a capitation budget.  Once this information is available the 
PBC Board and LCG will agree timescale of move to capitation. 

 
Practices indicative budgets for 2006/07 will include: 

 
1. National Tariff PBR elements for all NHS SLAs,  

·  Elective 
·  Non Electives 
·  Outpatient (new and follow-up) 
·  A&E attendances (by capitation) 

2. GP Prescribing  
3. Community and Mental Health services, see exclusions below (by capitation) 
4. Enhanced Services related to secondary to primary shifts  
5. Direct Access Radiology and Pathology at DVH (by capitation) 

 
The following will be initially blocked back to the PCT: 
 
·  GMS / PMS given DH guidance 
·  Maidstone and Tunbridge Wells NHS Trust Oncology service 
·  Community Children Services and Community Mental Health Services (CAMHS) 
·  Specialised services commissioned via regional consortia, services commissioned 

regionally and nationally and national screening programmes  
·  Services commissioned by the PCT from other primary care providers (i.e. primary 

care dentists, community pharmacists and optometrists) 
·  Allocation for Offender health 
·  Direct assess services (other than Radiology and Pathology) will be blocked back to 

PCT 
·  PCT Corporate and Estates functions 

 
3.2. Financial Risk management 
 

The PCT budget has been top sliced by 3 % by the SHA to act as a contingency fund 
for the new SHA region.  

 
Practice budgets will be top sliced by 5% to create a contingency fund.  This fund will be 
treated as a non-recurring annual reserve. Year-end surpluses will be counted as 
savings, whereby the savings agreement as set out in section 3.4 will apply.   
 
The fund is accessed by request to the Locality Commissioning Group whose decision 
must be ratified by the Practice based Commissioning Board. 

 
 



 9 

3.3 Financial Performance Management 
 

·  Practices will receive monthly financial and activity reports from the PCT detailing 
trends and their financial position.   

·  Practices will be required to meet with representatives of the LCG on a regular basis 
(yet to be agreed) to review progress.   

·  If the practice expenditure is greater than 5% variance of their budget, the practice 
and LCG will develop and agree a Financial Recovery Plan (FRP).  Practices will be 
required to meet the LCG on a monthly basis until variance is within 2%.   

·  The PCB Board will scrutinise and ratify the FRP and monitor the effectiveness of 
the FRPs. 

 
3.4       Use of Efficiency Gains 
 

·  Practices will be entitled to access and redirect 70% of any freed up resource, the 
remaining 30% will be used by the PCT to meet a wider need across the whole PCT 
area.    

·  Efficiency gains are defined as any positive variance of the total practice PBC 
budget at year-end.   

·  Practices cannot receive efficiency savings from areas within their budget for which 
they have not assumed commissioning responsibility (so called fortuitous savings).   

·  Allocation of any efficiency gains will occur in the following financial year  
·  Savings will be allocated to the LCG.  Access to the savings will be by submission of 

business plans by the clinical panels. 
·  Freed up resources must be used to fund services for the benefit of patients locally 

and can be spent on the following: 
a) Service Developments in line with commissioning strategy 
b) Equipment  
c) Patient Education to self care  
d) Recruitment of clinical and non-clinical staff 
e) Capital developments, but only with specific approval of the PCT Board 
f) Management Costs (currently met by one year DES) 

 
·  Any member of the LCG or PBC Board approving the use of efficiency gains must 

declare any potential conflict of interest  
·  The PCT via the PBC Board will detail the efficiency gains within the year end 

budgets 
·  Criteria to be used in assessing the business case are as follows: 

�  Can the application be contributed to the above 6 criteria 
�  Explicit user involvement 
�  How does this improve patient care  
�  Contribution to financial balance  

·  Once use of freed up resources has been agreed between the PCB Board and the 
LCG this will be added to 2007/08 budget.  

·  The PCT remains responsible for the procurement of any new services resulting 
from use of efficiency gains. 

 
3.5       Risk to national targets 
 

In accepting the indicative budget practice based commissioners agree to meet specific 
national and local targets. If the PCT feels that targets may be compromised, the PBC 
board will require Locality Commissioning Group to develop and agree an action plan to 
resolve the problem. Failure, on behalf of the practice (s) to implement the action plan 
could result in PbC being withdrawn.  

4        Performance Management 
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The PCT will support the Locality Commissioning Group by: 
·  Monitoring performance against service level agreements. 
·  Use contract-monitoring systems to challenge existing providers on cost and activity. 
·  Provide timely accurate financial and activity data with analysis of key point. 
·  Alert LCG to variance in practice budgets and any other cost pressures on a 

monthly basis. 
 

Locality Commissioning Groups will  
·  Meet practices on a regular basis to review budgets and progress as outlined above 
·  Develop mechanisms for tracking service quality and user satisfaction  
·  Monitor quality and outcome measures stated within the business plans  
·  Take necessary action to improve clinical outcomes and achieve financial balance. 

  
5       Contestability 
 

The Locality Commissioning Group must satisfy the PCB Board that the new services 
are: 
·  Appropriate 
·  Provide patient choice 
·  Value for money 
·  Effective and improve patient care outcomes.  

 
Any significant service change should involve stakeholder engagement. 

 
Members of the PBC Board must declare any interests to the PBC Board chair of their 
involvement in the provision or commissioning of new providers or services.   

 
6       Information management 
 

PCTs are responsible for providing activity data to practices.  The PCT will ensure that 
Service Level Agreements with all providers require the provision of timely information. 

 
All practices will receive information that will allow them to understand the implications 
of their clinical decision. Information will include historical referral patterns, historical 
spends and how these compare with other practices. As part of the hospital activity 
reports the national average and PCT average will be available to practices monthly.  
Practices will be able to see the total PCT position including how the PCT is managing 
its element of the commissioning budget.  

 
7      Arbitration 
 

Prior to entering an arbitration process the Locality Commissioning Group and PCT will 
undertake a reconciliation meeting involving the chair of the locality Commissioning 
Group, the Director of Commissioning and a Non Executive Director. 

 
If practices and the PCT are unable to agree on the local application of the national 
PBC framework as set out in Achieving Universal Coverage the issue MUST be referred 
to the Strategic Health Authority (SHA).  Achieving Universal Coverage requires SHAs 
to find for either one side or the other, rather than seek a compromise.  The SHA will 
appoint arbitration groups comprising practitioners, financial and management 
representation.  

 
PCTs and practices should make every endeavor to avoid going to arbitration and 
resolve disputes locally.  


