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What is commissioning? 

The commissioning cycle 

Currently: 

•DH allocate the money via SHAs 

to PCTs 

•SHAs manage the system 

•PCTs manage the 

commissioning cycle 

•PBC Groups feed in (mainly in 

the design of services) 

 



Current NHS Structure 

152 Primary Care 
Trusts 

10 Strategic Health 
Authorities 

Department of Health 

Care Quality 
Commission 

Monitor 

Practice Based 
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Groups 

Providers    Foundation Trusts 



The journey so far… 



What change are we seeking to achieve? 

 
• Improved quality and health outcomes for NHS patients  

 

• Value for taxpayers 



 
How will improved outcomes be achieved? 

 
 

• Commissioners to be active leaders of change  

• Commissioning system to focus on quality and 
productivity  

• Commissioning system to address challenges 

– improve management of long-term conditions and  

– demand for urgent and emergency care 

• Commissioners to work in new ways – think differently! 

– using informatics and technology to give patients 
greater choice and control 

• Commissioning system to understand the healthcare 
systems  

• Understand needs and choices of patients and public  

• Support co-operation 
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Why is this innovative? 



What will the new consortia do?  

 

 

Consortia to commission: 

Healthcare across a range of clinical or service 

areas 

 

 

Commissioning Board to directly commission: 

GP services 

Community pharmacy and dental services and 

sight tests 

Designated specialised services 

Prison health care 
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Current NHS Structure 
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The NHS belongs to the people 
 

It is there to improve our health and well-

being, supporting us to keep mentally and 

physically well, to get better when we are ill 

and, when we cannot fully recover, to stay as 

well as we can to the end of our lives. It 

works at the limits of science – bringing the 

highest levels of human knowledge and skill 

to save lives and improve health. It touches 

our lives at times of basic human need, when 

care and compassion are what matter most. 



What will the new consortia do?  

Main duties:  

•Planning services 

•Agreeing services 

•Monitoring services 

•Improving the quality of primary care 

 

Consortia must: 

•Keeping spending within their allocations 

•Keep non-healthcare spend within their “running 

cost” allowance 

•Have a constitution and nominated Accountable 

Officer 

•Produce an Annual Report 
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“no decision about me  
without me” 

• GP Consortia will need to be proactive in seeking out the views and 
experience of the public, patients, their carers and other 
stakeholders, especially those least able to advocate for themselves. 

 

• GP Consortia who engage with their local community and build this 
knowledge into commissioning decisions will be better placed to 
offer services that are responsive and accountable. 

 

• GP Consortia that work to really understand patient experience will 
be investing public funds in services that reflect the needs, priorities 
and aspirations of their local population and deliver an excellent 
service to patients. 

 

• GP Consortia who listen to people and communicate this process 
will increase understanding and confidence in using local services. 

 



Thank you 

 

Any Questions? 

 

 

 

brian.moulder@northeast.nhs.uk 
 

 

  


