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Background
The National Health Service (NHS) in England is going
through another reorganisation, in the spirit of creating a
‘patient-led NHS’. Practice-based commissioning (PBC)
refers to devolution of commissioning responsibilities from
primary care trusts (PCTs) to individual or groups of
primary care professionals; this may be a group of general
practitioners (GPs), general practices, private consortia or
other health care professionals. Commissioning is a term
that has a loose meaning within the NHS but can
encompass the process of securing services from providers
by contract, as well as the planning and design of integrated
care pathways.

Policy context
Primary care-led commissioning was discussed in the mid-
1980s; the NHS reforms of the 1990s introduced an
internal market system resulting in purchaser–provider
spilt and GP fund-holding. The Labour government
abolished GP fund-holding and the ‘competitive’ internal
market in 1997, but the health care market structure
remained with a change in semantics from ‘purchasers’ to
‘commissioners’.1 The NHS Plan explicitly stated health
professionals in the front line should have the freedom to
shape local health services according to their patients’
needs.2 After the White Paper,3 the first set of guidance on
PBC was published in December 2004.4 An analysis of
PBC by the King’s Fund discussed the lessons learnt from
previous schemes such as GP fund-holding and suggested
ways of implementing PBC, including risk sharing,
incentives and coherent service development with national
and local priorities.5

What are the benefits?
PBC is driven by the following:
� Patient choice: as an incentive for quality and

empowerment. Commissioning groups can secure a
wide range of services responsive to their patients’
needs.

� Payment by results: where commissioning groups are
able to provide or commission services locally, the
funds will follow the patients as they choose to use
these services. Standard tariffs for each health care
resource group may be used.

� Supporting people with long-term conditions:
commissioning groups will be able to direct funding
into packages of care that best support patients with
long-term conditions in the community.
PBC enables primary care professionals to increase the

sense of engagement and influence with the strategic work
of their primary care organisation. The involvement of
frontline professionals and, in some cases, lay members
might enhance face validity and accountability with the

public. PBC is not meant to be a return to the inequities and
costly bureaucracy of GP fund-holding. Any savings from
efficient commissioning should be invested in health
services.

How will it be implemented?
Guidance published in February 2005 lacks clarity and is
open to interpretation; this contrasts with the prescriptive
advice given to GP fund-holders.6 Although this
arrangement could pave the way for budget-setting and
methodology frameworks to be negotiated locally, there is
potential for disputes with guidance interpretation. Some
organisations have developed advice on areas such as
scope of services to be commissioned, budget plans and
information systems.7–9 Ultimately, PCTs retain the final
say over the actions of commissioners in order to ensure
that the needs of the local health community are met.

There is no prescribed scope and timescale of services
to be commissioned other than the requirement for the
process to be implemented in full by December 2006.

Implications for sexual and reproductive health 
services
PBC is not about reconfiguring current commissioning
arrangements, but rather redesigning service pathways that
improve the patient’s experience and reduce system costs.
Referrals to secondary care should only be for procedures
that cannot be provided safely and effectively in the
community. In reality, there are many secondary providers
in large urban areas like London where service redesign
may be difficult; but in rural areas with large geographical
spread there may be incentives in creating more local
services and development of alternative providers such as
practitioners with specialist interests.

Effective collaboration among service providers in
traditionally different settings could offer real benefit to
patients. Under current arrangements, a young woman with
an unwanted pregnancy might have to attend up to four
different services: consultation and referral to termination
in general practice; sexual transmitted infection (STI)
check in a genitourinary medicine (GUM) clinic;
termination counselling and procedure at abortion
provider; and future contraception advice and provision in
a family planning clinic. Under PBC, a more streamlined
pathway with one provider might help the user’s
experience and reduce cost of this process.

The fact that other services already offer contraception
(including intrauterine device and implant fittings) might
create contestability in the sexual and reproductive health
(SRH) market. Hence, current SRH providers might need
to consider the added value of their services compared with
competitors. Health care pathways should be devised in
partnership with other providers such as GUM, abortion
providers, gynaecology and primary care so that risks could
be shared amongst them.

Conclusions
SRH services will always have a role in implementing
public health policies (e.g. reducing the burden of STIs and
unplanned pregnancies, screening for cervical cancer and
chlamydia). As PBC is driven by patient choice, quality
and access, this might be a good opportunity for SRH
services to reinforce or consider expanding its role in areas
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such as medical gynaecology, diagnostics, STI screening,
sexual dysfunction and abortion. The key challenge now
for SRH services is to negotiate collaborative working
relationships with current providers, and this may involve
changing the attitudes of some key players in order to
provide truly integrative care pathways that benefit users.

Here is my advice: do it now or do it soon, before
private competitors take over your market!
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COMMENTARY/FACULTY EXAMINATIONS

MEMBERSHIP OF THE FACULTY OF FAMILY PLANNING AND
REPRODUCTIVE HEALTH CARE

CHANGES TO THE MEMBERSHIP EXAMINATION (MFFP)
� From January 2006: Changes to MFFP Part 2 Dissertation and Case Reports.
� From January 2006: New entry requirement for the MFFP Part 2 Examination (CRQ, MEQ, OSCE). 
� From October 2006: MFFP Part 1 Examination replaces MFFP Part 1A and 1B examinations.

The new Membership Examination (MFFP) will consist of:  
� Part 1 Multiple Choice Question paper (MCQ)
This 11/2-hour paper consists of 50 clinical science and applied science questions. There are no exemptions
from this examination. The examination will be held in London on Friday 20 October 2006 (applications
must be received by 1 July 2006).

� Part 2 Examination (Dissertation or Case Reports)
Submission of one Dissertation (10,000 words) or two Case Reports (3000 words each).
Faculty approval of the Dissertation or Case Reports titles must be obtained before the candidate starts work
on the Dissertation or Case Reports. 
The completed Dissertation or Case Reports, or Exemption Request Form and thesis, must be received by
1 September prior to registering for the MFFP Part 2 where a candidate intends to apply to enter the June
2007 MFFP Part 2 Examination.

� Part 2 Examination (CRQ, MEQ, OSCE)
This all day examination consists of:
Critical Reading Question examination paper (CRQ)
Modified Essay Question examination paper (MEQ)
Objective Structured Clinical Examination (OSCE)
A submitted Dissertation or Case Reports must have achieved a Pass at the time of application to enter the
MFFP Part 2 Examination. Applications to enter the MFFP Part 2 held in June 2007 must be received by
Wednesday 3 January 2007.

The qualification is subject to re-certification every 5 years.
For the revised MFFP Examination Regulations (November 2005), information and application forms please
visit the Faculty of Family Planning website: www.ffprhc.org.uk (see Training & Exams and MFFP
Member). Also available on request from: Mrs Denise Pickford, Examinations, Faculty of Family Planning
and Reproductive Health Care of the Royal College of Obstetricians and Gynaecologists, 27 Sussex Place,
Regent’s Park, London NW1 4RG, UK. Tel: +44 (0) 20 7724 5629. Fax: +44 (0) 20 7723 5333. E-mail:
denise@ffprhc.org.uk
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