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IInnttrroodduuccttiioonn

Hammersmith and Fulham Primary Care Trust has
developed an approach to implementing PBC in 2005
that aims to put clinicians at the centre of decision
making. 

Underpinning the scheme is the principle that Practice
Based Commissioning offers an opportunity to improve
patient care. The PCT aims to devolve and align
responsibility, accountability and authority at a level
where it will be most effective in improving patient care. 

Over the last 6 months, we have worked with GP
practices and the Professional Executive Committee to
develop the local model for PBC. It is designed to
minimise administration whilst providing optimum
freedom, support and flexibility for clinicians to
commission and clinically innovate.

TThhee  PPCCTT  mmooddeell

• Budgets are devolved to practices with a sliding
scale of releasable savings dependant on how the
practice and the PCT perform.

• Savings can be reinvested in the next year. 

• The PBC Preparatory Scheme Local Enhanced
Service provides a framework for practices to
engage with the principles of PBC whilst
recognising that preparation at practice level takes
commitment.

• A practice and the PCT will be expected to sign up
to a Service Level Agreement which stipulates what
each can expect from PBC .
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TThhee  PPBBCC  SSeerrvviiccee  LLeevveell  AAggrreeeemmeenntt  ((SSLLAA))

Early consultation showed that practices needed to be
fully aware of what would be expected of them under
PBC. Equally, they also wanted to know what they could
expect in support from the PCT. In response, the PCT
developed a Service Level Agreement that lays out the
services it will be providing as PBC support functions,
and the expectations of practices in carrying out their
duties under PBC.

PBC SLA

TThhee  PPBBCC  PPrreeppaarraattoorryy  SScchheemmee  LLEESS

The PBC Preparatory Scheme is being introduced to
prepare practices for full implementation of Practice
Based Commissioning. The LES provides an operational
framework to improve data quality, aligning activity with
referral data. The scheme also aims to support some of
the PCT's demand management work e.g. GPs with
special interests (GPwSI) thereby maximising the
management of patients in the Primary Care setting. It is
also, and perhaps most importantly, a further support
mechanism for the referral guidelines of the PCT. 

The incentive supports practices to work with the PCT's
Demand Management programme and provide a good
clinical work up in primary care by using:

• Referral guidelines LES (care pathways)

• Referral to GPwSI

• Peer review in the practice and referral planning

Practices are facilitated in any 'preparatory' work for PBC
uptake such as information governance, checking patient
and practice details in activity information and supporting
the validation of activity by the PCT. The PCT will provide
tools to help with these tasks such as the unique referral
identifier tool.

PBC LES
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BBuuddggeettss  wweerree  ddeevvoollvveedd  ttoo  pprraaccttiicceess  iinn  NNoovveemmbbeerr  22000055

The Professional Executive Committee approved the
devolvement of acute services budgets at its meeting on
14 September 2005. The PEC will oversee the GP sign-up
process, resultant service development and PCT support.
The PEC will moderate for any uncertainties experienced
with the activity and price data used to calculate the
savings achieved by GP practices. 

The budgets initially include acute SLAs for emergency
admissions, elective admissions and outpatients 1st &
follow-up (including non GP referrals)

Example devolved PBC Budget

TThhee    PPBBCC  TTeeaamm  

The Primary Care Trust is providing a PBC support
function for GP Practice that uses the expertise within
information, finance, primary care and commissioning
departments.

The PBC team can be contracted at pbc@hf-pct.nhs.uk
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Practice Based
Commissioning
SSeerrvviiccee  LLeevveell  AAggrreeeemmeenntt bbeettwweeeenn  PPCCTT  aanndd  GGPP PPrraaccttiicceess

11 EExxeeccuuttiivvee  SSuummmmaarryy

11..11 Practice based commissioning is a national
directive for the NHS to put patients at the centre of
health care by enabling GP Practices to steer the
strategic direction of their health communities. To support
the implementation of practice based commissioning in
Hammersmith and Fulham, this agreement sets out the
responsibilities of each party to provide and validate
information about commissioned service activity and
finance. 

11..22 The PCT has developed a financial model for the
implementation of practice based commissioning
(appendix 1). The PCT will provide each GP practice with
indicative budgets which will include a locally agreed
scale of savings in accordance with national guidance.
Practices will be able to use any savings they generate
on developing or commissioning further services to
improve local health care provision. 

22 SSppeecciiffiiccaattiioonn  ooff  tthhee  AAggrreeeemmeenntt  

22..11 The practice can expect to receive monthly
finance and activity information by H&F PCT outlined in
schedule A. This information will enable the practice to
satisfy it's terms of the agreement (see schedule B) and
to track the practice's performance. The PCT will call the
range of services provided under schedule A the 'PBC
Support Function'.

2.2 The release and use of savings is dependant on
the implementation of a set of validation procedures by
the practice and supported by the PCT. The use of the
savings must also support local and national strategies
for primary care.

2.3 The PCT responsibilities are outlined in schedule
A, and the practice responsibilities are outlined in
schedule B. 
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2.4 In schedule B the practice should add their
lead(s) to the third column before signing. In practice,
this can be the PBC practice lead.

2.5 The PCT expects a practice to sign up for PBC by
31st March in each year they participate. This version of
the document will be valid until 31st March 2005 and will
be subject to periodic review.
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55 AAccccoouunnttaabbiilliittyy//  GGoovveerrnnaannccee

The PBC scheme is part of a national programme for
implementing a patient lead NHS and as such, both
practices and the PCT will ensure that any local schemes
are within national guidance. The PCT will work to
interpret guidance if there is not clarity locally about the
guidance's impact on local PBC implementation.

In all the above, the savings must be demonstrated
across all provision in released indicative budgets.
Financial balance must be achieved over the three year
cycle within practice. Savings available to the practice
under PBC will have a separate process which will satisfy
the PCT that the savings are being invested appropriately
and support enhanced patient experience. 

The Executive Directors of the PCT have the delegated
responsibility of the Board to ensure that the financial
stability of the PCT is maintained. 
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66 RReevviieeww

The PCT will review the approach to PBC annually and
report to the PEC for approval of any substantial material
changes to the scheme and supporting protocols.

77 SSiiggnn  ooffff

I agree to the terms and conditions set out in this service
level agreement

Signed……………………………………………..

Name……………………………………………..

Date………………………………………………..

PBC Lead or senior partner, (practice name)

Signed………………………………………………

Director of Commissioning, H&F PCT



BBaacckkggrroouunndd

The Practice Based Commissioning (PBC) Preparatory
Scheme is being introduced to prepare the practice for
full implementation of Practice Based Commissioning by
providing an operational framework to improve the quality
of the fit between activity and referral data. The scheme
also aims to support some of the demand management
work e.g. GPs with special interests (GPwSI) thereby
maximising the management of patients in the Primary
Care setting. It is also, and perhaps most importantly, a
further support mechanism for the referral guidelines of
the PCT.

The scheme requires practices to develop plans detailing
the processes to be put in place to review their referrals
and review the application of the referral guidelines. This
will not only allow the development of alternative models
of primary care but also establish a minimum patient work
up in primary care. 

The second key element of the PBC Preparatory Scheme
is the opportunity for practices to see how many referrals
they are making (and their cost) in comparison to other
practices and in comparison with the PCT’s ability to pay.
Practices will be provided with indicative “budgets” or
“activity” figures and with regular updates on actual
activity, in comparison with the data across the PCT. 
This exercise is seen as essential to the proper functioning
in due course of Practice Based Commissioning, through
which a shift of financial resources from secondary to
primary care and change of service provider becomes
possible. One of the scheme’s key aims is to allow
practices to examine where there are high quality primary
care alternatives to secondary care. This is likely over
time to enable financial savings to be made across
the PCT, allowing for further investment in Primary 
Care services.
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TThhee  PPrraaccttiiccee  BBaasseedd  CCoommmmiissssiioonniinngg  
PPrreeppaarraattoorryy  SScchheemmee

The scheme will pay up to £1 per capita1. The scheme
runs from 1st November 2005 to 31st December 2006.
The scheme will pay 50p per capita on sign up and a
further 50p on 30th April 2006 subject to review (see
section, ‘Review of PBC Preparatory Scheme).

KKeeyy  eelleemmeennttss

1 A managerial and clinical lead for Practice Based
Commissioning is to be nominated in each Practice.
For smaller or single GP practices, the expectation
is that this can be the same person. The clinical
lead in each Practice will be required to work with
the implementation of the existing referral protocols.

2 A referral plan to be produced by Practices to
review referral management. Practices are
encouraged to review internally and monitor the use
of the referral guidelines and also contribute to their
future refinement.

3 The practice uses the patient care pathways as
developed by the PCT (Locally Enhanced Service
for Referral Guidelines) and agreed by PEC. An
audit will be undertaken by the PCT to ensure that
these protocols are being used for the purpose of
reviewing the usability and uptake of the referral
guidelines.

4 All practices implement choice by December 2005:
the national target date for all elective first outpatient
referrals to be processed using a choice of at least
four providers. The PCT is working on procedures to
support delivery of choice at practice level using
both choose and book software and a manual
choice toolkit.

5 Quality: It is essential that all referrals include the
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1 Per Capita in this instance will be calculated on list size as of September 30th

2005 for the first installment and for the second payment, 31st March 2006.



following information:- 

Patient Information
• First name and Surname
• Address (checked at the time of referral)

• Telephone number 
(checked at the time of referral)

• Date of Birth
• Unique Referral ID number (generated via the PCT

developed Unique Referral ID generator or URID)

• NHS number

Practice Information
• Practice telephone number and Fax number
• Referring Practitioner

6 Clinical Governance: The clinical governance of all
commissioned services will be directed by the PCT
as the services will be commissioned on behalf of
GPs by the PCT with the support of the PEC. The
clinical practice of the GP should not be altered by
the scheme.

7a) Practices will be required to show evidence of
putting in place peer review of selected outlying
referrals using the referral guidelines to provide full
an investigative process at primary care level before
a patient is referred on. The evidence will be
gathered as part of the PCT review process, and the
PCT will negotiate with the practice on choosing a
specialty to review. Peer reviewing will be
incremental and as such, will not necessarily be
completed by 30th April 2006 in order for practice to
receive the April 2006 payment.

7b) The PBC Preparatory Scheme offers the following
opportunities for improved referral practice:- 

• by using GPwSI services. These already
represent a substantial proportion of referrals for
dermatology and minor surgery.

• providing enhanced options within practices for
treatment and diagnosis

• sharing of referral practice information on a
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monthly basis to practice/practitioner level

• peer to peer review of indicative budgets 

Other practice innovations aimed at improvement of
quality of patient referrals are welcomed, particularly
where primary care alternatives are found, and
should be described in additional to the above PCT
led initiatives.

The use of the patient care pathways and guidelines
should enable practices to re-route referrals from
secondary care where this is appropriate.

IInnddiiccaattiivvee  PPBBCC  BBuuddggeettss

Indicative budgets will be devolved to practices under full
PBC, with the first set of budgets associated with acute
spend being made available for 1st November 2005.
Indicative budgets for practices will be calculated using a
formula based on 2004-5 spend (50%) and capitation
based distribution across the PCT (50%).. I

indicative budgets will provide a benchmark by which the
enhanced service will be reviewed.

RReevviieeww  ooff  tthhee  PPrraaccttiiccee  BBaasseedd  CCoommmmiissssiioonniinngg  
PPrreeppaarraattoorryy  SScchheemmee

Each practice will be reviewed on their implementation of
the key elements of the PBC Preparatory Scheme (items
1-6 above) to provide evidence for release of the April
2006 payment. Each practice will be provided with regular
referral activity from using the Unique Referral ID tool and
the PCT will provide information on performance against
an activity and financial budget. The practice will be
informed of the process and performance indicators prior
to review. 

Referral Guidelines under the Locally Enhanced Service
will be reviewed twice a year and all GPs are invited to
participate in this review process together with clinicians
from our local acute trusts.

The scheme will be active from the 1st November 2005
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and terminate on 31st December 2006.

PPaayymmeenntt

Practices joining the scheme after January 31st 2006 will
be eligible for 50p only, and will be subject to review by
June 2006.

Per Capita will be calculated on list size as of September
30th 2005 for the first installment and for the second
payment, 31st March 2006.

Payment will be made on the receipt of an invoice which
should be addressed to Sally Collins, Primary Care
Development Team, H&F PCT.
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Application for Locally Enhanced Service
Practice Based Commissioning Preparatory Scheme

Dr’s name :

Practice : 

Address : 

I wish to participate in the Practice Based Commissioning

Preparatory Scheme (please tick box)

I confirm that the practice will conform to the requirements of the
Practice Based Commissioning Preparatory Scheme Local Enhanced
Service

Signed (Partner) :

Date : D D M M Y Y Y Y

Practice stamp :

Please fax back to Sally Collins, on 0208 846 6770 
or post to Sally at 5-7 Parsons Green,London, SW6 4UL

December 2005



EExxeeccuuttiivvee  SSuummmmaarryy

Practice Based Commissioning (PBC) aims to give GP
practices financial control over the way health care is
provided by devolving budgets directly to practices.

This will enable practices to steer the strategic direction of
their health communities. It also provides practices with
an opportunity to influence resourcing decisions at an
early stage and offer alternatives to secondary care,
where this would benefit patients. This paper provides a
short summary of the scope and purpose of the scheme. 

As a first stage, please be advised that your practice has
been devolved a financial budget of  £ 1,838,999 for
2005-06 with which to manage the acute services
delivered under the acute Service Level Agreements
(SLAs) held with partner hospitals.

If you would like to ask any questions or make any
comments on this paper, please contact Richard Simon
by email or on 002200  88884466  66773300.

SSeerrvviicceess  ddeevvoollvveedd  

The PEC approved both the scope of the services and
budgets to be devolved in 2005-06 and the methodology
for calculating them, at its meeting on 14 September
2005.

The budgeted activity required to deliver the financial
budget for your practice is presented in Annex 1. The
following elements of the acute SLAs have been selected
for devolvement because activity data by GP practice is
readily available:

• Emergency admissions;
• Elective admissions (including day cases and

critical care for elective admissions);and
• Outpatients 1st & follow-up
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The 2005-06 activity budget for acute SLAs has been
allocated to GP practices based on:

• 50% of each GP Practice's  2004-05 activity; plus
• 50% of the expected 2004-05 activity based on

capitation, age and sex; less
• The reduction in activity expected as a result of the

PCT's Demand Management initiatives, such as the
GP panel reviewing all non GP referrals to the
Hammersmith and Chelsea & Westminster
Hospitals.

We propose the 50:50 split as an interim approach in
2005-06 before the budgets are devolved based purely
on weighted capitation in future years. 

PPrroovviissiioonn  ooff  mmoonniittoorriinngg  iinnffoorrmmaattiioonn

The PCT will send out monthly monitoring information to
show the performance of your practice against the activity
and financial budget. 

UUssiinngg  PPBBCC  ttoo  ttrraannssffeerr  ffuunnddiinngg  ttoo  pprriimmaarryy  ccaarree

The objective of PBC is to create an incentive to transfer
funding to primary care, where it is the most appropriate
setting, by generating savings in other areas. This first
stage of implementation of PbR provides the opportunity
to transfer funding from acute to primary care.

Therefore, in 2006-07, Practices will be offered additional
budgets for expenditure on schemes/types of expenditure
approved by the PEC to enhance primary care services
based on the extent to which:

• The Practice achieves target saving in the acute
activity budgets (% of out turn / budget); and 

• The PCT also delivers its agreed savings on the
overall Acute providers' SLA budgets. 

Practices will receive additional budget if they achieve
savings in their own practice, but the budget transfer will
be greater if other practices also make savings on their
budgets.

15
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The proportions proposed for allocating the additional
budget are presented in the table below. 
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table showing: Percentage of savings which the GP practice
will "earn" for expenditure in 2006-07 on approved schemes
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Examples of the additional budget  that you could obtain
for your practice in 2006-07 are presented below for a
range of PCT and GP savings that could be obtained on
the 2005-06 Acute services budget.



The PCT is already well on its way to achieving its
targeted savings, so enabling the GP practices also to
meet or exceed their targets. Areas in which significant
savings have already been made are:

• Not paying for activity which has not been referred
by GPs, which account for about 33% of all new
outpatient referrals, through the operation of the GP
referral panel. 

• Not paying for follow up outpatient activity which
exceeds agreed targets, based on moving towards
the national average.

• Transferring stable anti-coagulation patients into the
community (either to GPs or to community clinics).
Nearly 1000 such patients are now being managed
in this way.

• Using the GPwSIs to review referrals before
transferring them to an acute hospital. We now have
three GPwSIs.

• The current trend in reduction in GP referrals in
dermatology and musculoskeletal outpatients.

We estimated that savings of around 5% could be made
on the acute hospital SLAs this year by measures of this
type. This includes:

Note: These are estimates only and are dependent on the

favourable outcome of arbitration process and the full

implementation of current plans.
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potential savings
(000’s)

Not paying for non GP referrals and associated
follow up outpatient appointments not approved
by the GP referral panel - relates to both
Hammersmith Hospitals and C&W referrals

Reduce GP referrals 

Use GPwSIs to treat patients instead of 
hospital referral

Transfer anti-coagulation and diabetic patients to
the community

Transfer patients for rehabilitation to Farm Lane

Treat non urgent elective patients within NHS
target timescales 

TToottaall

2,000

200

200

200

150

500

3,250



MMaannaaggiinngg  ddaattaa  uunncceerrttaaiinnttyy  iinn  22000055--0066

It is proposed that the PEC will be vested with powers to
moderate for any uncertainties experienced with either the
activity monitoring data or the prices used by the Finance
department to calculate the savings achieved by GP practices. 

Miles Freeman
Head of Primary Care Development
November 2005
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AAnnnneexx  11  FFiinnaanncciiaall  aanndd  aaccttiivviittyy  bbuuddggeettss  ffoorr  AAccuuttee  sseerrvviicceess  ffoorr  
DDrr  xxxxxxxx  pprraaccttiiccee  iinn  22000055--0066
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