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Many restaurants offer a choice. A limited but good and 
freshly cooked set menu or, for those with more money, the 
choice of going à la carte. The NHS is now facing a stark choice 
itself. Can it still afford à la carte especially when it might 
involve everyone in the restaurant paying more and waiting 
longer and possibly some not being allowed to eat in the 
restaurant at all?

In days of plenty, choice was a refreshing change for 
patients, who historically had little choice and had to put up 
with what they got. It arguably upped the game of providers 
which patients chose not to choose. Times are, of course, 
different now and the question is not the simple one of whether 
choice is good or bad, but a more complex one of “to what 
extent can the NHS afford choice” at present. Unfortunately, 
the bureaucracies that we have created to promote choice lack 
the flexibility to define what is appropriate in times of necessity. 
That decision is left to Clinical Commissioning Groups 
(CCGs) and therein lies a conundrum.

Many of us will well remember fighting those dragons of 
vested interest, closed shop and anti-choice. Those supporting 
NHS choice must now heed the words of Nietzsche “be careful, 
lest in fighting the dragon, you become the dragon”. Words that 
are all too true as we now find ourselves faced with the new 
dragons that support inefficient and bureaucratic processes for 
ensuring that choice as an ideology is put above all else. Some 
CCGs find themselves cowering before potential challenges 
from Monitor, the Office of Fair Trading and more, while 
others have to take their courage in both hands to do what is 
right for patients.

But things have now changed and changed utterly. Monitor's 
landmark decision to exonerate Blackpool CCG accused of 
contravening competition rules is far more than a victory for 
the CCG and its patients. The message to the outside world 
is that good cost effective care of patients is best left to CCGs, 
who can be trusted more than regulators or anyone else to get 
it right. Put differently, from now on it is CCGs that must be 
given sovereign responsibility to commission unhampered by 
the rigid agendas of those watching them with their clipboards.  
The unarguable evidence for this comes indirectly from the 

Clinical Chair of the CCG who said “In their [Monitor] search 
for evidence to demonstrate whether choice was promoted and 
offered in GP surgeries, not a single GP, Practice Manager or 
patient was spoken to by the investigating team nor was a single 
practice visited”. Monitoring choice it seems has gone above 
and beyond caring what local patients or frontline clinicians 
or managers think. It is now an abstract dragon and possibly, 
therefore, not long for this world in its present form.

Monitor's decision was nevertheless right and possibly 
implicit in it was a realisation that neither its role nor its 
methodology is fit for the next few years of financial austerity. 
In the words of Solzhenitsyn “only a small crack… but cracks 
make caves collapse.” CCGs should see this as a moment of 
emancipation. From now on they should do what is best for 
their patients and local people and show that they and their 
frontline clinicians are behind them. If they can do that then 
they will be invincible against the regulators, the lawyers, 
providers concerned about their own interests, policy wonks 
and shroud wavers. That is only fair. CCGs are in the thick of 
it and actually doing it. The others are merely on the touch 
line and their brains and budgets would be better used in 
providing better care that meant something to local patients 
and supported our frontline clinicians.

Consulting Editor
Dr Michael Dixon OBE,  
Chair of NHS Alliance

AT WHAT PRICE 
COMPETITION?
Commissioning’s Consulting Editor, Dr Michael Dixon,  
on his crusade to slay the dragons

”
“ From now on it is CCGs that must be given 

sovereign responsibility to commission 
unhampered by the rigid agendas of those 

watching them with their clipboards
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Health and Wellbeing Boards (HWBs) have a unique role 
in joining up the commissioning of health and care services 
with the wider determinants of health. They are designed to 
give local authorities a voice in clinical commissioning while 
enabling commissioners to have some influence over public 
health and social care.

According to the Kings Fund, they are the only feature of 
the current Government's health reforms that has received 
overwhelming support. They are free to organise themselves in 
response to local conditions, but while that seems a good idea 
in principle; it means great variation in the way they work – 
and in CCGs’ roles within them.

A new briefing document from NHS Clinical 
Commissioners (NHSCC) – the body which represents more 
than 80% of CCGs – examines these variations and warns that 
“after 18 months of operation, local authorities are feeling like the 
more dominant force on most HWBs, all too often setting the 
tone, and dictating ways of working and deciding the agenda.” 

The briefing – A shared agenda: Creating an equal 
partnership with CCGs in HWBs – follows up on one of 
NHSCC's eight “critical asks” published in its CCG manifesto 
Making Change Happen in May (see Box 1). It comes at a 
critical time where extra powers for HWBs are being sought by 
politicians at both local and national levels.

In a recent example, London councils reportedly wrote to 
NHS England demanding they be given powers to sign-off 
CCGs plans for primary care co-commissioning.

In the letter, Jules Pipe, Chair of London Councils, 
suggested to NHS England Chief Executive Simon Stevens that 
approval from HWBs should be a “minimum requirement” 
before any co-commissioning bids are approved.

National political parties have already flagged up the role 
of HWBs as a potential electoral battleground. Labour has 
long advocated making HWBs system leaders, setting plans 
for people with multiple long-term conditions, which CCGs 
would enact. And for the Lib Dems, Care Minister Norman 
Lamb sent shock waves through CCGs earlier this year when 
he proposed new laws to allow HWBs to hold pooled health 
and social care budgets independently.

HEALTH AND WELLBEING BOARDS:

SEARCHING 
FOR THE RIGHT 
BALANCE
Commissioning launches NHSCC's new briefing document that suggests the true 
potential of Health and Wellbeing Boards (HWBs) has yet to be realised and Clinical 
Commissioning Groups (CCGs) need equal partnership with local authorities if 
HWBs are to fulfil their promise

“The power of place is a critical driver for CCGs 
and local authorities. HWBs must become the focus 
for joined-up local decision-making, a space where 
CCGs, local government and NHS England build 
strong relationships and examine their commissioning 
intentions in the round. It is vital that each part of  
the system understands the consequences of 
decisions made in order to reduce risk and deliver 
meaningful change.”

Source: Making Change Happen. NHSCC May 2014 

1NHSCC Making Change Happen
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•  A HWB must, for the purpose of advancing the 
health and wellbeing of the people in its area, 
encourage persons who arrange for the provision 
of any health or social care services in that area to 
work in an integrated manner

•  A HWB must, in particular, provide such advice, 
assistance or other support as it thinks appropriate 
for the purpose of encouraging the making of 
arrangements under section 75 of the National 
Health Service Act 2006 in connection with the 
provision of such services

•  A HWB may encourage persons who arrange for 
the provision of any health-related services in its 
area to work closely with the HWB

•  A HWB may encourage persons who arrange for 
the provision of any health or social care services in 
its area and persons who arrange for the provision 
of any health-related services in its area to work 
closely together

Source: Health and Social Care Act 2012

2Functions of HWBSBACKGROUND
Established and hosted by local authorities under the 

Health and Social Care Act 2012, HWBs are intended to 
develop a shared understanding of local need, develop joint 
local priorities and encourage commissioners to work in a 
“joined-up” manner (see Box 2).

They are designed to jointly assess their local population's 
health needs, lead the joint strategic needs assessment and 
produce a joint health and wellbeing strategy that sets local 
priorities for joint action. 

The Act stipulates that HWBs must include at least one 
councillor, the directors of adult social services, children's 
services and public health, as well as representatives of each 
CCG, NHS England's Area Team and local Healthwatch. 

HWBs are free to invite others and decide how to involve 
local providers. They have a statutory duty to involve users and 
the public.

Each of the 152 upper-tier and unitary local authorities in 
England now hosts an HWB. They were set up in shadow form 
from April 2012 and took on their statutory functions from 
April 2013. 

PROGRESS REPORT
NHSCC has used existing feedback from its membership 

and new in-depth interviews with CCG leaders to gauge how 
they interpret the purpose of HWBs and CCGs’ roles in them 
and their ambitions for making them function effectively. 

The findings suggest that because the Health and Social 
Care Act allows councils and CCGs freedom in deciding their 
design and operation according to local circumstances, HWBs 
are at markedly different stages of development and many 
boards are still grappling with their development needs and 
clarifying their role, vision and values. That means “formidable” 
challenges currently stand in the way of HWBs fulfilling their 
potential and hinder CCGs from making a fully effective  
contribution to them.
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CCG leaders feel that the unequal partnership can lead  
to HWBs being used as a platform for local politics, which 
can hinder change when councillors “play to the gallery”. Also 
HWBs “appear particularly prone to the influence of forceful 
local personalities used to wielding political power in their 
communities, which can curtail their effectiveness”, the  
briefing says. 

The manner in which HWB meetings are conducted can 
also prove inimical to engaging GPs, the NHSCC reports. 
“They're coming into a new world. Some have sat on boards, 
but not with politicians, and certainly not with politicians 
meeting in public. It's hard for them to be seen as partners with 
councillors rather than contributors to the discussion,” says a 
CCG Chief Officer.

“We need HWBs to be apolitical and CCGs are well placed 
to make the case for change when change is needed” says Mary 
Hutton, Accountable Officer for NHS Gloucestershire CCG.

The Local Government Association (LGA) recognises the 
challenges as well as the successes of HWBs so far and has set 
up a Health and Wellbeing System Improvement Programme 
as a guide for HWBs. The LGA plans to focus on identifying 
and supporting places in most need of assistance and to 
develop bespoke support such as mentoring, chair networks, 
peer support and development days.

BETTER CARE FUND 
The Better Care Fund, which will run from 2015, highlights 

some of the challenges and opportunities for joint working on 
HWBs, the briefing says.

Some CCGs have found implementation of the fund a 

relatively easy step. Debbie Fielding, Chief Officer of NHS 
Wiltshire CCG said: “We've become one of the five fast-tracked 
Better Care Fund projects. One of the things NHS England 
identified we all had in common was that we already had 
strong plans for integration and used the Better Care Fund to 
promote those plans – we were ahead of the game.”

“That's partly because we're an integral part of an integrated 
HWB. The HWB has a strong leader, our CCG Chair – 
who is a GP – is Deputy Leader and they have a very good 
relationship. It's also down to the aspirations of the council. The 
CCG is co-terminus with the local authority, all the boundaries 
line up and the populations are the same. There's a coherence 
around what we both think is important to our population in 
terms of health and social care.” 

“In addition, from the beginning, the leader has insisted that 
the Acute Trusts, Mental Health and Ambulance Trusts are 
represented at Chief Executive level on the HWB – a brave and 
far seeing move and they've been involved right from the start.”

But for others the Fund has proved irrelevant or a 
hindrance. Jonathan Bates, Chief Operating Officer of NHS 
Sutton CCG says: “The Better Care Fund is not the totality of 
what we want to achieve through integration and there is a risk 
it is seen as this.” Dr Howard Stoate, Chair of NHS Bexley CCG 
agrees: “It's realigning existing funds. We were already doing 
that. We're not going to do things very differently from what we 
were doing anyway.”

On the recent re-submission of plans – Mary Hutton says: 
“It's a huge waste of time. We'd already written our plans. Now 
we've been asked to resubmit using different sets of data.” 

EXTENDING POOLED BUDGETS
CCGs find the prospect of pooled budgets mooted by 

national politicians “alarming”, the briefing says. Chair of NHS 
Bassetlaw CCG – and NHSCC Co-Chair – Dr Steve Kell 
uses the example of public health spend to show how local 
authorities have diverted health budgets to fund other activity. 
“Lots of local authorities are tendering for services previously 
in the NHS, particularly around public health. This is 
destabilising services that were historically part of the NHS and 
it is vital that CCGs are involved in assessing the impact of any 
service changes. It highlights the potential problems we would 
face if NHS budgets were forced to pool with council budgets.”

Dr Helen Miller, Clinical Chair of NHS Gloucestershire 
CCG, says: “HWBs were not established as commissioning 
organisations and the issues around governance and which 
organisation holds the financial risk would need to be worked 
through if any further transfer of budget was proposed”.

HWB governance arrangements would have to change were 
they to become accountable for such substantial sums of public 

•  HWBs’ official status as local authority committees 
sends out the “wrong message” for partnership 
working according to many CCG leaders. Retaining 
HWBs within the structure of local government 
could compromise their independence and lead  
to an imbalance of power between the CCG and 
the council 

•  Most HWB chairs are council members, often 
council leaders. CCG leaders tend to act as vice 
chairs. This can create an imbalance in membership

•  HWBs feel dominated by councillors and CCG 
leaders feel their influence on HWBs does not 
match their resource contribution

•  Some aspects of local government culture can clash 
with the NHS

Challenges include:
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money. “If you do that you have to give the HWB some teeth. 
What level of power should they have?” asks David Smith 
former NHS Kingston CCG Chief Officer and now Chief 
Executive of NHS Oxfordshire CCG. “We'd get change in the 
system, but the danger is the NHS would fall over.”

OVERCOMING THE CHALLENGES
“We've spent a lot of time talking about what we're trying 

to do,” says Dr Tim Moorhead, Chair of NHS Sheffield 
CCG and Co-Chair of the city's HWB. “We decided it's not 
a performance management committee, monitoring what 
providers are doing. It's about the broader picture; ensuring 
strategies align among commissioners – the CCG and local 
authority, but also NHS England. Then it's about making sure 
providers understand that and responding through contracts.” 

"We're trying to find the wicked problems that can't be 
sorted by commissioners or providers on their own, but 
require another perspective. We're trying to avoid duplicating  
work that commissioners and providers should be doing  
on their own.”

“It took a long time to recognise that's what we're for. 
Finding out the problems and making an effective intervention 
are difficult. A lot of it is about having the right people in the 
room, but it's also about what we think their function is.”

“We proposed this and they accepted it. It's about existing 
relationships to some extent. But it's also about having a 
common goal – the health and wellbeing of people in this 
city. On some issues GPs have more credibility and on others, 
councillors have the credibility. If we stand together we have a 
greater chance of success.”

Dr Graham Jackson, Clinical Leader and Chair of NHS 
Aylesbury Vale CCG, says it took time for the HWB – of 
which he is Vice Chair – to understand its role and focus on 
essentials: “It was taking on huge swathes of ideas but had no 
idea why it was looking at certain things. It had no structure 
to what was on the agenda and was overseeing a lot of stuff it 
didn’t need to see.”

Now it has created a planning group that filters input, so 
only key issues reach the HWB. Recently the HWB considered 
a strategy for physical activity for children under five and was 
able to bring to bear perspectives from health, education and 
social care. “There was no other forum able to do that until the 
HWB existed.” 

“It can share plans from commissioners and providers as a 
community, so we're all going in the right direction. These are 
now sitting in the right place with the right people.”

Dr Jackson is ambitious for what HWBs can achieve. He 
argues they should focus less on joint commissioning: “It's 
been around a long time and pre-dates HWBs. What we 

need is progress on joint de-commissioning. When we talk 
about moving activity out of hospitals, how do we collectively 
decide to do that? The HWB has true oversight of population 
need, so it is key. We're in a very influential position for de-
commissioning.”

SHARED AGENDA
Julie Das-Thompson, Head of Policy and Delivery at 

NHSCC says: “This relates back to our CCG manifesto 
published in May Making Change Happen. Our members 
were clear that HWBs need to be the drivers for joined-up 
local commissioning. But the development of HWBs has 
been varied so far, alongside this there has been some political 
pressure for HWBs to hold single health and care budgets.  
Our members feel it is the right time to articulate some of  
their views”.

"It's clear that CCGs should have a critical role in HWBs - 
they bring their clinical expertise, as well as their knowledge of 
local communities as GPs. They also bring an apolitical voice to 
local plans and have a mandate from their member practices, 
which acts as a counterweight to councillors who have a 
democratic mandate”.

“What CCGs are saying to us is that HWBs are 
developmental bodies, working in local authority structures, 
in their current state they are not suited to holding single 
health and social care budgets or to take on full healthcare 
commissioning for populations.”

“Our members are telling us that HWBs ideally need to be 
co-chaired by the CCG chair and political leader so that they 
can agree local change together, they also need time to develop 
good relationships.”

“And strategically, commissioners feel that providers should 
be involved on HWBs too. It works better where the NHS lines 
up together, especially on the reconfiguration of services.”

Dr Tim Moorhead,
Chair of NHS Sheffield  
CCG and Co-Chair of  
the city’s HWB

”
“ If we stand together  

we have a greater 
chance of success
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KEY MESSAGES FOR THE SYSTEM

•  CCGs believe in the potential of HWBs as bodies that bring together the NHS, local government and wider stakeholders to 
commission on a place based level. HWBs are best placed to devise local solutions to the complex issues their populations 
face, they must overcome their current challenges and deliver change locally to secure their future  

•  CCGs have a critical role in HWBs, which must not be underestimated – they bring their clinical expertise, day-to-day health 
commissioning expertise, considerable resource, the mandate of their member practices and their statutory responsibilities 
for commissioning population level health. They also bring an apolitical counterbalance when HWBs decide local strategies 

•  HWBs need to be more independently structured – they do not need any more national strategies or change imposed from 
above. They instead need space and flexibility to develop effective local partnerships between its two largest partners – 
CCGs and local authorities and collectively demonstrate place-based leadership

•  CCGs must be equal partners in HWB structures and relationships. While some CCGs have achieved genuine partnerships 
with local authorities (often through effective personal or historical relationships) others have experienced frustration and 
tension on HWBs that feel dominated by council processes, local politics, cultures and behaviours. This means some HWBs 
are unlikely to fulfil their potential as a result

•  There is some appetite to engage local providers and wider commissioners in HWBs, but clearly this requires the buy-in of 
those organisations and also an acknowledgement of their resources. Having all parts of the system mirrored at a local level 
would develop more rounded joint strategies around the more transformative plans that HWBs may have

•  The Better Care Fund highlights where CCGs have mixed feelings about the extent to which centrally led integration 
initiatives can drive change locally. Policy-makers need to be acutely aware that top-down initiatives can be catalysts for 
change, but can also upset delicately balanced local partnerships 

•  HWBs are making progress but are not ready to become single health and social care local commissioners. HWBs need more 
time to build relationships and overcome some inherited political structures, while the cultural differences between the NHS 
and local government will take time to reconcile. Significant work would have to be done on revising HWBs’ governance were 
they to take sole responsibility for commissioning budgets 

KEY MESSAGES FOR HWBs

•  HWBs need to bridge the cultural chasm between the NHS and local government. This may necessitate innovative 
governance arrangements, such as co-chairing and decision making processes that engage partners more effectively.  
We recommend HWBs look at the LGA’s recent guidance on good governance signpost link

•  Explore different structures – setting up subcommittees and forums can help counterbalance unequal partnerships and 
involve those such as providers, who may otherwise feel excluded from the HWB

•  Identify development needs – some HWBs still have significant development needs and should reflect further on their role  
and purpose

KEY MESSAGES FOR CCGs

•  CCGs are agents for change at a local level – while local government may influence many determinants of public health, 
CCGs can harness clinical expertise to help transform their population’s health and wellbeing – a unique attribute that entitles 
them to take a lead in setting the agenda locally

•  CCGs command more resources than all other organisations participating in HWBs combined, a mandate from their member 
practices and statutory responsibilities – so it is crucial that they engage fully with HWBs in order to exert significant influence 
over the direction of HWB activity

•  CCGs may find they are more committed to transforming services than their council partners, who may fear the political 
consequences of change. They must carefully negotiate ‘buy in’ from all stakeholders to their plans and provide assurances 
for some of the unintended consequences of decisions for partners

NHSCC messages

Source: A shared agenda: Creating an equal partnership with 
CCGs in Health and Wellbeing Boards. NHSCC October 2014
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There is consensus across different sectors about the key 
challenges facing our health and social care system: increasing 
demand due to an ageing demographic, a hugely constrained 
financial environment and a relatively new landscape following 
the introduction of the Health and Social Care Act in 2012.

There is also broad consensus around what needs to be 
done: transformational change is needed to deliver truly 
integrated, personalised care and support services that put the 
individual at the centre. However, it is not clear what precisely 
this means and how exactly it can be delivered. 

What comes across loud and clear is that voluntary and 
community organisations must be key partners in helping 
to identify local priorities, reviewing existing services and 
designing and delivering coordinated care and support 
pathways. This will ensure that services are integrated and 
respond to the needs of local people rather than systems.  

The big challenge for the voluntary sector is to demonstrate 
clearly the value that organisations like Macmillan Cancer 
Support can bring to the commissioning cycle to ensure we  
can be brought on board from the outset.

ROBUST EVIDENCE
Decisions around the commissioning of services must 

be informed by robust evidence. Voluntary organisations 
often have sophisticated intelligence which they can provide 
commissioners – including hard data and personal insight 
from patients themselves – about people's health and social 
care needs and their experiences of services. 

Macmillan Cancer Support has developed an online tool1 
to help commissioners understand the local burden of cancer, 

called ‘Local Cancer Intelligence’. The tool includes data on 
the different routes followed by patients after they have been 
diagnosed with cancer. This is already being used to design 
and test new stratified care pathways to make the best use of 
limited resources and deliver better outcomes for patients. For 
example, commissioners in Sheffield, which has some of the 
highest incidence and mortality rates for cancer in England, are 
redesigning local survivorship pathways based on this research.

SERVICE IMPROVEMENT AND REDESIGN 
Like Macmillan, many voluntary organisations have a 

wealth of experience in service improvement and redesign. 
We know what works and, critically, what has not worked in 
transforming pathways and integrating care. Our work ranges 
from supporting commissioners in Staffordshire to transform 
cancer and end-of-life services2 (see page 54); to smaller 
tumour-specific projects with individual commissioning 
groups redesigning particular points along the pathway.  
The voluntary sector has a responsibility to share best practice 
and learning, and commissioners have a responsibility to 
access this. 

INVOLVING THE REAL EXPERTS
Data and numbers are only one part of the equation 

when it comes to informing commissioning and cannot be 
used without involving the real experts – patients and carers 
themselves. A person-centred approach is so important, but it 
needs much more than lip service. It takes time and resource  
to work collaboratively with the community to design and 
deliver services.

The value the voluntary sector brings to commissioning goes far beyond providing services. 
Delivering improved outcomes and experience of care will only happen when the voluntary sector 
is involved from the outset in the prioritisation and design of services, not just their delivery

By Beth Capper, Commissioning Support Programme Lead at Macmillan Cancer Support

Value
THE VOLUNTARY SECTOR
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Again, this is where the voluntary sector can help. 
Macmillan has over 3,000 Cancer Voices, patients who want to 
be involved in sharing their experiences of care and support. 
We also support many local self-help and patient and carer 
groups. Organisations like us can help commissioners reach 
into the community and particularly some of the smaller, local 
organisations have excellent engagement with ‘harder to reach’ 
groups and individuals. 

COMMISSIONING FOR OUTCOMES
As we talk increasingly about commissioning for outcomes 

in health and social care, we welcome the raft of work that 
commissioners are doing to engage with local people to 
identify what these are with a view to co-developing them. For 
example, Macmillan is working with NHS and local authority 
commissioners in Doncaster3 to identify the outcomes that 
people affected by cancer want delivered. Commissioners have 
described ‘lightbulb moments’ whilst listening to people talk 
about the things that matter most to them. Commissioning for 
outcomes will only work if the outcomes being worked towards 
have been identified in collaboration with patients, carers and 
the community.

THE SUPPORT OF PROFESSIONALS 
Health and social care professionals – both clinicians and 

managers must also be at the heart of the commissioning 
process to really deliver services that drive improved outcomes 
and experience. Anyone who has been involved in significant 
change in health or social care will know that its success relies 
on the support of professionals. 

Voluntary organisations can provide commissioners with 
the opportunity to tap into a huge professional network. 
Macmillan alone has a network of over 8,000 health and social 
care professionals, who we support to deliver excellent care and 
support to people affected by cancer.

SOCIAL CAPITAL
We also play a significant role in bringing social capital 

into the system, either as direct service providers or in another 
capacity. For example, the increase in volunteering shows how 
the community, often facilitated by the voluntary sector, is 
playing an increasingly important role in supporting self-
management and helping people take control of their own care. 

ADDING VALUE
The 2013 health reforms have created a significant 

opportunity for the voluntary sector to add value to the 
commissioning cycle. We find ourselves, unarguably, in a system 
where new organisations and players are still ‘bedding down’ 
over 18 months later. The established local presence of many 
voluntary organisations can be very valuable in this context. 

The voluntary sector has a 
responsibility to share best practice 

and learning, and commissioners  
have a responsibility to access this

“

”
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 CANCER SERVICES
Commissioners have told Macmillan4 that it is harder 

to commission joined-up pathways of care for people with 
cancer given the confusion around, and fragmentation of, 
responsibilities for cancer services. In the new system no-one 
is responsible for taking a whole pathway approach. The loss 
of the Cancer Network infrastructure has exacerbated this, 
with a huge gap in cancer expertise and intelligence within the 
current system. One Clinical Commissioning Group (CCG) 
Chief Operating Officer said “part of what we’re struggling with 
is what bits of cancer services are we actually responsible for 
commissioning? What is our responsibility? And in all honesty 
we don’t really know”. Our local insight confirms this is not  
an exception. When cancer accounts for almost one third of 
all deaths in the UK (29%5) and incidence will have doubled 
by 2030 to four million6, it is simply unacceptable that some 
commissioners are not getting enough support to address the 
needs of people with cancer. This means that critical cancer 
services risk falling between the gaps across commissioning 
responsibilities.

THE WHOLE PATHWAY
Organisations like Macmillan bring a perspective of 

the whole pathway and in many areas our local staff are 
supporting and encouraging commissioners to establish 
strong relationships across geographical and organisational 
boundaries. Where challenging, we can use our contacts 
to broker engagement to support integrated planning and 
commissioning.  

Macmillan is calling on the Department of Health and  
NHS England to urgently clarify cancer commissioning roles 
and responsibilities. This would ensure accountability to a 
person or body for oversight of the whole cancer pathway 
making it coordinated, joined-up and deliver real value.  
NHS England must also provide adequate resourcing to  
ensure cancer commissioning is of a high standard.  

While the voluntary sector can bring much value to  
the commissioning cycle, it should be noted that there are  
a number of challenges that we cannot overlook. They are  
not insurmountable, but they are important and require 
further exploration.

RESOURCES
The support that organisations like ours can offer requires 

resources, such as staff time or finances needed to facilitate 
engagement with the community. Larger organisations like 
Macmillan currently offer free support to commissioners and 
often invest in innovation and improvement. However, to 
consider commissioning support at scale, and given financial 
constraints across many organisations, we must find a way to 
avoid the sector having to pay for their contribution to driving 
improvements for patients.

CONFLICTS OF INTEREST
Many voluntary organisations do provide services directly 

and there are concerns around conflicts of interest inherent in 
our sector supporting commissioners from the outset. While 
this necessitates transparency and openness, this must not be a 
barrier to our early involvement. At a time when most GP-led 
CCGs have applied to co-commission primary care, we have to 
work within a system designed to manage conflicts of interest 
and allow the significant value from the voluntary sector to be 
realised.  

COMMISSIONING SUPPORT MARKET
A final challenge that should not be left out of any current 

article about commissioning support is the state of the 
commissioning support market. All of the value the voluntary 
sector brings can support CCGs directly, or could support 
them through collaboration with commissioning support 
services. At a time when the market is in flux, the Lead 
Provider Framework is being established and some CCGs are 
very publically moving their support in-house, it is essential 
that we continue to focus on the value of our offer rather than 
on the detail of how it is accessed. Whilst this conversation 
needs to happen, we fear it may distract from our core work of 
supporting the design and delivery of services.  

The voluntary sector is already operating in the space 
of ‘commissioning support’. Many of us are working with 
commissioners on a daily basis in the planning, designing, 
delivering and evaluation services so they are shaped to best 
improve outcomes and experience. We are trying to articulate 
the value we bring more clearly, and we hope commissioners’ 
doors will open as we knock. Ours certainly will be if you 
knock for help first. 
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INTRODUCTION
Outcomes – a word on many lips, including the Prime 

Minister's. It's a catchy word – it speaks of reason, of science. 
Tell a Martian of the £120 billion spent on the NHS and he or 
she would probably ask “What do you get in return?” Would 
he be impressed by our answers? We could talk about falling 
death rates and longer lives, but are these a result of NHS 
spending? Some of us would then recount improved waiting 
times, swift discharges from hospital, lower readmission rates, 
lower infection rates etc. – anything to avoid the brutal (and 
mysterious) fact is that we know very little indeed about the 

health gains bought with all this money. Outcomes are now 
demanded from every quarter.

WHAT ARE OUTCOMES?
It's a deceptively simple word, but a devilishly complex 

concept. Most definitions go something like this: measure 
the patient's health state, treat the patient, measure health 
status again, and then somehow attribute the outcomes to the 
interventions. (Of course changes in patients occur anyway, 
and other things affecting outcomes may be happening to 
patients at the same time.) There are no outcomes without 
interventions, and no outcomes without measurement (even if 
this is just one=alive and zero=dead).    

It is vital that the context of the interventions is taken into 
account. Patient outcomes will differ according to diagnosis, 
duration of disorder and presence of other conditions, 
demographic factors like age, gender and social factors; 
ignorance of these when evaluating outcomes can lead to 
serious error.

A key point is that measuring what happens to patients 
(e.g. being sent back to hospital immediately after discharge) 
or their satisfaction with treatment or care are not outcomes; 

With an outcome focused approach at the forefront of commissioners thoughts and at the 
heart of service transformation, the following articles describe two perspectives on outcomes-
based commissioning. Professor Alastair Macdonald, Chair of South London and Maudsley NHS 
Foundation Trust’s Clinical Outcomes Group, puts forward the case that what is equally important 
as the outcome measure is how providers use the information to improve performance and patient 
care. Dr Johnny Marshall, Director of Policy at the NHS Confederation, looks at what outcomes-
based commissioning can offer in moulding and reshaping community-based integrated models  
of care, better reflecting the needs of those using and accessing the services

OUTCOMES-BASED COMMISSIONING

COMMISSIONING FOR  
BETTER HEALTH OUTCOMES
By Prof Alastair Macdonald, Chair of South London 
and Maudsley NHS Foundation Trust's Clinical 
Outcomes Group, Co-Founder of UK Routine 
Clinical Outcomes Network in Mental Health. He 
has been involved in the collection, analysis and 
feedback of clinical outcomes data since 1997
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they are manifestations of process. Process measures are very 
important indicators of the quality of health care, but they are 
not the same as outcomes1.

WHOSE OUTCOMES ANYWAY?
In 1997 the UK Clearing House on Health Outcomes 

published the Outcomes Grid2, showing how outcomes (what 
is measured, by whom and for what purpose) vary depending 
on the interested parties – see Box 1.

Each stakeholder has different reasons for being interested 
in outcomes, may have different desired outcomes and would 
choose different measurements. There are no ‘right’ outcomes; 
no stakeholder trumps any other. There is sometimes conflict 

between the interests of stakeholders; a patient with dementia 
might favour going home from hospital when their relative 
might definitely not. Tellingly, clinicians might rate health 
status change differently if they were doing it for commissioners 
rather than as part of their own reflective practice.

THE OUTCOMES FRAMEWORK
Clinical Commissioning Groups (CCGs) are charged 

with improving outcomes for the people for whom they 
commission services. The Government's Outcomes 
Framework3 is designed to help here, but if you look at the ways 
in which outcomes are to be measured, several things strike 
you. First, just under half are actually measures of processes 

BOX 1: THE OUTCOMES GRID
STAKEHOLDERS

Reason for interest in outcomes Patient Clinician Family Provider Commissioner Government

Desired outcomes

Choice of outcomes measures
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of health care; things like whether or not something thought 
to be important has occurred, or whether or not the patient 
approved of the way things were done. A further quarter 
concern prevention of something unpleasant, like a possibly 
avoidable emergency admission or the onset of a possibly 
preventable condition. 17% of the measures concern death - 
this is discussed below. Only 10% are concerned with whether, 
if you use NHS services and survive, you actually get better. In 
other words, of some 59 ‘outcomes’ measures chosen on behalf 
of CCGs, only six are measures of treatment outcome apart 
from death – see Box 2.

IS DEATH A USEFUL OUTCOME MEASURE?
It would seem obvious that death can sometimes be a 

catastrophic and avoidable outcome of an intervention and 
we should be measuring this. However, the vast majority of 
admissions do not lead to death. Given that death rates from 
any cause in hospitals are about 2%, avoidable deaths occur in 
probably only 0.3% of hospital admissions4.     

It might be argued, as in Mid-Staffs, that higher-than-
average death rates were associated with appalling care, 
but it turns out that there were other hospitals with higher 
rates whose care was not particularly problematic, and the 
relevance of mortality to quality of care is now questioned in 
a forthcoming NHS report5. Let Florence Nightingale sum up 
this issue:

“If the function of a hospital were to kill the sick, 
statistical comparisons of this nature would be admissible. 
As, however, its proper function is to restore the sick to 
health as speedily as possible, the elements which really give 
information as to whether this is done or not, are those 
which show the proportion of sick restored to health, and 
the average time which has been required for this object…” 6   

MEASURING OUTCOMES IN ROUTINE PRACTICE
If mortality is not the answer for the vast majority of NHS 

work, we must rely on measurement of change in health 
status to understand outcomes. Some of the measures in Box 
1 have yet to be fully invoked, but for commissioners they all 
pose issues. Most of them mean that health status must be 
measured at two or more points in time. Several questions arise 
immediately – see Box 3.

Doubts about these issues are enough to put anyone off 
ever trying to use outcomes measurement in commissioning. 
Fortunately, there are factors that make it just very difficult 
rather than downright impossible. Despite what some 
academics appear to believe, the inevitable inaccuracy of the 
measures – including different results with different people 
measuring the same state – can be taken into account provided 
the outcomes of enough patients are aggregated together. This 
is also true of the relative insensitivity or over-sensitivity of 
measures to actual change.

WHO SHOULD DO THE MEASURING? 
In an ideal world, trained independent assessors would 

carry out routine measures of health status before, during and 
after treatment, so we could be sure of the reliability of the 
measures and the minimisation of the ‘gaming’ tendency that 
has now afflicted routine measurement in education. However, 
this would be prohibitively expensive, so we have to rely on just 
two other possibilities.

BOX 2: ONLY SIX OF THE 59 NATIONAL OUTCOMES 
FRAMEWORK MEASURES ACTUALLY MEASURE HEALTH 
OUTCOMES (APART FROM DYING):

1 Recovery following talking therapies (all ages and 
older than 65)

2 Health-related quality of life for people with a 
long-term condition

3 Health-related quality of life for people with a 
long-term mental health condition

4 Increased health gain as assessed by patients for 
elective procedures

5 Proportion of patients recovering to their previous 
level of mobility or walking ability 

6 Proportion of adults in contact with secondary 
mental health services in paid employment

BOX 3: ISSUES IN USING MEASUREMENT OF  
HEALTH STATUS IN COMMISSIONING

• How accurate are the measures of health status used?   

• How sensitive are they to change?    

• What constitutes a ‘real’ change rather than  
chance or statistical anomaly?     

• Who is doing the measurement? If not the patient, 
then are they open to manipulation, conscious or 
not? How well are they trained in measurement?   

• How carefully are results checked?  

• If measures are completed by the patient, will 
enough complete them, or will important groups be 
left out – deliberately or by accident?   

• What period should be covered?  

• If there are differences in health gain between 
similar services from different providers, what 
context factors could explain these other than the 
quality of the interventions?

• How expensive is measurement? Would it be better 
to focus resources on treatment and assume that it 
is effective?
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Which brings us to the crux of the matter. What is the 
purpose of outcomes measurement?   

WHY BOTHER WITH OUTCOMES  
MEASUREMENT AT ALL? 

Several reasons are summarised in Box 4.

Alas, it is improbable that any system will satisfy all these 
requirements at once. What commissioners need from 
outcomes measurement are reliable data on health gain (or 
deterioration) from each provider. If they use PROMs they will 
probably only see data from a biased minority of patients, and 
in some conditions like dementia, almost none. Providers can 
‘game’ results by focussing only on certain patient groups.  

If they use CROMs they will see representative data, but 
if clinicians and providers know that they are to be used in 
commissioning, a big problem arises. If you cannot even be 
sure that mortality data is not gamed4 what hope is there for 
judging services by ratings made by their own staff?   

Goodhart's law is often summarised as “Any measure 
that becomes a target ceases to be a measure”8;  this is a bleak 
conclusion for commissioners embarking upon ‘payment by 
outcomes’. Two ways of moving forward are, however, open. 

Or

BOX 4: REASONS FOR ROUTINE  
OUTCOMES MEASUREMENT

1 To help patients track change in their own condition

2 To help clinical teams reflect on and then change 
their practice to improve outcomes

3 To help in the evaluation of interventions that 
cannot be tested in randomised controlled trials  
or other formal research

4 To help provider managers identify teams or 
services which are performing very well and their 
context and to generalise good practice

5 To help commissioners purchase the most effective 
providers for their population

6 To help patients choose providers based on 
outcomes league tables

7 To help Government assess the overall 
performance of different commissioners or the 
whole NHS

1 Commissioners can oblige services to yield PROMs 
and CROMs data for use by commissioners in 
purchasing decisions, but institute independent data 
quality checks – say by random selection – perhaps 
with financial penalties and rewards for data quality, 
if not the outcomes themselves. But do not expect 
many clinicians to take any interest in using CROMs 
well – or helping with PROMs – and say goodbye 
to helping clinical teams reflect on and then change 
their practice to improve outcomes.

PATIENTS
On the face of it, measuring change using scores made by patients (Patient-Reported Outcomes 
Measures – PROMs) is ideal; patients will naturally complete measures of outcomes that are 
important to them, contributing to what has now been called value-based healthcare7. It is difficult 
for providers to game the ratings, unless the patients need a lot of help filling in the measures or 
staff have a lot of choice about which patients are asked to complete them. However, completion 
rates may be lower than necessary for reliable results. Patients may be too ill or uninterested to 
participate, and, especially in mental health services, patients may find measures irrelevant to their 
problems, even if they were designed by other patients. It is likely that the outcomes for significant 
proportions will not be measured, and this may introduce important bias into the findings.

CLINICIANS
While you can't force patients to complete PROMs, one can (almost) oblige staff to complete Clinician-Reported 
Outcomes Measures (CROMs), so you can achieve high rates of completion. But how can you be confident that 
results of obligatory ratings make sense, especially when demanded from high above? Most normal quality 
checks would be unfeasible; in our Trust there are hundreds of ratings made per week – too many for even 
a reasonable sample to be checked. So far the only way we have discovered is to make sure that staff doing 
the measuring get to see their results. This could be by charts on the individual patient's electronic record 
(implemented in some systems) so that staff can easily see how they relate to progress. Another way is to collate 
results and feed aggregated information back to staff; in our experience, doing this actively in presentations 
works better than simply providing reports and making them available. Each team gets to see the outcomes 
for their patients, over a time period relevant to their work, and, crucially, related to the context in which they 
operate. This kills two birds; primarily a process of reflective practice, it also increases data quality and quantity; 
clinicians see why they are measuring – to think about better interventions and thus, we hope, getting better and 
better outcomes – and why doing it well matters.
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A judgement is thus made not just on how much outcomes 
data are collected but how well is the information from these 
data used by the people who collect it.

CONCLUSION
As we have seen, health outcomes measurement is not as 

easy as it sounds. There is a natural tendency to slide away 
from it towards process measurement. Mortality data may 
be unreliable and anyway only affects a small proportion of 
healthcare interventions. For commissioners, trying to make 
sense of data from PROMs, and especially CROMs, will be 
a big headache when gaming is taken into account. Perhaps 
worst of all, it may snuff out the flame of reflective practice 

informed by practice-based evidence in the relatively few 
places it now flickers. One approach may be for commissioners 
to do all that they can to encourage the uses of outcomes data:

➢ that help individual patients track change in their own 
condition together with their clinical team 

➢ that help clinical teams reflect on and then change their 
practice to improve outcomes 

➢ that help provider managers identify teams or services 
which are performing very well and to generalise good 
practice and

➢ that help in the evaluation of interventions that cannot 
be tested in randomised controlled trials or other formal 
research

by favouring services and providers that take these seriously 
over those that clearly don't.

2 Commissioners can use financial penalties and 
rewards to encourage more and more clinically 
relevant outcomes measurement (CROMs, PROMs 
and care-reported measures) and their local analysis 
and feedback, but let the actual results play no part 
in commissioning decisions themselves. So, in the 
eventuality of a choice between two services the 
question is not: 

Is service A getting better outcomes than service B 
for the same patient group? 

But…

Does service A know and care more about improving 
its outcomes than service B?
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CAN OUTCOMES-BASED 
COMMISSIONING HELP UNLOCK 
THE POTENTIAL OF COMMUNITY 
HEALTH SERVICES?

By Dr Johnny Marshall, 
Director of Policy,  
NHS Confederation

For some time there has 
been a consensus that we must 
transform care for the sake of 
both patients and taxpayers. As a 
GP, and a former commissioner, 
I am hugely frustrated by 
the barriers to developing 

new models of integrated and personalised care to better 
support the increasing number of patients with ongoing and 
increasingly complex needs. One key barrier is the way in 
which we measure and reward care based on activity. This risks 
cementing current service structures, rather than resulting in 
new and better ways of working. I know that many providers 
share this frustration. 

We clearly need to try, and to learn from, new approaches to 
commissioning which can potentially overcome this barrier to 
reshaping care, and unlock the potential of more community-
based, integrated models. 

REWARDING OUTCOMES
Outcomes-based commissioning (OBC) is one such 

approach. This means paying for care based on rewarding 
outcomes, rather than activity. Typically, OBC involves using a 
fixed budget for the care of a particular population group, with 
aligned incentives for providers to work together within that 
budget to deliver services that result in the desired outcomes. 

All of this sounds very appealing. But given the relatively 
early stage of adoption of OBC in England, it is not yet clear 
what it may mean for the development of more community-
based, integrated and personalised models of care. We posed 
this question at the NHS Confederation's community health 
services forum workshop earlier this year.

The focus of the current payment system on rewarding 
activity can make it extremely difficult to invest more in 
services on block contracts, such as community health,  
for example. OBC approaches can reduce this barrier  
and could prove pivotal in unlocking the potential of 
community services.

DEVELOPING CARE
The changing health needs of the population are 

demanding a greater emphasis on incentivising high value 
approaches to care focused on prevention to keep people 
healthy and in their own homes. This will invariably require 
more, and new, services provided in the community and at 
home and better coordination of care around an individual's 
needs and preferences, including a focus on delivering the 

outcomes that matter to those using the services. Community 
health services have a central role to play in all of these changes.

In order for OBC to strengthen our focus on the outcomes 
people want from their care, there needs to be effective 
engagement with service users throughout the development 
process and clear expectations in the contract for key aspects 
of personalisation and choice (such as shared decision 
making). Over time, greater personalisation is likely to require 
increasingly specific and personal management plans with 
clearly identified and personalised outcome measures around 
which to coordinate care.

Choosing which outcome measures to use will need to 
take in to account a number of parameters such as biomedical 
effectiveness, safety, functional improvement, quality of life 
and personal experience. Balancing the potential conflicting 
priorities within these, and any co-morbidities that are present, 
represents significant challenges. 

Having established which outcomes to measure the next 
challenge will be understanding who is responsible for delivery 
of those outcomes and how to manage the risks around 
safety, non-delivery, delay in delivery, finances, a plurality of 
providers, multiple co-commissioners and the inherent tension 
between the different perspectives amongst an individual, their 
family and the state as to what represents a good outcome. 
We are only going to find the solutions to these challenges by 
taking the opportunity to test different options and to learn 
from them.

MEASURING SUCCESS
One difficulty with measuring performance based on 

outcomes is that they can sometimes take longer than an 
annual contracting cycle to deliver and require upfront 
investment to enable service change. If longer term outcomes-
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based contracts are used, this may allow more time for the 
financial benefits of care transformation to be realised and 
facilitate investment.

In practical terms, given the complexity and the number 
of technical considerations that will need to be addressed, 
most commissioners will probably only be able to develop one 
outcomes-based contract at any one time, so they will need 
to be selective about where they use OBC. Commissioners 
and providers will want to look for enough scope to add 
value for people’s outcomes to justify the investment of time 
and skill required to develop that contract. This may include 
groups with poor outcomes (such as children with long-term 
conditions), groups on whom a lot of money is spent (such 
as frail, older people) or complex pathways, where making 
care less transactional is important. The group or pathway 
chosen should be a locally agreed strategic priority for care 
transformation. 

Whether we use OBC, or another approach to enable us 
to reshape care that includes community health services, the 
lack of nationally comparable measures for these services 
poses another challenge. This makes it difficult to demonstrate 
clearly at the outset what models of care will deliver the greatest 
value, and an understanding of the resources that different 
approaches may release. Commissioners and providers will 
need to agree an approach which allows for metrics to be 
further developed during the contract, rather than assuming 
they will definitely work well from the outset. Whichever 
approach is used, we are going to need to develop and improve 
community metrics, and our understanding of the most 
appropriate outcome measures, rather than allowing this to be 
a block on any further progress. 

COLLABORATIVE LEARNING
With OBC in its infancy in England, it will be vital to 

enable the whole system to learn from areas that start to use 
it. National bodies, particularly NHS England, have a crucial 
role to play in supporting the development and evaluation of 

new approaches and helping to build and share an evidence 
base. Much of this evidence will have wider value for localities 
looking to transform care. 

OBC could be particularly helpful in unlocking the 
payment system and aligning providers to a single set 
of incentives. But many other well-rehearsed barriers to 
integrated, community-based care will remain, including; 
developing shared leadership; supporting staff to work in 
different settings and in different ways; securing support 
among patients, the public and staff for service changes; and 
managing risks to individual organisations’ sustainability. 

As with any approach to transforming care, the key will be 
to harness and build on existing good collaboration between 
local leaders of the health and care system. This is more likely 
to work well where organisations are working to a common 
purpose and a shared set of priorities. Commissioners could 
use an outcomes-based approach to support this. 

OBC could help us overcome some of the inadequacies 
within the current activity based payment system and unlock 
the potential of community-based, integrated models of care 
to improve the lives of people whose care needs improving. 
It is important this option is available for commissioners to 
explore now. But we must provide the conditions which allow 
commissioners to discover what works best and it should not 
be allowed to suffocate under the weight of people’s desire for 
an immediate, cure-all remedy. 
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For all of the discussion, debate and hard work that goes  
into all the aspects of commissioning, the real thing I care about 
as a GP and a commissioner is quality. The right thing done the 
first time saves an awful lot of pain! Every person in each part of 
the system has a role to play in continually driving up the quality 
of care. 

As a board member of NHS Clinical Commissioners I recently 
hosted a roundtable to explore the role of clinical commissioners 
in constantly improving healthcare quality. Representatives from 
the Care Quality Commission (CQC), Monitor, Healthwatch, NHS 
England, the Royal College of Nursing, Department of Health, 
Kings Fund, Health Foundation and National Quality Board joined 
myself and colleagues from CCGs across the country to identify 
the opportunities and challenges to driving up quality that the 
new commissioning system presents.

We wanted to move beyond how to assure quality in providers 
and see how CCGs can drive quality improvement across whole 
health economies. CCGs are in an ideal position to drive quality 
– we’re clinically led and on the ground. Our members are front-
line GPs and the soft intelligence that they, along with CCG and 
practice nurses, lay members and secondary care doctors can 
gather is invaluable.

The role of the clinical commissioner as the system leader 
is to facilitate conversations between clinicians about how to 
best provide care for our patients and populations – all the 
transactional work should be built around those relationships.

CCGs with good relationships with CQC, Monitor, Trust 
Development Authority (TDA), Health and Wellbeing Boards 
and other key stakeholders can work cooperatively to identify 
problems and head them off quickly. We agreed that the findings 
of a CQC inspection shouldn’t be a surprise to the local CCG. 
Indeed, can we truly assure quality if it is not continually rising?

The right type of data, both quantitative and ‘soft’ intelligence, 

can be triangulated at Quality Surveillance Board meetings 
so that all parts of the system can identify issues and work to 
improve them for patients.

Everyone at the roundtable agreed that the workforce is 
critical to quality – staff who enjoy their job and feel they are 
treated well will almost invariably deliver quality care. Focussing 
on the mental health and wellbeing of staff is vital – the challenge 
for commissioners is how to support providers in developing this 
good culture. 

Finally – the elephant in the room – finance. Financial pressure 
risks quality of care – but good quality care is good value in the 
long-term. The severe challenge of the NHS’s finances could 
be used as an opportunity to change services to be both more 
efficient and to provide a better experience for patients. 

There are some serious challenges in 
driving quality – financial pressures, 
competing priorities, the risk that we 
slip into a mind-set that every day 
brings a new crisis. Sometimes 
measures that are meant to 
assure quality are unhelpful: 
multiple action plans in response 
to CQC inspections and serious 
incidents are difficult to monitor and 
implement. Different timescales for the 
roll-out of national programmes between 
different types of providers can also make it 
difficult for commissioners.

But none of these challenges are insurmountable. As clinical 
commissioners, we have a unique place in the system to drive 
improvements in quality, and it is our duty to our patients to do 
so. Hopefully we will also find it immensely fulfilling!

IMPROVING QUALITY  
IS EVERYONE’S ROLE
By Dr Phil Moore, Chair of NHS Clinical Commissioners Mental Health  
Commissioners Network and Deputy Chair of NHS Kingston CCG

The more CCGs we can represent, the louder the voice can be and the more impact we can  
have in the national debate. If you’re not a member of NHSCC please get in touch via email at 

membership@nhscc.org to find out how we can make sure the issues that are affecting you at your  
local level get addressed, solutions found and decision makers are listening.

CCGs are 
in an ideal 
position to 
drive quality

“

”
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PRIMARY CARE

By Dr James P Kingsland OBE, 
President of the National 
Association of Primary Care 

Current estimates reveal that of the 
50% of primary care premises still in 
the ownership of general practitioners, 
approximately 2/3 of these are in need 

of significant upgrade or redevelopment. This means that of all 
general practices in England, possibly a third are not compliant 
and a large percentage of the population (possibly up to 15 
million people) are still being subjected to care in sub-standard 
premises, from which GPs struggle to provide comprehensive 
services. This has wide-ranging knock-on effects, not least 
adding to the urgent care crisis.

INVESTMENT IN PRIMARY CARE
Prioritising investment in primary care sends a signal to 

the population and to front line staff in primary care that the 
government is serious about tackling inadequate healthcare in 
the community. 

The introduction of the Health and Social Care Act in 2012 
has seen a large scale restructuring of the NHS, but has created 
uncertainty around commissioning provider estate development. 
It is still unclear who within NHS England and the Department of 
Health is ultimately responsible for estates.

The current consensus on the future of the NHS is for a 
significant increase in primary care services being delivered at a 
local level and within communities.

The quality and accessibility of primary care is, therefore, 
incrementally important as the government looks to decrease 
pressure on secondary care services. We now need to 
strategically focus on improving capacity and capability in the 
primary care sector and ensure that any finite or non-recurring 
funds made available are used in the most effective and efficient 
ways. Primary care cannot simply stretch existing resources to 
deliver the ambition of more ‘out-of-hospital’ care.

The recent NHS reforms have indeed exposed deficits. 
They have not necessarily created them. Previous sub-optimal 
commissioning practice must be partly to blame for the current 
fiscal challenges and new NHS commissioners must do better. 
Now that funding levels have flattened, the solutions to new and 
continuing investment in healthcare and primary care estates 
can only be realised through service reform and a systematic 
reduction in waste, duplication of service and inefficiency. 
Delivering new care pathways requires the redeployment of staff, 
tariff reform, restructuring resource allocation between primary 
and secondary care sectors, but most importantly careful estate 
management.

THE FUTURE OF PRIMARY CARE
The future role of a general practice should be to offer a 

‘primary care home’ of services based on the local population’s 
care needs. The focus should be on creating not only a service 
that is accessible and responsive, but also one that provides 
multidisciplinary care operating across organisational boundaries. 
These primary care teams, including health, social and third 
sector professionals, through both provision and commissioning 
activity would enable care closer to home in the least invasive 
ways. Clearly, this vision can only be realised from purpose 
designed modern premises with integrated IT functioning across 
health sectors.

The agenda for the future of primary care needs to be 
developed through a bottom-up approach, which sees clinicians, 
other professionals and patients collaborating to redesign 
services and improve care pathways. The chances of success 
at this micro-system level are much higher – and the risks of 
failure are much lower. Success can be scaled up and transferred 
throughout the NHS, a process envisaged as the new way to 
transform care delivery.

STEPPING UP TO THE PLATE
For primary care to be able to ‘step up to the plate’ and 

deliver solutions for both scheduled and urgent care, a sustained 

Following on from their last article in Commissioning, NAPC takes a more detailed 
look into the future of primary care estates
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programme of support for the development of this vital part of our 
NHS is required. To achieve the triple aims of improved patient 
outcomes, patient experience and value, the current primary care 
estate needs to be brought up to scratch, as identified by the 
General Practitioners Committee (GPC) at the start of this year. 
This can only be done realistically by releasing cash from current 
inefficient or unnecessary services.

However, the GPC’s call for funding is just the start. Ultimately 
the planned benefits to patient care in a reformed NHS will only 
be realised with a firm long-term governmental commitment to 
this sector. The service doesn’t need micro-management, but we 
do need micro-costing, and a real awareness of exactly how we 
are currently spending the taxpayer’s money. Only then can the 
gaps in our healthcare delivery be really exposed, and ensure 
that we are building an efficient and effective a health service as 
possible.

A CATALYST FOR CHANGE
The primary care estate can act as a catalyst for changing 

the way that services are delivered in a locality. As is 
consistently recognised by all the main political parties, the 
primary care sector can provide the solution to many of the 
challenges facing the NHS and social care services today, if it 
is resourced to effectively provide an expanded service offer to 
local communities. However, the sector as a whole will require 
urgent investment if it is to be able to successfully meet these 
challenges. In particular, an increased primary care service offer 
can help to:

• Reduce pressure on overburdened A&E departments
• Effectively deal with declining health and wellbeing of local 

populations, using locally led approaches
• Provide solutions to the crisis that the country faces in 

secondary care, with the ever-increasing burden of an  
ageing population

• Reduce the burden on acute and secondary care budgets.

This is not possible without suitable facilities from which to 
deliver those services, which is why so many attempts to move 
to more community-based health service delivery have stalled 
in the past. The current primary care estate is a block and not 
an enabler to progress, as too many buildings are inadequate to 
allow general practice to offer an increased number of services 
and to appeal to the public through accessibility, hygiene, 
efficiency and improved communication between healthcare 
professionals and patients.

A CLEAR AND CONSISTENT VISION
Too often estate issues have been debated after service 

redesign discussions have concluded, because there has been a 
failure to recognise both the limitations that unsuitable premises 
can place on service delivery and the potential for innovative 
premises to be the catalyst needed to bring about change. Recent 
structural changes to the NHS have seen commissioning of 
estates become fragmented and a practical freeze on funding for 
new projects. A clear vision for both commissioning and funding 
needs to be communicated by NHS England, to ensure that 
estates issues are placed at the heart of policy development.

The property investor community also needs this clear and 
consistent vision. It is well placed to help effect this shift in care, 
and is able to provide the essential external investment needed 
to revolutionise the primary care estate. However, it cannot do so 
with the current lack of certainty in commissioning and funding 
structures. The third party investor model has proved to be one 
of the most effective funding models to date. It has a mature 
marketplace of private sector investors capable of delivering 
projects on time and to budget and of being able to share 
appropriate levels of risk.

“ The current primary care estate is a 
block and not an enabler to progress”
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Primary care providers need modern, efficient buildings, 
equipped with the latest technologies, to allow their practices to 
develop and expand the services they can provide to patients. 
They also need buildings that are reliable and well maintained 
and which have the capacity to cope with future demands.

ESTATES COMMISSIONING RULES AND 
ACCOUNTABILITY FOR ESTATES POLICY

Prior to the passing of the Act, estates commissioning was 
developed through Primary Care Trusts (PCTs), which also had 
responsibility for the management and disposal of surplus estate. 
Since the implementation of the Act in April 2013, the system 
has changed beyond recognition, with NHS England notionally 
replacing PCTs as commissioners of primary care services 
through its Area Teams, but the role of Clinical Commissioning 
Groups (CCGs) and NHS Property Services, and the distribution of 
dedicated staffing expertise for estates, has muddied the waters 
considerably. 

As a result, estates commissioning rules governing CCGs and 
NHS England and accountability for estates policy, remain unclear.

FUNDING OF PRIMARY CARE PREMISES
Primary care premises should be funded by NHS England Area 

Teams, but they have no specific ring-fenced monies for this. An 
Area Team’s investment in new primary care estates seems to 
be entirely down to their own initiative and discretion. Without 
greater clarity and direction on estate policy this situation is 
unlikely to result in constructive activity.

The separation of estates budgets and secondary care 
commissioning budgets also means that, at present no single 
organisation has full responsibility for creating a business case 
across a local area in a way to drive optimal efficiency.

INVESTMENT IN THE  
PRIMARY CARE ESTATE

Stability and certainty is one thing investors need and the 
resulting development hiatus has made many who previously saw 
primary care estate as a safe investment rethink this view. At the 
same time, there is a pressing need for primary and community 
care capacity to increase and the residual estate, which has been 
transferred either to providers or NHS Property Services to be 
kept in good condition.

This issue is becoming increasingly urgent as reported levels 
of capital investment across the NHS have decreased by a third 
between 2010-11 and 2011-12, and there remains much to be 
done before the residual primary care estate can be deemed fit 
for purpose. 

The recent discussion paper from Monitor1, following their 
call for evidence on GP surgeries, notes that accessing funding 
is a key hurdle in enabling GPs to invest in or expand premises 
– but that they found it difficult to secure commitments from 
commissioners that they would cover the funding of that 
investment. This makes external investment crucial, and the third 
party investor model has proved to be one of the most effective 
models to date. It has a mature marketplace of private sector 
investors capable of delivering projects on time and to budget 
and of being able to share appropriate levels of risk. The system 
works well and suits the future vision of estate development, but 
it is vital the incentives for the investment community remain, 
if the primary care estate is to get anything like the level of 
investment needed to make it fit for purpose in the 21st Century.

This investment model also has significant advantages over 
other funding streams, with lower set up costs, simpler contracts 
and not involving life cycle facilities management agreements. 
This approach in collaboration with PCTs has over time delivered 
near full efficiency in terms of occupancy.

There is extensive private sector expertise working with 
the NHS and local authorities, as well as the capital needed to 
deliver what the local health and care community requires on 
an affordable basis. The capital primarily comes from long-
term investors such as pension funds and they are willing to 
invest over 20 or 30 year time frames, and understand that the 
healthcare sector requires immediate investment to modernise.

The passage of the Health and Social Care Act, and the large 
scale reorganisation it brought about, has ironically caused the 
freeze in development in primary care estate at a time when 
it is most needed. This means that investors are faced with 
the choice of either waiting for development opportunities to 
become available or finding other avenues for investment. With 
investment in the primary care estate so vital to the efficient and 
effective delivery of NHS reforms and improved service delivery, 
these delays are particularly concerning. The fact is that the 
healthcare infrastructure needs of the country will take many 
decades to fulfil at the current decision-making speed. In view 
of the demographic pressures on the NHS it is clear we need 
to accelerate the required investment, so that primary care can 
successfully take on an expanded services offer, and create real 
benefits for the wider health system, rather than having to play 
catch up.

THE CURRENT SET UP IS DESCRIBED AS FOLLOWS:

CCGs now have responsibility for the commissioning of new 
facilities (Section 14, HSCA)

NHS England is to commission new primary care estate 
(Section 15, HSCA)

Residual estate is the responsibility of the newly formed 
NHS Property Services whose portfolio comprises 
approximately 4,000 buildings

IN PRACTICE, HOWEVER, THERE HAVE BEEN  
A NUMBER OF DIFFICULTIES WITH THIS SET UP, 
CENTRAL TO WHICH ARE:

A lack of clarity concerning the division of commissioning 
competence and management of estates means that there 
is widespread confusion over how the system works; and

Inertia as the new institutions have been inwardly facing 
for a prolonged period as each has sought to develop its 
operating strategy. We have yet to learn how these will 
affect estates development
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CONFUSION IN THE SYSTEM 
Given the wide ranging impact of the Health and Social 

Care Act, a short period of confusion in the system was 
understandable. With the 2015 general election fast approaching, 
it is important to note that a further period of uncertainty would 
further set back the primary care health sector in its ambition to 
ensure that patients are treated in community settings in a high 
quality and safe environment.

ESTATES DEVELOPMENT  
AND MANAGEMENT

Estates development and management need to be placed 
at the centre of health policy development, rather than as an 
afterthought as has historically been the case. If we are to realise 
the ambition of providing primary and community care at a 
greater scale to alleviate pressure from acute care settings, then 
it is vital that primary care can be delivered in modern, efficient 
buildings, equipped with the latest technologies, to allow their 
practices to develop and to expand the services they can provide 
to patients.

LACK OF CERTAINTY
Overall there needs to be clarity of vision for the primary care 

estate, whilst also ensuring that there is not another fundamental 
reshaping of the architecture of the NHS. The period since the 
last general election has seen much reform and change, and bold 
words about what a 21st Century NHS should be like. The reality 
on the ground is that it has been increasingly difficult to deliver 
the improvements to health estates that the public and politicians 
demand, with the current lack of certainty risking driving away 
investors who had been ready and willing to invest in the NHS 
primary care estate.

Reference:
1.  Discussion document following Monitor’s call for evidence on GP services. Monitor 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/288429/
GPDiscussionDocFinal_0.pdf

“…estates commissioning  
rules governing CCGs and NHS 
England and accountability for 
estates policy, remain unclear”
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COORDINATED SUPPORT  
FOR OLDER PEOPLE
In 2013, National Voices and partners developed the ‘Narrative for person centred coordinated care’1. It shows what good, 
integrated care looks like for any group that needs multiple services over time. Now they are bringing out extensions of this 
‘Narrative’ that focus on the perspectives of particular groups of people. Following last month's feature on ‘No Assumptions’2 for 
mental health commissioning, to coincide with its launch, Don Redding introduces us to ‘I’m Still Me…’ a narrative for coordinated 
support for older people, which invites a radical rethink on ‘frailty’

By Don Redding, Director  
of Policy, National Voices 

Most current integrated care 
programmes start with the biggest 
target group – older people who are 
vulnerable to crisis. The good news 
is that, where health and social care 
commissioners are using the ‘Narrative 

for person centred coordinated care’ as a guide, they are on 
the right lines. However, where commissioners’ thinking is still 
dominated by the ‘medical model’, the challenge is to widen  
their aims – by making independence and social inclusion  
key outcomes.

These conclusions come from an investigation of coordinated 
support and what it means for older people. Focusing on the 
perspectives of those people clinicians might label ‘frail’, the 
research was carried out by University of College London (UCL) 
Partners, National Voices, Age UK, and partners including the 
Alzheimer’s Society, together with people who use services and 
NHS England.

When we asked what was most important to older people – 
in workshops, a literature review and interviews with 74 older 
people – we found strong support for the ‘domains’ of the 
generic Narrative’s ‘I’ statements across topic areas like care 
planning, decision making, and transitions. However, we also 
found that people tend not to experience or think about their lives 
through a ‘health’ or ‘service’ prism. Instead they focus on how 
they live their lives – especially on what makes life worth living. 
This means maintaining independence, continuing meaningful 
activities, retaining their social and community links, and having 
family contact and support.

Our new extension to the Narrative – ‘I’m Still Me’ – asks 
commissioners to concentrate on these issues. It retains two 
‘composite’ or ‘overall’ ‘I’ statements that people said best 
reflected their perspectives on care:

“I can plan my care with people who work together to 
understand me and my carer(s), allow me control, and bring 
together services to achieve the outcomes important to me.”

“Taken together, my care and support help me to help me 
live the life I want to the best of my ability.”

But these support a new set of key goals and outcomes, 
including:

“I am supported to be independent.”

“I can do activities that are important to me.”

“I am recognised for what I can do rather than making 
assumptions about what I cannot.”

“My family are recognised as being key to my 
independence and quality of life.”

These outcomes will be familiar to many involved in adult 
social care, but for the NHS there is a potentially radical 
challenge. 

Are these outcomes that NHS staff and services can adopt? 
Can they reset their aims towards helping older people to achieve 
independence – as opposed to episodic responses to ill health 
and its symptoms?

This would involve accepting the limits of clinical interventions, 
and focusing on a coordinated wellbeing approach with social 
care, voluntary organisations, carers, and community and 
informal supporters. It requires a different response to issues 
of risk and safety: ‘risk enablement’ rather than simply ‘risk 
reduction’, to ensure that people are supported to do what they 
want to do rather than losing choice and control.

There is also a major issue around ‘frailty’, which has been 
rising up commissioners’ agendas. We support the aims of 
National Clinical Director Dr John Young and others, to identify 
and intervene earlier in frailty, as if it were a ‘long-term condition’. 
However, ‘frailty’ as a term and a concept is fundamentally 
unacceptable to older people. Our new narrative started as being 
about ‘frail’ older people, until they told us that, whatever their 
current health status, they reject the description. So those local 
areas planning ‘frailty’ programmes, Frailty Assessment Units 
and so on may need to think again adopting a different language 
and a different ‘mindset’, if they want to work in partnership with 
older people.

To this end we are calling for a national conversation about 
‘frailty’, to find new ways of describing the goals of working with 
older people that are acceptable to everyone involved. 

References:
1. http://www.nationalvoices.org.uk/defining-integrated-care
2.  http://www.nationalvoices.org.uk/No-Assumptions-launched26   COMMISSIONING
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Party conference season has drawn to a close after a heated 
debate over the shape of the NHS and how we can solve some 
of the current problems it faces. Labour looked to the birth of 
‘integrated care organisations’, with hospitals taking broader 
responsibilities and reaching into their communities; the 
Conservatives promised to provide named GPs, with 8am-8pm, 
seven day access; and the Lib Dems, while also promising to 
extend evening and weekend opening for GPs, have committed to 
repealing any parts of the Health and Social Care Act that make 
the NHS vulnerable to privatisation. 

Although differing in many respects, there was cross-party 
consensus in a number of areas. All stressed the importance 
of saving the NHS and ensuring its survival through continued 
economic struggles, as well as acknowledging growing concerns 
about rising levels of obesity, long-term conditions and the ageing 
population. All parties also recognised the importance of bringing 
more care into the community, providing services closer to 
people’s homes.

We at the NHS Alliance strongly believe that moving care 
closer to people’s homes and out-of-hospitals is key to helping 
relieve pressure on the health service. 

Over the past six months we have been examining how we 
can make this a reality – specifically through scaling up general 
practice. By extending general practice and working with the 
wider primary care team, we increase skill mix, save time and 
address the very real challenges thrown up by a demoralised 
general practice workforce leaving primary care. 

This year, at our first Action Summit, Breaking Boundaries 
and Beyond, we will explore these issues further with frontline 
staff and policy makers, and look at how we might practically 
bring more services into the community and relieve the pressure 
on overburdened A&E departments. Last year we launched our 
manifesto Breaking Boundaries; this year we have extended this 
premise to Breaking Boundaries and Beyond, moving from a 
‘think’ focus to a ‘do’ focus. We will be exploring not just which 
boundaries we should break to sustain the NHS, but how we 
should break them. We want to provide practical solutions to  
real problems that professionals working in primary care face 
every day.  

For far too long there has been focus on ideas and thinking 

but rarely have we seen meaningful action. We want this to 
change. This year, professionals working within primary care – 
including GPs, pharmacists, nurses, and housing organisations – 
will look at how they can expand their role within general practice 
and help ensure patients receive the right care at the right time in 
the right place. 

The Summit will also continue the debate around what the 
NHS might look like a year from now, as leading think tanks take 
the political temperature ahead of next year’s general election. 
Reform, the King’s Fund, and the Nuffield Trust will be sharing 
their views on what the NHS might look like this time next year 
while Ben Page from Ipsos MORI shares the view from his 
election crystal ball. Will we see the Health and Social Care Act 
repealed, and will there really be seven day access to GPs?

The NHS Alliance has a long history of positive disruption and 
has always been in the vanguard of shaping a patient-centred, 
clinician-led health service. This year’s conference is not for 
the faint hearted, as we want to hear from GPs, practice and 
community nurses, healthcare assistants, practice managers, 
pharmacists and housing providers with something to say. This 
will be a unique gathering of front line clinicians in primary care, 
wider providers and commissioners where every voice counts – 
yours will be heard. nhsalliance.org/conference 

BREAKING 
BOUNDARIES  
AND BEYOND

FOR EXAMPLE, SPECIALIST SESSIONS WILL: 

Explore the know-how and can-do aspects of moving 
general practice forward as a fit-for-the-future, truly 
patient-centred model that also allows the general 
practice team time and space to breathe

Bring together providers and commissioners to look at 
how commissioners can exert greater influence over at 
least some elements of primary care commissioning to 
help transform outcomes for people and communities

Show how population health can be improved when 
general practice and commissioners connect with 
their housing partners on their doorsteps, providing 
inspiring but practical ideas to implement in your  
own locality

By Dr Michael Dixon OBE, Chair of NHS Alliance
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WESTMINSTERHEALTHFORUM Every month, the Westminster Health Forum holds a 
number of seminars, where policymakers in Parliament, Whitehall and government agencies engage with key 
stakeholders to discuss public policy related to health and healthcare. Commissioning captures some of the 
key highlights from these discussions and invites your comments.

NHS England faces a major challenge in ensuring that 
CSUs are resilient and able to face up to competition 
when they become autonomous in 2016, according to 
Bob Ricketts, NHS England’s Director of Commissioning 
Support Services Strategy and Market Development. 
CSUs will need “robust” regulation to protect CCGs 
and NHS England: “We’ve got the tricky task of setting 
up robust regulatory mechanisms so we can deal with 
failure. We can’t have a situation where a group of 
CCGs suddenly find themselves with no or inadequate 
provision and equally we need to be able to manage 
provider failure – because in such a competitive market 
there will be failures of providers and they need to be 
dealt with safely. If a CSU goes belly up, all the liabilities, 
the redundancies and so on come back to NHS England 
and you are left with not very happy and frustrated 
customers, so we need to manage that.”

But he believes there is a delicate balance to be 
struck over regulation: “If we actually go too hard and 
try and establish a Monitor-type regime, that would 
be completely inappropriate for this market and I think 
would just stifle innovation. But we have to look after 
commissioner and taxpayers‘ interests.”  

The process of granting CSU autonomy (see 
Milestones table) faces a series of stiff challenges, 
according to Mr Ricketts. “We spent most of last summer 
engaging with CCGs around how to procure,” he says. 
“The biggest challenge has actually been developing 
informed customers – CCGs and also NHS England. 
Another challenge is to stimulate a sufficient cohort of 
providers of excellent affordable CSS [Commissioning 
Support Services]. Those providers need to be at scale, 
but they won’t win contracts and retain customers unless 
they are also actually locally responsive.”

He adds that there are “two really tricky issues” for 
NHS England: “One is about enabling CSUs to compete 
on a fairer playing field. Currently they are subject to 
severe constraints during our hosting regime. That 
restricts their ability to tender and to partner, to retain 
margins and so on and we are very much aware we need 
to do something about that if we are actually going to 

be fair to CSUs and their staff. And we’ve got big issues 
around transition management. CSUs will be in a very 
competitive market of CCGs.”

NHS England will also be working with CCGs to ease 
the transition, he says: “We need to work hard with 
CCGs in the autumn and the winter to enable them 
to make informed assessments of their needs and 
then choose appropriate providers.” And CCGs will be 
encouraged to collaborate on purchasing: “It’s crucially 
important if they are going to actually get good value for 
money and we are going to actually be able to stimulate 
a sustainable market of high quality providers, that 
we encourage as many CCGs as possible to purchase 
collaboratively, so they get the economies of scale, 
they get volume-based discounts, but also that we can 
actually manage change efficiently and safely.” 

Mr Ricketts also lists three big external challenges 
for the process to overcome: “We are all awaiting the 
outcome of the Department of Health consultation on 
protecting confidential data. But how do you actually get 
that available to commissioners?” 

“Once CSUs are made autonomous they will have 
to actually charge VAT. They can reclaim it but the big 
issue is actually will their customers be able to actually 
reclaim VAT for all or most of the services? We are 
currently in discussion with the Revenue about that.” 

“We’ve got an impending General Election, so we are 
at a slightly tricky stage in terms of the political cycle for 
all this.” 

While there has been dramatic change in the 
provision of commissioning support since CSUs were 
launched, there is still a long way to go. He adds: “If we 
actually believe commissioning is going to help resolve 
some of the big challenges for the NHS, we need to get 
in place excellent affordable commissioning support 
for every commissioner. We’ve come quite a long way 
over the last 12-18 months. There is an awful lot to do 
between now and December 2016.” 

Priorities for 
commissioning support  
Bob Ricketts, Director of Commissioning Support Services Strategy  
and Market Development at NHS England warns that Commissioning 
Support Units (CSUs) will need robust regulation to protect Clinical 
Commissioning Groups (CCGs) when they become autonomous in 2016

CSUs will be in a very competitive  
market of CCGs

“
”
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Milestones 
By November 2014 
•  Providers complete and submit bids against  

Lead Provider Framework (LPF) Initiation to 
Tender (ITT) 

•  NHS England engages CCGs and signals 
support that will be available to them

•  Start of NHS England ‘early explorer’ 
development programme for CSU 
autonomy and co-develops autonomy 
application and assurance processes 

By December 2014 
•  NHS England completes ITT evaluation  
• Procurement support for CCGs secured 

By February 2015 
•  LPF open for use; first CCGs prepare to 

launch mini-competitions

By June 2015 
• Most CCGs have begun mini-competitions 
•  CSUs start to develop applications for 

autonomy; local consultation and submit 
applications when ready, which are then 
assured 

By June 2016 
•  All new CSS provision arrangements have 

been mobilised and are delivering under 
contracts or Service Level Agreements 
of sufficient duration and scale to deliver 
value for money 

By December 2016 
• All CSUs have become autonomous 
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Forthcoming events

Next steps for regulation in health and care, 
improving patient experience, and the role  

of Healthwatch England
Guests of Honour: Anna Bradley, Chair, Healthwatch 
England; Dr Mike Durkin, National Director of Patient 
Safety, NHS England; Tim Spencer-Lane, Lawyer, Law 
Commission and Lead, Law Commission Review of 
Health and Social Care Professional Regulation; Ellen 
Armistead, Deputy Chief Inspector for Hospitals, CQC 
and Miranda Carter, Executive Director, Provider 
Appraisal, Monitor.

10 NOVEMBER 2014

Improving outcomes in dementia care: 
integration, personalisation and the 

Dementia Challenge
Guests of Honour: Jeremy Hughes, Chief Executive, 
Alzheimer's Society; Dr Charles Alessi, Chairman, 
National Association of Primary Care; Paul Melody, 
Dementia Friends Campaign Director, Public Health 
England and Professor Martin Rossor, National 
Director for Dementia Research, National Institute for 
Health Research (NIHR).

25 NOVEMBER 2014

Delivering the seven day NHS and the  
next steps for out-of-hours, urgent and 

emergency care
Guest of Honour: Professor Keith Willett, National Director 
for Acute Episodes of Care, NHS England.

18 NOVEMBER 2014

For further details or to book your place, visit  
www.westminsterforumprojects.co.uk



“We’re embarking on an unprecedented programme 
of change in north west London, so we need to ensure 
we have good quality commissioning support,” says Dr 
Etheldreda Kong, Chair of NHS Brent CCG. That – in a 
nutshell – is the case for a bold and groundbreaking move 
by the North West London Collaboration of CCGs to 
dispense with the services of their local Commissioning 
Support Unit (CSU) and to bring commissioning support 
in-house. 

The programme of change Dr Kong refers to is indeed 
vast. The eight CCGs that form the Collaboration agreed 
a financial package earlier this year that creates a central 
risk-sharing budget allowing those CCGs with a surplus 
to support those with a deficit and resources to be shared 
across CCG boundaries to ensure more equity of funding 
among the CCGs.

Announcing the planned budget earlier this year, 
Dr Ian Goodman, a GP in Hillingdon and Chair of the 
Collaboration board said: “These proposals will hugely 
improve our ability to deliver better services for all our 
patients across a vast area of London. As GPs we are all 
genuinely very excited about this. It reflects how well we 
as eight CCGs and their Chairs can tackle tricky problems 
to bring about a result that benefits all the patients within 
north west London. We consider that this is perhaps the 
most important decision we have made, quite simply 
because it will have a major impact on a quarter of the 
population of London.” 

COMMISSIONING SUPPORT 
But that’s not all. In an equally bold move, the eight 

CCGs have agreed to explore with NHS England, bringing 
the commissioning of primary care together across 
organisational boundaries. This should enable them to 
make the further investments in primary care needed 
over the next few years, to support the shift in services 
from hospital to community settings and transform care 
for patients.

Commissioning support is the third piece of the jigsaw. 
As part of the strategy, the Collaboration commissioned a 
business case to appraise the services provided by North 
West London Commissioning Support Unit (NWLCSU) 
and assess the options available on the criteria of 
outcome and quality, responsiveness and integration, 
affordability and value for money.

 Dr Kong takes up the story: “We wanted to assess 
whether the current service was able to give us all this, 
so we commissioned a business case working with 
NHS England and the Business Development Unit. Part 
of the problem has been that the CSU and the CCGs 
were different organisations – they’re not part of us. 
They create another layer. We thought if commissioning 
support services were brought in-house, we’d have no 
organisational boundaries and working might be more 
effective than under the current system.”  

The business case presented in April found that the 
quality of commissioning support needed to increase 
to meet CCG requirements and to be more responsive 
to day-to-day CCG needs. It also found that integration 
between CCG staff and CSU staff was poor and that the 
current costs of commissioning support services were not 
good value.   

After evaluating a range of options – including 
retaining the status quo – the Collaboration opted to 
move all local CCG-related services in-house – with 
the exception of an IT contract with Hitachi, which was 
transferred to South East London CSU to manage. This 
means the CCGs taking on all provider management 
including acute, community and mental health 
contracting, performance management and reporting, 
finance and business intelligence and services including 
IT, communications, human resources and procurement. 

Moving beyond the CSU
Having spoken recently at Westminster Health Forum, Dr Etheldreda 
Kong shares with Commissioning how in a pioneering move, eight Clinical 
Commissioning Groups (CCGs) in north west London have joined forces  
to bring their commissioning support services in-house from October 1st 

This potentially paves the way for the  
CCGs to invest: 

•  £57m to deliver ‘Shaping a Healthier Future’, 
a large scale reconfiguration plan creating five 
major acute hospitals in north west London

•  £35m to ensure a level financial playing field 
between CCGs

•  £47m to improve out-of-hospital services, such 
as seven day opening and community services
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With commissioning support running costs for the 
current year of £31.7 million, running costs under the 
new arrangement are projected to fall to £25.4 million 
within two years and to remain at that level until 2018-19. 
Initial reviews indicate that the savings, realised across 
the eight CCGs, would meet the majority of the required 
management cost reduction for 2015-16 – significantly 
reducing the impact on each individual CCG. 

 WHAT WILL HAPPEN TO NWLCSU? 
As the Collaboration is not a statutory body, it was 

decided that one CCG had to be the employer for staff 
involved in the new commissioning support service. NHS 
Brent CCG is assuming this role while the other seven 
CCGs are underwriting it.  

Dr Kong is fully aware of the magnitude of the task for 
her CCG: “Doing this meant a constitutional change, so 
we needed to get the blessing of the member practices 
and discuss with all the stakeholders – including the local 
authority.” The transition has been managed carefully, 
with 270 of the new commissioning support service’s 
340 staff moved over to their new employers under 
Transfer of Undertakings (Protection of Employment) 
legislation.  

With no remaining role and no staff, this means the 
end of the road for NWLCSU. Last month, Sarah Whiting, 
the CSU’s Managing Director told Commissioning: “It is 
disappointing that the CCGs‘ decision means we will 
close down at the end of this month. We have lots of 
skilled and dedicated staff who have worked tirelessly 
over the last 18 months to support the north west London 
CCGs and our other customers. However, we’ve been 
working closely with all our customers to transfer the 
services in a safe and effective manner and the vast 
majority of staff do now have their new organisations 
confirmed.”  

CHANGING LANDSCAPE 
Part of the reason for the timing of the move was that 

because of the terms under which they were set up, CSUs 
across England are about to determine their own future. 
Set up under the supervision of NHS England, they are 
due to become independent in 2016. 

Having ruled out the possibility of selling them, 
NHS England will consult nationally on four options 
for autonomy – social enterprise, staff mutual, 
customer controlled social enterprise and joint venture 
models. “We felt that if we didn’t do something about 
commissioning support now, they would take their own 
course of action,” says Dr Kong. “If we didn’t make our 
move first, it wouldn’t be fair to them.”   

WIDER STRATEGY 
So could the Collaboration’s bold move mean more 

CCGs following suit and curtains for more CSUs across 
the country? Dr Kong is unsure whether the model for 
commissioning support adopted in north west London 
would work elsewhere: “I think this is quite a London 
thing because London is unique.” 

“We needed to have a strategy across all the CCGs 
because ‘Shaping a Healthier Future’ means we’re looking 
at changes to eight or nine acute hospitals. Imperial 
College Healthcare NHS Trust is first or second provider 
for all of us so it doesn’t make sense for each CCG to look 
at this problem in isolation from the others. Elsewhere, 
CCGs might not have the common interest we had in 
coming together to achieve this.”  

“Also, in order for us to make changes we have to 
accept that some of the CCGs are financially challenged 
and that others have to support them – to financially 
broker across the group so we can all effect change for 
our populations and not be left behind. We believe in 
equity of services for all two million patients across the 
whole area. Now we want to look at co-commissioning 
primary care and specialist services together. As eight 
CCGs, we’re aware we can do this better together.” 

The curtains for CSUs are already being further drawn 
down South, as NHS Northern, Eastern and Western 
Devon CCG have their commissioning functions support 
in-house and a spokesperson told Commissioning that 
NHS Kernow CCG has most commissioning support 
in-house and only needs occasional additional support on 
contracting from NHS South West CSU.

In great contrast to these innovative initiatives, NHS 
England does not seem to be of the same mind-set 
of taking services in-house. Bob Ricketts, Director of 
Commissioning Support Services Strategy and Market 
Development at NHS England said: “We do need, to be 
honest, to discourage further inappropriate in-housing. 
That’s not saying we are banning in-housing, but it 
means that in-housing should only be undertaken where 
it genuinely represents the best value for money for 
taxpayers and where it will genuinely ensure that the 
CCG has access to all the skills it will need to meet the 
massive challenges facing the NHS locally.”

RISK TAKING 
Dr Kong is aware of the challenge ahead: “Merging 

two organisations is a big ask. It’s a huge job particularly 
among all these other changes – and not without risk. But 
if you don’t take a risk, you don’t change at all. And we 
like challenges. You can either be at the forefront or you 
can follow.”
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The growing threat of antimicrobial resistance continues 
to make national news headlines. In the UK, 80% of antibiotic 
prescribing occurs in primary care,1  with over half for 
respiratory tract infections. In secondary care, at any one 
time, approximately 30% of in-patients are receiving one or 
more antimicrobials.2 The development of resistance is linked 
to antimicrobial use; responsible use is therefore pivotal to 
reducing the threat of AMR.

Antimicrobials, in particular antibiotics, are an essential 
tool for modern medicine. They are used for the treatment 
of infections which often led to death before their discovery, 
including meningitis, tuberculosis, sepsis, and pneumonia. 

They are also used to prevent infection in surgical procedures 
and other medical conditions, such as cancer. Antimicrobial 
resistance poses a threat to the individual, and also wider 
society as it can be transferred between asymptomatic and 
symptomatic individuals. 

Professor Dame Sally Davies said: “Antimicrobial resistance 
is a very real threat. If we have no suitable antibiotics to treat 
infection, minor surgery and routine operations could become high 
risk procedures.” 

The importance of everyone acting promptly was 
highlighted in the Chief Medical Officer’s annual report and 
the UK Five Year Antimicrobial Resistance Strategy 2013-2018, 
which sets out priorities and objectives for the UK. Seven key 
areas for action are highlighted in the strategy. 

Much work is already under way within Public Health 
England (PHE) – who lead on the human health and social 
care elements of four* key areas in England. Information on 
progress is available via the Department of Health’s website.3 
Some directly relevant work includes:

An overview of current activity in support of the UK Five Year Antimicrobial 
Resistance Strategy and introduction to commissioning resources

ANTIMICROBIAL RESISTANCE: 
DRIVING IMPROVEMENT THROUGH COMMISSIONING

Antimicrobial resistance (AMR) is defined as “the resistance 
of a microorganism to an antimicrobial medicine to which 
it was originally sensitive. Resistant organisms (including 

bacteria, fungi, viruses and some parasites) are able 
to withstand attack by antimicrobial medicines, such as 

antibiotics, antifungals, antivirals and antimalarials, so that 
standard treatments become ineffective and infections persist, 

increasing risk of spread to others”.1

1  Improving infection prevention and control practices*

2  Optimising prescribing practice*

3  Improving professional education, training and public engagement*

4  Developing new drugs, treatments and diagnostics

5  Better access to and use of surveillance data*

6  Better identification and prioritisation of AMR research needs

7  Strengthened international collaboration

By Diane Ashiru-Oredope, Pharmacist Lead, Antimicrobial 
Resistance, Stewardship and Healthcare Associated Infections, 
Public Health England; Kate Morrow, Patient Safety Lead, Infection 
Prevention and Management, NHS England; Meredith Hawking, 
Antimicrobial Stewardship in Primary Care Research Assistant, 
Primary Care Unit, Public Health England; Cliodna McNulty, Head, 
Primary Care Unit, Public Health England 
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• Antimicrobial stewardship toolkits for primary (TARGET) 
and secondary care (Start Smart then Focus) 

• Antimicrobial prescribing and stewardship competences
• The English Surveillance Programme for Antimicrobial 

Utilisation and Resistance (ESPAUR)
• Activities for European Antibiotics Awareness Day
• Development of the Antibiotic Guardian pledge campaign 

The 2014 report of the English Surveillance Programme for 
antimicrobial utilisation and resistance, has highlighted that 
in England4:
• Antibiotic prescribing has increased year on year
• The number of patients with bloodstream infections has 

increased yearly and increased numbers of these infections 
are caused by resistant bacteria 

• There is significant variability between NHS England Local 
Areas Teams, with very little diversity in the choice of 
antibiotics used, hence increasing the selection pressure for 
antimicrobial resistance to develop

• Many areas with lower rates of prescribing in the 
community have higher prescribing rates in their secondary 
care settings. This highlights the importance of a whole 
healthcare economy approach to tackling antimicrobial 
consumption and resistance.

While antibiotic resistance cannot be eradicated, everyone 
in the UK has a responsibility. Actions from all can slow and 
possibly stop its progression. Within the healthcare setting, 
many such actions can be driven through the commissioning 
process. As our choice of antimicrobials decreases, preventing 
and controlling infections becomes even more important. 
Some key resources relevant to AMR and important for 
consideration in commissioning discussions are: 
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NHS STANDARD CONTRACT
The NHS Standard Contract is a key enabler for 

commissioners to secure improvements in the quality of 
services for patients and to hold providers (other than primary 
care) of NHS funded care to account. Each provider is required 
to have an Healthcare Associated Infections (HCAI) reduction 
plan for each contract year (and to comply with its obligations 
under that plan) that must reflect local and national priorities 
relating to HCAI including AMR.5 

CODE OF PRACTICE IN THE HEALTH  
AND SOCIAL CARE ACT 2008

Commissioners should be aware that all health and adult 
social care organisations have a legal duty to implement the 
Health and Social Care Act 2008 ‘Code of Practice’ on the 
prevention and control of infections and related guidance. As 
part of this,  providers should be able to produce an overview 
of compliance at any time.

NICE QUALITY STANDARD 61:  
INFECTION PREVENTION AND CONTROL6 

Antimicrobial stewardship is quality statement 1 in the 
NICE quality standard for infection prevention and control. 
It states: “a local formulary for antibiotic prescribing, covering 
all settings, is in place; providers monitor prescribing 
against the formulary; access to local training for medicines 
prescribers is available. This could be included in local CQUIN 
[Commissioning for Quality and Innovation] targets.”

Clinical Commissioning Group and/or public health 
infection control teams should:
• Ensure that there is access to local training on antimicrobial 

prescribing for medicines prescribers and dispensers. 
Tools such as the Start Smart Then Focus antimicrobial 
stewardship toolkit for secondary care, and the Public Health 
England/ Royal College of General Practitioners’ (RCGP) 

TARGET antibiotics toolkit and the Medical Research 
Council's STAR educational programme in primary care 
settings, may be useful

• Monitor local AMR patterns and ensure that this 
information is communicated regularly to prescribers and 
those involved with handling medicines

INFECTION PREVENTION AND CONTROL 
COMMISSIONING TOOLKIT7

The Infection Prevention Society and Royal College of 
Nursing's Infection Prevention and Control Commissioning 
Toolkit, provides information for professionals involved in the 
commissioning or assurance of health and social care services. 
It relates specifically to the organisational approach to infection 
prevention and control. It is an enabling resource that includes 
both mandatory indicators, and a basket of indicators to 
consider for inclusion in local commissioning contracts.

THE TARGET TOOLKIT8

The TARGET toolkit has been developed by the PHE 
Primary Care Unit, the RCGP and the Antimicrobial 
Stewardship in Primary Care group, to assist and influence 
personal attitudes, social norms and perceived barriers to 
optimal antibiotics prescribing. It contains a presentation to 
be given in the practice setting, and other materials including 
patient leaflets audits, self-assessment checklists, antibiotic 
guidance, posters and videos and training modules for 
personal learning.

THE START SMART THEN FOCUS TOOLKIT9

The Start Smart then Focus Toolkit provides an outline of 
evidence-based antimicrobial stewardship in the secondary 
healthcare setting. It recommends a multi-disciplinary quality 
improvement/audit programme, setting out key criteria which 
providers should monitor. 
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NATIONAL AWARENESS PROGRAMMES 
FOR HEALTHCARE PROFESSIONALS AND 
MEMBERS OF THE PUBLIC
European Antibiotics Awareness Day and  
Antibiotic Guardian Campaign

European Antibiotic Awareness Day, which takes place on 
18 November, is a European-wide annual event that aims to 
raise awareness for healthcare professionals and public on how 
to use antibiotics in a responsible way that will help keep them 
effective for the future. Public Health England is leading the 
coordination of activities in England and is working closely 
with the Department of Health's Expert Advisory Committee 
on Antimicrobial Resistance and Healthcare Associated 
Infections (ARHAI); the Veterinary Medicines Directorate 
(VMD), the devolved administrations and professional bodies/
organisations towards a ‘One Health’ approach.

Several resources that can be used in local campaigns are 
hosted centrally and available online.10 

Public Health England have established the Antibiotic 
Guardian11 campaign to encourage everyone in the UK 
(including healthcare professionals, healthcare leaders and 
the public) to take one personal action to protect antibiotics 
and to improve knowledge about antibiotic resistance across 
UK. Commissioners are invited to take action and become an 
antibiotic guardian via www.antibioticguardian.com (there are 
specific pledges for healthcare leaders).  

Public Health England has also developed a public facing 
video with a presenter highlighting the antibiotic resistance 
issue with a call to action to become antibiotic guardians 
through three key steps:

The discovery of new classes of antibiotics is at an all-time 
low, therefore, preserving the activity of our current antibiotics 
is essential. Only through a collaborative whole health 
economy approach can we tackle inappropriate antimicrobial 
consumption and subsequently reduce resistance and the 
threat of a post-antibiotic future.

STEP 1

Don’t ask for antibiotics for self-limiting infections, 
consider alternatives to antibiotics and ask a 

pharmacist about over the counter remedies that 
can help treat the symptoms

STEP 2

Take antibiotics exactly as prescribed, never save 
them for future use, never share them with others

STEP 3

Spread the word and share the video 

References:
1.  Public Health England. The English Surveillance Programme for Antimicrobial Utilisation and Resistance Report 2014 - www.phe.gov.uk [Accessed 1 October 2014]
2.  Health Protection Agency. National Point prevalence Survey - http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/HCAI/HCAIPointPrevalenceSurvey/ [Accessed 1 October 2014]
3.  Antimicrobial Resistance (AMR): information and resources - https://www.gov.uk/government/collections/antimicrobial-resistance-amr-information-and-resources [Accessed 1 October 2014]
4.  Public Health England. The English Surveillance Programme for Antimicrobial Utilisation and Resistance Report 2014 - www.phe.gov.uk [Accessed 1 October 2014]
5.  NHS Standard Contract 2014/15: Service Conditions - http://www.england.nhs.uk/wp-content/uploads/2013/12/sec-b-cond-1415.pdf [Accessed 1 October 2014]
6.  NICE Quality Standard 61: Infection Prevention and Control - https://www.nice.org.uk/guidance/qs61/chapter/using-the-quality-standard [Accessed 1 October 2014]
7.  RCN Infection prevention and control commissioning toolkit - http://www.rcn.org.uk/newsevents/news/article/uk/rcn_infection_prevention_and_control_commissioning_toolkit_updated 

[Accessed 1 October 2014]
8. TARGET toolkit - http://www.rcgp.org.uk/targetantibiotics [Accessed 1 October 2014]
9. Antimicrobial stewardship: Start smart - then focus - https://www.gov.uk/government/publications/antimicrobial-stewardship-start-smart-then-focus 
10.  European Antibiotic Awareness Day: 2014 resources - https://www.gov.uk/government/collections/european-antibiotic-awareness-day-resources [Accessed 1 October 2014]
11. Antibiotic Guardian - http://antibioticguardian.com/ [Accessed 1 October 2014]

“ Antimicrobial resistance is a very real threat.  
If we have no suitable antibiotics to treat 
infection, minor surgery and routine operations 
could become high risk procedures
Professor Dame Sally Davies, Chief Medical Officer”
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WHAT 
HAPPENS  
WHEN THE  
DRUGS DON’T  
WORK? 

How commissioners can 
help tackle the threat posed 
by antimicrobial resistance

By Shirley Cramer,  
Chief Executive,  
Royal Society for Public Health
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One of the most significant public health challenges we 
are facing today is the resurgence of many diseases previously 
thought to have been beaten. Decades of misuse and over-
prescription of antimicrobial medication has enabled the 
development of drug-resistant strains of many diseases, 
such as tuberculosis, gonorrhoea and salmonellosis. This is 
compounded by the development pipeline for new antibiotics, 
which is at an all-time low.1

The rapid spread of multi-drug resistant bacteria means 
that we could be close to reaching a point where we may not 
be able to prevent or treat everyday infections or diseases. In 
the European Union, 25,000 people each year die as a result 
of drug-resistant infections,2 the same number that are killed 
by car accidents.3 The cost to NHS hospitals of caring for 
people who acquire a healthcare-associated infection has 
been estimated at over £1 billion a year. In the UK Five Year 
Antimicrobial Resistance Strategy 2013 to 2018, the Government 
outlines seven key areas for action. These include the need 
for more international cooperation, development of new 
drugs and treatments and more prudent use of existing 
antimicrobials.4

Commissioners have a key role in helping to combat 
the threat posed by antimicrobial resistance (AMR). The 
NICE Quality Standards, which cover the prevention and 
control of infection for people receiving healthcare in 
primary, community and secondary care settings, provide 
commissioners with a baseline against which improvements 
can be measured and rewarded, enabling them to address 
gaps in service provision, support best practice and encourage 
evidence-based care. There is also a legal duty which 
commissioners should be aware of to implement the Health 
and Social Care Act 2008 ‘Code of Practice’ on the prevention 
and control of infections.

The Royal Society for Public Health (RSPH) believes there 
are a few simple measures that commissioners can take to 
support efforts to combat the threat posed by AMR.

PRESCRIPTION OF ANTIBIOTICS
Antibiotics are ineffective against viral infections such as 

coughs, colds and the vast majority of sore throats. However, in 
spite of this, the prescription of antibiotics for these conditions 
rose by 40% between 1999 and 2011.5 Of the patients that visit 
their GP with these conditions, over half of them are given 
a prescription for antibiotics. For over 10% of GP surgeries, 
this figure rises to two-thirds of patients.6 Research that seeks 
to explain why GPs continue to prescribe antibiotics for viral 
infections suggests that many GPs may mistakenly believe that 
patients have an expectation of leaving with a prescription.7 

“ The cost to NHS hospitals of caring for people 
who acquire a healthcare-associated infection 

has been estimated at over £1 billion a year”
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THE PUBLIC’S KNOWLEDGE
Studies have shown that the public’s knowledge of 

antibiotics and AMR is patchy. A study conducted in 2007 
found that 97% of those surveyed understood that antibiotics 
should not be taken unnecessarily, however, one in four people 
believed that antibiotics were effective against most coughs 
and colds and more than one in three believed that antibiotics 
could kill viruses.8 

LOCAL FORMULARY FOR ANTIBIOTIC PRESCRIBING 
The unnecessary prescription of antibiotics is a significant 

contributing factor in the development of antibiotic resistance. 
To effectively reduce the inappropriate use of antibiotics, the 
NICE Quality Standard on Infection Control calls for people 
to be prescribed antibiotics in accordance with local antibiotic 
formularies as part of antimicrobial stewardship. For their 
part, Clinical Commissioning Groups (CCGs) should ask their 
medicines management functions to develop a local formulary 
for antibiotic prescribing, working with NHS England area 
teams when developing this. This would include indicating 
the broad-spectrum antibiotics that can be considered for 
managing common infections, which antibiotics can be 
prescribed only on the advice of a medical microbiologist or 
physician responsible for the control of infectious diseases. 

AWARENESS CAMPAIGNS
CCGs could also invest in awareness campaigns aimed 

at both the public, to increase their understanding of the 
appropriate treatments for coughs and colds, and at prescribing 
medical professionals to raise awareness of the need for more 
prudent use of antibiotics. Where this approach has been 
adopted, there have been positive results.

In Derbyshire between 2009 and 2012, medical professionals 
were provided with training and ongoing support in the form of 
‘antibiotic audits’ and educational resources for their surgeries. 
Following this initiative, the prescription rate of cephalosporins, 
a class of antibiotics, reduced to one-third below the national 
average and the prescription rate of quinolones, another class of 
antibiotics, reduced to one-quarter below the national average.9 
With the ever-increasing workload and budgetary pressures 
of GPs and nurses, these campaigns could be instrumental in 
reducing the number of unnecessary visits to GP surgeries. 

COMPLIANCE
RSPH also believes commissioners could make greater 

use of the wider public health workforce for supporting 
compliance with prescribed medical treatments. Rates of 
compliance vary considerably according to the length and 
complexity of the prescribed treatment. One study found that 
70% of patients were compliant with a twice daily dosage, 
compared with just 39% for a four times a day dosage.10 For 
infectious diseases, not completing a course of medication 
or not taking the medication in the prescribed manner is 
a contributing factor to the development of antimicrobial 
resistance. With conditions such as tuberculosis that require 
a long course of medication, non-compliance is a particular 
issue.11 Health trainers and health champions, particularly 
those based within GP surgeries and pharmacies, who are 
trained to work within communities supporting individuals to 
lead healthier lifestyles, could be instrumental in encouraging 
greater compliance.

HAND HYGIENE
Finally, CCGs could also support and invest in initiatives to 

promote good hand hygiene both to healthcare professionals 
and the wider public. The connection between hand hygiene 
and the spread of infection is long established. However, a 
significant portion of the UK population does not practice 
good hand hygiene. For example, a study published in 2012 
found that, of those included in the study, faecal matter 
was present on 26% of hands, with 11% of hands being 
comparable to a dirty toilet bowl in terms of the number 
of germs.12 Health and social care providers should have 
effective hand decontamination in place; this could include 
working with NHS England, CCGs and local authorities. 
Hand decontamination is considered to have a high impact 
on outcomes that are important to patients. Although 
hand hygiene has improved over recent years, remaining 
misconceptions about this standard principle of infection 
control are reported and good practice is still not universal. 
NHS England, CCGs and local authorities may wish to ask 
providers’ infection control teams to undertake unannounced 
visits to areas within the organisation to monitor local hand 
decontamination practice and report their findings to the 
appropriate health economy infection control committee. 
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Infection prevention and control (IPC) is the responsibility of all 
who work in health care settings, but unfortunately it is too easily 
overlooked. There is a tendency to see it as a problem purely for 
hospitals and the impact of IPC can also seem imperceptible, unless 
something goes wrong. Whilst this is a rare occurrence, when things 
do go wrong the impact on patient safety can be extremely serious. 

We have come a long way since the large outbreaks of 
Methicillin-resistant Staphylococcus aureus (MRSA) and Clostridium 
difficile (C. difficile) that blighted the NHS. With the support of 
Government, patients have benefited from strong leadership, 
prioritisation within the health service, and additional resources that 
have enabled staff to make the changes needed to prevent these 
infections occurring.  

Although there is continuing Government focus on MRSA and  
C. difficile, it is important to understand that these are only two of 
many organisms capable of causing severe and life-threatening 
infection. They may be easy to measure and useful as proxy 
indicators for an organisations’ culture towards IPC, but their impact 
is now very different to what it was eight years ago. New safety 
priorities have emerged – such as falls, venous thromboembolism, 
and pressure ulcers – that risk side-lining IPC as a core element of 
patient safety measures.  

The challenge for those of us in IPC is how to stimulate on-going 
interest in infection prevention and focus action on where the impact 
and benefits can be most beneficial. We have to move away from 
counting numbers and percentage compliance with processes. There 
are some very real and potentially momentous challenges emerging 
and this requires a different way of thinking. 

An issue that has certainly hit the headlines is antimicrobial 
resistance (AMR). In 2013 the Chief Medical Officer published 
her annual report highlighting the "catastrophic threat" of AMR 
to modern medicine. The Prime Minister has recently spoken of 
medicine being cast back to “the dark ages” if we fail to tackle  
this problem.

Overcoming such a complex national and international challenge 
requires cooperation and integrated strategy. Preventing infection 
is key to reducing the demand for antibiotics, the overuse of which 
fuels AMR. The gathering momentum means that preventing 
infection – whether healthcare associated or not – must be 

maintained as a priority and a new approach is required.  
Commissioning, an essential function in our health and care 

system will be central to this. The commissioning process ensures 
that health and care services are provided effectively and that they 
meet the needs of the population requiring them. Infection prevention 
and control is one of a number of essential components of every 
provider service – regardless of care setting or provider function. 
It is not commissioned independently and is integral to contracting 
and assurance processes underpinning the contract between 
commissioners and providers.  

The Royal College of Nursing and the Infection Prevention Society 
have produced resources to support both commissioners and 
providers in thinking and acting differently. The Infection Prevention 
and Control Commissioning Toolkit1 (Royal College of Nursing 
2014) offers a template for commissioners and providers to select 
indicators for inclusion in contracts that move beyond compliance 
with baseline requirements of the Department of Health’s ‘Code of 
Practice’. The toolkit instead offers a framework for meeting the 
ambitions of value-based commissioning. These indicators are  
based on local surveillance, service need and setting, incidents,  
and learning. 

The toolkit was originally developed before the implementation 
of the Health and Social Care Act and has been updated and 
republished in order to raise awareness of IPC risks and the 
continued need for prioritisation within the new NHS architecture.   

Looking to the future, it is clear that supporting the prevention of 
infection needs to extend beyond the NHS and two microorganisms. 
Current challenges such as pneumonia and urinary tract infections 
may offer a way forward. Associated with high morbidity and 
mortality, pressure on health resources, and antibiotic usage, these 
two infections are worthy of consideration and inclusion in all three 
current outcomes frameworks. They offer the opportunity to move 
away from process-driven indicators to broader success in health 
outcomes, embedding and strengthening public health strategies 
and basic health needs such as nutrition and hydration to reduce 
complications of long-term conditions and support population  
health. This will produce far greater rewards for IPC practitioners,  
for patients, and for the wider public. 

OVERCOMING  
THE CHALLENGE  
OF INFECTION, 
PREVENTION  
AND CONTROL

COMMISSIONING IS KEY TO OVERCOMING TODAY’S  
CHALLENGES IN INFECTION PREVENTION AND CONTROL

By Rose Gallagher, Royal College of Nursing’s Adviser for Infection Prevention and Control

Reference:
1.  The Infection Prevention and Control Commissioning Toolkit: http://www.rcn.org.uk/__data/assets/pdf_file/0006/481290/Infection_prevention_Final.pdf COMMISSIONING    39



APPROVALS AND REPORTS:  
A MONTH IN VIEW
Highlighting a selection of the last month's most talked about reports, EMA approvals  
and NICE guidelines and evidence reviews 

Estimating NHS and social care spend: a tool for 
commissioners. Monitor. Sept 2014.
An Excel-based tool aimed at helping NHS commissioners by 
approximating how their local care economy spends its money 
by age group, patient group and care settings.

The 2015 Challenge Manifesto: a time for action. NHS 
Confederation. Sept 2014.
Setting out essential components of a new health care system 
and shared ‘asks’ of politicians and policymakers needed in 
order to achieve this vision. 

Reconfigure it out: good practice principles for 
communicating service change in the NHS. NHS 
Confederation. Sept 2014.
Good practice principles and advice for those leading current 
and future NHS reconfigurations.

Beginning with the end in mind: how outcomes-based 
commissioning can help unlock the potential of community 
services. NHS Confederation. Sept 2014. 
An explanation of outcomes-based commissioning – produced 
in collaboration with PwC. 

Positive and proactive care: reducing the need for restrictive 
intervention. Mental Health Network, NHS Confederation. 
Sept 2014.
Summary of guidance launched by the Department of Health - 
produced in collaboration with the Care Quality Commission.

A wealth of information: your questions on personal health 
budgets answered. NHS Confederation. Sept 2014.
Highlighting relevant information, support and guidance 
with answers to frequently asked questions – produced in 
partnership with Think Local Act Personal.

NHS healthcare providers: working with choice and 
competition. Monitor. Sept 2014.
Guidance explaining how Monitor applies competition rules.

NHS foundation trusts: quarterly performance report 
(quarter 1, 2014/15). Monitor. Sept 2014.
Summary of the performance of the NHS foundation trust 
sector for the first quarter of 2014-15.

NEW MEDICINES RECOMMENDED  
FOR APPROVAL

The Committee for Medicinal Products for Human Use 
(CHMP) has recommended granting marketing authorisation 
for the following medicines: 

Harvoni, Gilead Sciences (sofosbuvir/ledipasvir) for treatment 
of chronic hepatitis C in adults.  
Ketoconazole HRA, Laboratoire HRA Pharma (ketoconazole) 
for treatment of patients with Cushing’s syndrome. 
Vargatef, Boehringer Ingelheim (nintedanib) for treatment of 
non-small cell lung cancer and the orphan medicine.
Cyramza, Eli Lilly (ramucirumab) for treatment of gastric cancer. 
Lymphoseek, Navidea Biopharmaceuticals Limited 
(tilmanocept) for the delineation and localisation of sentinel  
lymph nodes.
Egranli, Teva (balugrastim) for treatment of chemotherapy-
induced neutropenia.
Rezolsta, Janssen (darunavir/cobicistat) for treatment of HIV.
Trulicity, Eli Lilly (dulaglutide) for treatment of type 2 diabetes. 
Moventig, Nektar Therapeutics (naloxegol) for treatment of 
opioid-induced constipation.
Tadalafil Mylan, Generics (UK) Limited (tadalafil) for 
treatment of erectile dysfunction in adult males.
Brimica Genuair and Duaklir Genuair, Almirall (aclidinium/
formoterol fumarate dihydrate) for maintenance bronchodilator 
treatment to relieve symptoms in adults with chronic obstructive 
pulmonary disease (COPD).
Vylaer Spiromax, Teva Pharma B.V. (budesonide/formoterol) 
for treatment of asthma and severe COPD, and Budesonide/
Formoterol, Teva Pharma B.V. for treatment of asthma.

RECOMMENDATIONS ON EXTENSIONS  
OF THERAPEUTIC INDICATIONS:

The CHMP recommended an extension of indications for 
Signifor, Novartis (pasireotide) and two extensions of indication 
for Prezista, Janssen (darunavir).

REPORTS OF NOTE EUROPEAN MEDICINES AGENCY (EMA)
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EUROPEAN MEDICINES AGENCY (EMA)

ESNM46 Non-Hodgkin's lymphoma: rituximab subcutaneous 
injection
An evidence summary on subcutaneous rituximab (MabThera, 
Roche Products Limited) for non-Hodgkin’s lymphoma that 
discusses the results of an ongoing Phase III study (SABRINA) 
and a UK time and motion study, comparing time and costs of 
administration of subcutaneous versus IV rituximab.

ESNM48 Schizophrenia: lurasidone
An evidence summary based on three studies that provide the best 
long-term evidence of efficacy and safety for Lurasidone (Latuda, 
Sunovion Pharmaceuticals Inc), for the treatment of schizophrenia 
in adults.

ESNM 47 Chronic obstructive pulmonary disease (COPD): 
Fostair
An evidence review on Fostair, Chiesi (beclometasone/formoterol) 
for COPD that focuses on two randomised controlled trials that 
compare it to established ICS/LABA combinations (budesonide/
formoterol [Symbicort, AstraZeneca UK] and fluticasone/
salmeterol [Seretide, GSK Pharma]).

SEPTEMBER  2014

NICE NEWS & 
NICE EVIDENCE SUMMARIES

DG14 Atrial fibrillation (AF) and heart valve disease: self 
monitoring coagulation status using point of care coagulometers 
(the CoaguChek XS system and the INRatio2 PT/INR monitor)
NICE recommends the use of two point of care coagulometers 
(CoaguChek XS and InRatio2 PT/INR) for patients on long-term 
vitamin K antagonist therapy who have AF or heart valve disease, 
provided they or their carer are able to self monitor effectively.

CG185 Bipolar disorder: the assessment and management of 
bipolar disorder in adults, children and young people in primary 
and secondary care
Guidelines on the care and treatment of children, young people 
and adults with bipolar disorder that updates and replaces NICE 
clinical guideline 38 (published July 2006).

TA322 Lenalidomide for treating myelodysplastic syndromes 
(MDS) associated with an isolated deletion 5q cytogenetic 
abnormality 
Lenalidomide (Revlimid, Celgene) is recommended by NICE as 
an option for treating transfusion dependent anaemia caused by 
low or intermediate one risk MDS, when other treatments have 
not worked well.

CG30 Long-acting reversible contraception (LARC) update
The NICE clinical guidelines provide best-practice advice for 
women of reproductive age who may look to regulating their 
fertility using LARC methods.

Infection: New evidence update
A summary of selected new evidence relevant to the NICE clinical 
guideline on prevention and control of healthcare-associated 
infections in primary and community care (CG139; 2012).

Crohn’s disease: New evidence update
A summary of selected new evidence relevant to the NICE  
clinical guideline on Crohn’s disease. Includes recommendations 
on induction of remission, and maintenance of remission  
after surgery. 

NICE updates guide to the processes of technology appraisal
Document one in a series, describing the processes and methods 
that NICE uses to carry out technology appraisals. 

SEPTEMBER  2014

Share your views on Clinical  
Commissioning by emailing your comments  

to cc@commissioningmonthly.com. 
All emails will appear within the Clinical 

Commissioning blog on our website.  
Visit the blog, see what fellow commissioners  
are saying and provide your own comments.
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Life and health insurance protection is the underpin of most good 
financial planning. These types of insurance can ensure that, if 
the worst should happen, the right amount of money will reach the 
right hands at the right time 

Life insurance puts money in the hands of those who need 
it when a person dies; allowing them to pay off a mortgage (or 
other loan), protect a family against the early death of a spouse, 
partner or parent (particularly important for people with 
financial responsibility for children), paying inheritance tax or 
protecting a business against financial consequences of the loss 
of its owner or key employee.

If you die in pensionable employment within the NHS, a 
lump sum equal to two years’ reckonable pay is provided. If you 
are a general practitioner the lump sum will be twice the annual 
average of the uprated pensionable pay earned throughout 
your career. Additionally, a survivor's pension (a percentage 
of your accrued pension) for your legal spouse, civil partner 
or nominated qualifying partner is payable for life, even if 
they remarry. Calculate your family's or dependent's financial 
requirement, deduct the NHS benefit. How much is the 
shortfall? How should you protect this shortfall?

Life assurance needed to cover a loan is relatively simple 
to assess. You need enough insurance for the amount of loan 
and cover should last for the time the loan is outstanding. But 
most people also need insurance cover to replace their income 
if they were to die. For example, calculate how much your 
family would need to cover the general household and other 
expenses and how long they would need the funds. Or life 
assurance cover to provide school fees for a child aged 5 to 18; 
first quantify the total amount of school fees required over what 
period and take out cover of this amount for the next 13 years. 

Life cover can pay out a series of annual amounts over a set 
period, but most life cover pays out a lump sum. If you want 
a lump sum to provide £10,000 a year for 10 years, you would 
need life cover of about £100,000; if the income were needed for 
20 years, you may need an amount slightly less than £200,000 as 
the invested sum may produce some growth or income. 

What if one or both parents have died? Current expenditure 
provides a starting point for these estimates; add additional 
costs, like childcare, by estimating the costs of buying in  
these services.

To ensure the proceeds of a life policy are paid to the 
people you intend to benefit, place the policy in trust. If you 
die, the policy proceeds will pay to the trustees and then the 
beneficiaries – not into your estate; saving inheritance tax and 
speeding up payment to the beneficiaries.

By contrast, the purpose of health insurance is to provide 
some money if you fall seriously ill or have an accident, 
potentially affecting you for many years. You would probably 
stop earning although your financial needs might well increase. 
The state benefits available would be relatively low and unlikely 
to provide sufficient income to meet your needs. You might also 
need capital, for example to make adaptations to your home or 
pay off loans or other liabilities.

Virtually everyone working needs some kind of health 
insurance to provide financial protection; even if you have no 
financial dependents. Following changes to the NHS Injury 
Benefits Scheme, 31 March 2013, it's worth checking your 
position with your employer. 

Income protection – sometimes called permanent health 
insurance – pays a weekly or monthly income if you cannot 
work because of illness or disability. You may think you don’t 
need to worry, but in the UK, there are over 11 million people 
with a limiting long-term illness, impairment or disability 
and one in seven working age adults suffer from a disability 
(Taxbriefs, May 2014). Income protection can appear relatively 
expensive, but can be very valuable if you fall seriously ill.

Critical illness insurance pays a lump sum if you are 
diagnosed as suffering from a specified illness. An advantage is 
the benefit is paid shortly after diagnosis of the illness, without 
any significant delay – unlike the waiting period of income 
protection. It's also a lump sum that allows you to make rapid 
adjustments to lifestyle and pay off loans. 

Insurers are constantly looking at new ways to meet people's 
needs, such as through life insurance that includes critical 
illness and/or income protection insurance, which may be 
cheaper. It's important to look at your options and seek the 
assistance of a trusted advisor.

To receive a complimentary guide covering 
Wealth Management, Retirement Planning or 

Inheritance Tax Planning, produced by St. James’s 
Place Wealth Management, contact Lucy Jones  

of St. James’s Place Wealth Management on 
07961 175018 or email lucy.jones@sjpp.co.uk

FINANCIAL PROTECTION 
FOR YOU AND YOUR FAMILY
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Selfie Name:   Dr Marc Rowland
Age:  63
Role:   GP, Chair NHS Lewisham 

CCG and Chair London 
Clinical Commissioning 
Council

Location:  Forest Hill, Lewisham  
 and London
Family:   “Three others in the NHS so 

I must be giving good signals 
about it”

Hobbies:   “London and all it offers – I 
keep finding places/events/
film studios/tunnels etc. I’d 
never heard of”

What has been your biggest challenge?
Life not working out the way I thought it would and the  
acceptance, growth and learning that comes from this

What does your perfect day look like?
Sunny, a slow start, some good achievements, happy socialising,  
late night dancing – if it’s not a ‘school night’

If you could learn to do anything, what would it be?
Musical instrument, language and flying – I still will!

If you could choose anyone, who would you pick as your mentor?
An amalgam of my old ‘small group’ of five others who were inspiring, wonderful 
and seasoned GPs, with whom I shared the good the bad and the problematic of 
everything for 20 years – and still do – less often since they all retired!

If you could be any fictional character, who would you choose?
Odysseus – he’s on a journey literally and metaphorically with  
challenges overcome on the way

What music is included on the soundtrack to your life?
Bob Dylan – Love Minus Zero/No Limit, Philip Glass,  
Kadia Blues – Kante Facelli African Ensemble

Where do you most want to travel, but have never been?
To an erupting volcano

What is your biggest success up until now?
My children and being a part of developing  
a practice

If you could meet anyone, living or dead,  
who would you meet and why?
Richard Feynman [American theoretical physicist], as he  
was brilliantly analytical and challenging, and had a very  
strong sense of adventure and exploring life



A chartered accountant as well as the holder of BSc 
degrees in physics and sociology, Anne Weyman is used 
to examining problems from widely differing perspectives. 
It's a skill that has stood her in good stead across more 
than four decades as a Senior Executive, building parallel 
careers on those diverse cornerstone qualifications and 
picking up an OBE and an honorary doctorate from the 
University of Bristol along the way.

VARIED ROLES
Starting as Head of Finance and Administration in the 

International Secretariat of Amnesty International in the 
1970s, she went on to become Company Secretary at the 
National Children's Bureau, before a stint of nearly 12 years 
as Chief Executive of the Family Planning Association 
(FPA) – a highly challenging role involving battles in the 
political and legal arenas and establishing the FPA as a key 
national player in sexual health.

A variety of roles followed, including becoming a 
member of the General Medical Council (GMC), during 
the introduction of revalidation for doctors, chairing 
programme development groups for NICE, being Vice Chair 
of the Family and Parenting Institute and even finding time 
for a spell as Vice Chair of the Galapagos Conservation 
Trust, having decided to get involved following a visit to the 
islands in 2009. 

Meanwhile, she has a long association with – and 
parallel career in – local NHS administration in Islington, 
north London, having been Non-Executive Director and 
Chair of Audit with NHS Islington Primary Care Trust (PCT) 
since 2002. She then spent two years as Non-Executive 
Director of both Islington and Haringey PCTs as part of the 
clustering arrangement in north central London, remaining 
Vice Chair for Islington until taking up her current role with 

NHS Islington Clinical Commissioning Group (CCG) in 
September 2012. 

The sheer variety of her achievements and experience 
are emphasised by endorsements on her website from 
figures ranging from former GMC Chair Professor Sir 
Graeme Catto to writer and broadcaster David Aaronovitch. 

SKILLS AND EXPERIENCE
She greatly values her background in accountancy: “As 

Chair of Audit for the CCG, my training as a chartered 
accountant is very important. I couldn't do the role without 
it. I had senior finance roles at Amnesty International 
and the National Children's Bureau, so that experience is 
extremely valuable too.” 

“Studying physics provided me with a scientific 
approach and I'm a great supporter of evidence-based 
medicine. We need to use the evidence-base to improve 
care for patients”.

“The social perspective I bring is also very useful. 
Sociology, psychology and social psychology give a 
different outlook on the world and I think that's coming 
more to the fore in the NHS these days. We're gaining a 
more subtle understanding of how people use services and 
how we should respond to these patterns.”

INSTITUTIONAL MEMORY
“Hearing the word Islington, many people think of 

restaurants and fancy shops, but it is a very deprived 
Borough with extremes of wealth and poverty and 
significant health and social inequalities. Both the Council 
and the CCG see narrowing these gaps as a major priority 
and the Health and Wellbeing Board as the key in doing 
so.” The Board sets the strategy for joint working between 
the CCG and the Council and oversees its implementation. 
Anne is one of the CCG’s representatives on the Board. 
“At the first meeting, we discussed our key objectives and 
the coincidence of view was so heartening. We rapidly 
agreed that ensuring every child has the best start in life; 
preventing and managing long-term conditions to extend 
both length and quality of life; and improving mental health 
and wellbeing is what we should work together to achieve.”

SCALE
COMMISSIONING AT 

Anne Weyman OBE brings a wealth of 
experience of running organisations 
of all sizes – as well as an eclectic 
academic background – to her current 
roles as Lay Vice Chair and Chair of 
Audit for NHS Islington CCG 
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She feels her long association with health in Islington is 
of particular value in a young organisation: “Of the people 
involved in the CCG governing body, I've probably got 
the longest local experience. The CCG is building on the 
PCT's legacy, which includes a very strong emphasis on 
public health and joint working with the Council. But it's 
important to have a mixture of experience and new blood 
because we want to do things differently.” There's a deeper 
continuity too: “I've been interested in health for a long 
time. I was on a community health council in the 1970s. I 
believe health is absolutely central to our wellbeing. I've 
also always been interested in primary care and prevention. 
I was secretary of the Socialist Health Association in the 
late 1970s to the mid-80s. There the focus was on social 
determinants of health and inequalities so that's been a 
long-term interest of mine.”

CLINICAL LEADERSHIP
The fact that CCGs are clinically-led makes Anne's 

experience all the more relevant as a counterweight to 
the clinical expertise on the CCG governing body: “The 
role of Lay Vice Chair on the CCG is very different from 
that of being a Non-Executive Director on a PCT. As Lay 
Vice Chair, I can't possibly keep up with all the clinical 
developments – that's not my area of expertise. I bring a 
different perspective. At the FPA, part of my focus was 
on how the patients and the public would be affected by 
issues. I think I bring that strategic approach to the CCG. 
For example, the way we tend to write things in the NHS, 
often wouldn't be understandable to anyone outside. 
So part of my role is to make sure we explain ourselves 
properly to the public. I chair those parts of the governing 
body meetings that GPs can't participate in because of 
conflicts of interest – for example if we're commissioning a 
service from GPs.”

LOCAL FOCUS, NATIONAL PERSPECTIVE
Anne feels that her experience of working at national 

level at the FPA and on the GMC Council brings another 
useful dimension to her work with the CCG: “People at 
a local level often don't have that perspective and I also 

know more about how the wider NHS works than most lay 
members do.”

LESSONS
“From working with so many different-sized 

organisations I've learnt that their effectiveness is 
dependent on their ethos, values and their internal 
processes. When I started out on my career I was very 
task-focused. But over time I realised that how you go 
about doing things is just as important to achieving your 
outcomes. It applies everywhere – being clear about how 
decisions are going to be reached and who is going to be 
involved is especially important in a CCG, because we work 
with so many different organisations”.

“I've also learnt that when somebody says you can't 
do something that needs to be done, you have to think 
again to find a solution. Early in the life of the PCT, we had 
poor uptake of childhood immunisations. The prevailing 
view was that this was inevitable because of the levels 
of deprivation in Islington. But then it was pointed out 
that there was great variation in levels of uptake between 
practices. That led to a re-evaluation of our strategy and 
now we have high levels of uptake”.

GP KNOWLEDGE
While she recognises problems with the structure  

of clinical commissioning – particularly the separation  
of commissioning between CCGs and NHS England and  
the difficulties of operating within a dwindling 
management allowance – she feels that clinical 
commissioning has broadly been a change for the better: 
“What I'm impressed with is the ability of our GPs to 
improve local services and the experience that patients 
have when they use them. Their daily contact with patients 
gives them unique insight into what is going on locally. 
At the same time, their medical knowledge provides the 
basis for dialogue with providers about the best ways of 
organising services and ensuring that resources are used 
to best effect. From what I've seen in Islington, clinical 
leadership can really make a difference – and that's a really 
positive aspect of the changes.”
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The World Health Organisation (WHO) states that: 
“Antibiotic resistance is one of the three greatest threats to 
human health.” If resistance to antibiotics continues to increase 
at its current rate there are concerns that bacterial pneumonia 
could again mean a death sentence for some people, as it often 
did until just after the Second World War.

Background to the campaign:
In March 2013 the Department of Health published a 

report by the Chief Medical Officer that warned of a major 
increase in the number of bugs resistant to antibiotics.

NHS Cumbria CCG has the largest percentage drop of any 
CCG's antibiotic prescribing in the North East and Cumbria 
region – making a positive contribution to the fight against 
antibiotic resistance.

In order to bring these figures down the CCG put in place a 
highly effective public awareness campaign. Costing a total of 
£514.83, the campaign enabled the CCG's member practices to 
change from being one of the highest prescribers of antibiotics 
to the third lowest in the region and below the national average. 

Protected learning time sessions were used in practices 
to discuss antibiotic resistance and inform prescribers about 
antibiotic prescribing and strategies to reduce prescribing for 
respiratory tract infections.

The Royal College of General Practitioners Target Toolkit 
(see page 34) was also promoted across Cumbria especially to 
GP practices choosing to audit antibiotic prescribing. Key to this 
work was raising patient awareness about the real dangers of the 
rising levels of antibiotic resistance nationally and world-wide.

Patient awareness campaign: 
NHS Cumbria CCG Communication and Engagement 

Team developed a winter antibiotic campaign aimed at 
informing and educating the Cumbrian population. The 
campaign raised awareness among patients that antibiotics are 
not always the answer and encouraged patient self-care when 
they have a common winter illness.

All creative and design work was completed within the 
CCG's Communication and Engagement Team as part of the 
CCG's on-going communications work enabling costs to be 
kept to a minimum.

The ‘Antibiotics are not always the answer…’ campaign 
highlighted the importance of using antibiotics wisely to 
ensure we have the resources to fight future bacterial illnesses.

Support materials were piloted in high antibiotic 
prescribing practices and rolled out to all practices. 

ANTIBIOTICS  
AREN’T ALWAYS  
THE ANSWER…

A successful 2013-14 winter antibiotic awareness campaign orchestrated 
by NHS Cumbria Clinical Commissioning Group (CCG) reduced antibiotic 
prescribing by 7.11% – the largest percentage drop of any CCG’s antibiotic 
prescribing in the North East and Cumbria region

2 0 0 8 – 2 0 0 9

2 0 1 1 – 2 0 1 2

2 0 1 2 – 2 0 1 3

 In 2008-9 Cumbria was the third highest prescriber of 
antibiotics (by volume) in the North West with few GP 
practices comparing favourably against the national and 
North of England averages.

In 2011-12 Cumbria had improved to the eighth highest 
and was below the North West and England averages. 

In 2012-13 there was an increase in the number of 
antibiotic prescriptions by 3.57% despite the efforts of the 
Medicines Optimisation team to influence prescribing.
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• A poster which encouraged patients to ‘Get well 
without antibiotics’, which was sent to every GP 
practice, community pharmacy and to Cumbria County 
Council to distribute to Libraries and Children's Centres

• A ‘pester power’ booklet, which was designed to appeal 
to children with the character Aunty Biotic. Aunty 
Biotic's ABC Guide to Antibiotics was a child friendly 
booklet,  which also had key messages on antibiotic use 
for parents and grandparents. These were sent out to 
the practices with the highest prescribing rates

• A ‘Get Well Soon’ postcard with information on how to 
use antibiotics wisely

Cumbria County Council supported this campaign 
by printing and sending out the postcards in their winter 
information packs, which were delivered to every house in 
Cumbria. This cross promotional exercise was free to the 
NHS as the CCG ‘piggy backed’ on the annual county council 
promotion.

Other materials included: Press release, non-prescription 
pads, bookmarks and promotion of the campaign in the CCG's 
Health Builders ‘When Should I Worry?’ booklets aimed at 
parents of young children, which are given in the new baby 
packs to all new mums in Cumbria. For staff there were screen 
savers for practice computers and articles in staff magazines.

NHS Cumbria CCG also created a mobile website which 
was the hub for all winter health messages from the CCG, the 
Acute Hospital Trusts in Cumbria (North Cumbria University 
Hospitals and University Hospitals of Morecambe Bay), 
community services provider Cumbria Partnership NHS 
Foundation Trust and Public Health at Cumbria County 
Council. The antibiotic messages and materials were available 
on this platform. This was a wider campaign to support 
patients to ‘Choose Well Cumbria’. 

The website www.choosewellcumbria.co.uk  encouraged 
patients to choose the most appropriate care setting with the aim 
of reducing winter pressures across the whole healthcare system.

The Results
This concerted effort resulted in a reduction of antibiotic 

prescribing in Cumbria in 2013-14 of 7.11%, the largest 
reduction of all the CCGs in the North East and Cumbria 
region and more than the English national reduction of 4.47%. 
The CCG improved from being the fifth lowest (2012-13) 
to third lowest (2013-14) antibiotic prescribing CCG in the 
North, and is now lower than the England average.

Moving forward the CCG will be running the campaign 
again this winter. The materials and communication streams 
utilised previously will once again be used with the materials, 
booklets, postcards, etc. and revamped to give a fresh view. 
Again, evaluation will be undertaken to show whether the 
campaign has once again been successful.

ANTIBIOTICS  
AREN’T ALWAYS  
THE ANSWER…

Dr David Rogers, Medical Director, 
NHS Cumbria CCG said: 

“The aim of the campaign was to 
remind the public of the importance 
of not using antibiotics to fight viral 
infections as there is a danger that they 
are losing their effectiveness faster than 
ever seen before.

Antibiotics have revolutionised medical care in the last 80 
years and are the best way to fight bacterial infection, but 
have no effect on viral infections.

However, in recent years the bugs have gained the upper 
hand, as they have the ability to change and adapt making 
some bacteria antibiotic resistant. Therefore, it is important 
that we only prescribe antibiotics when they are really 
needed and will have a real effect.

The latest antibiotics prescribing figures for Cumbria are good 
news for the fight against antibiotic resistance. However, we 
cannot be complacent and need to keep the message out 
there – antibiotics are not always the answer.

We want to get the message across to all patients to make 
sure they don’t put health professionals under pressure to 
provide antibiotics for self-limiting viral infection. But if they 
are prescribed for a bacterial infection it’s important that 
the course is finished completely and that people don’t stop 
taking a prescription just because they feel better.”

Cumbria
Clinical Commissioning Group

Share your views on articles within Shared Learning by emailing your comments to  
sl@commissioningmonthly.com. All emails will appear within the Shared Learning blog on our website. 

Visit the blog, see what fellow commissioners are saying and provide your own comments.

Support Materials
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CLINICAL PHARMACISTS IN 
URGENT AND ACUTE CARE 

THE FUTURE PHARMACIST…

Research conducted in the West Midlands from April 
2013 by Health Education West Midlands (in cooperation 
with regional partners) and led by the West Midlands Post-
Graduate Dean and Director of Education and Quality 
(Professor Elizabeth Hughes), has identified a potential role 
for the pharmacist in areas such as pre-discharge medicines 
optimisation in the Emergency Department (ED) and Acute 
Medicine Units, as well as within Clinical Decision Teams in 
the undertaking of medicines-related and minor-focussed 
clinical duties. Such duties are currently undertaken by junior 
medical staff; staff who face significant demands on their time 
with emergency admissions. Professor Hughes considered it 
appropriate for Independent Prescriber Pharmacists (IPPs) to 
undertake medicines-related duties – in particular, To Take 
Out (TTO) preparation and management. 

To assist in the development and growth of the IPP 
workforce to manage such duties, it was considered necessary 
to develop and test a bespoke training programme.

Further, while the innate skills of the pharmacist were 
recognised and are considered necessary in the urgent and 
acute setting, a skills gap relating to clinical diagnosis and 
‘minors’ (Minor Injury and Minor Illness) treatment was 
identified. Clinicians who were involved in the 2013-14 ED 
Pharmacy project (see page 50) including Emergency Medicine 
Consultants, Advanced Nurse Practitioners, Junior Doctors, 
pilot Pharmacy teams and external stakeholders, believed that 
offering clinical skills training to the pharmacist could allow 
for an effective medicines-focused clinician; able to practice 
as an enhanced pharmacist, while also assisting in day-to-day 
clinical duties in urgent and acute care settings. This increased 
role diversity is considered to be a necessary skillset for any 
clinician practicing in today's urgent and emergency care 
workforce.

PROJECTS
With this in mind, two separate projects were developed 

and implemented: 

 

AIMS
The aims of developing enhanced roles for pharmacists 
include:
• Appropriate use of the workforce – freeing up middle 

grades, Junior Doctors and Consultants to conduct  
clinical work

• Developing the multi-skilled ED and Acute Medicine Unit 
(AMU) teams

OUTCOMES
Key outcomes include:
• A positive impact on patient safety
• Improved patient experience and throughput
• Expediting safe discharge of patients from hospital and, 

consequently, increasing capacity in the acute care pathway
• Through embedding of the enhanced clinical pharmacy 

role in the multi-disciplinary workforce, to provide a cost-
effective, safe and stable alternative to high locum spends 
during peak periods
 
Allied to these outcomes would be investigation into 

and justification for a new career development pathway for 
pharmacists, at a clinical level never before attained. 

With much discussion on the enhanced role of the pharmacist, two extensive projects in 
the West Midlands are assessing their role and impact in Emergency Departments and 
Acute Medicine Units, as well as within Clinical Decision Teams

By Professor Elizabeth Hughes, West Midlands Post-Graduate Dean and Director of Education and Quality, Health 
Education West Midlands; Matt Aiello, Special Projects Manager, Health Education West Midlands; Dr David 
Terry, Director, Pharmacy Academic Practice Unit, Pharmacy Department, Birmingham Children's Hospital

Emergency Department (ED) Pharmacy Pilot

Enhanced, ‘Fast-Track’ Non-Medical Prescribing 
(NMP) Programme for Pharmacists

1

2
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The important point to note throughout the projects is that 
the aim was not to transform a pharmacist into something 
else – e.g. a Nurse/Occupational Therapist, but to build upon 
the pharmacist's innate competencies, creating an enhanced, 
near-patient Clinical Pharmacist, capable of (alongside their 
general duties): 
• Performing health assessment and treatment of ‘minors’ 

patients, as part of a multi-skilled, multi-disciplinary,  
non-doctor team

• Using their innate skills to support medical teams by 
providing an enhanced, medicines-focused service to 
the ED and AMU – e.g. TTO preparation/‘front-door’ 
medicines management and pre-discharge medicines 
optimisation
 

THE FUTURE
The innovative nature of the ED and NMP projects has 

generated significant interest amongst regional and national 
employers and interested parties – both in secondary and 
community care – as regards to the development of career 
pathways and enhanced clinical skills training for pharmacists. 

With the third and final phase of the ED pharmacy study 
completed on Friday 19 September 2014, data from this 
project has already justified the initiation of linked project 
work (regional NMP for pharmacist's course and involvement 
of the three pilot IPPs on the Health Education West Midlands’ 
pilot regional Advanced Practice [multi-disciplinary intake] 
project). 

Health Education West Midlands and its partners have 
received support and praise for innovation from the Royal 
Pharmaceutical Society, regional Chief Pharmacist's Network, 
Health Education England Pharmacy Sub-Group and regional/
national employers (both in secondary and community care). 

The project 
team continue to 
visit employers, Local 
Education and Training 
Boards, commissioning 
groups and regulating bodies 
nationally, to describe their work, 
share results and work to develop a 
national approach to pharmacist role 
development. The evaluations which will 
accompany the Pharmacy project work will 
also be used to inform and direct future project 
development and be made available to share freely, 
throughout the industry. 

Observing best practice, the project team continues 
its research and development, with a view to pursuing 
follow-up project work to further develop the scope of 
Clinical Pharmacists in urgent and acute care. 

The West Midlands pharmacy projects have and continue 
to provide a foundation with which to inspire further such 
innovative work. The ED project has helped demonstrate the 
potential of the pharmacist to the wider clinical workforce, 
while the NMP programme will analyse the suitability of an 
enhanced, Fast-Track programme for future commissioning. 

The authors firmly believe that continued development 
of clinical pharmacy – within secondary, primary and 
community-care – will allow the role of the Clinical 
Pharmacist to evolve and gain increasing credibility, 
supporting the joined up multi-disciplinary workforce of the 
future in the delivery of high quality patient care.  

Health Education
West Midlands
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The ED Pharmacy Pilot was developed to investigate the 
potential of an enhanced clinical role for pharmacists within 
the ED, as part of a multi-skilled, multi-disciplinary team (as 
part of a collaborative workforce, alongside other roles, such as 
Advanced Practice Nurses and Physician Associates). 

The pilot aimed to test and justify development of Clinical 
Pharmacist roles within the ED, with the following questions:

 
• “To what extent can pharmacists manage patients in 

the ED?”
• “What extra training is needed to create an enhanced 

clinical ED pharmacist?”
 
During the initial project planning, research had concluded 

that no other such project had yet been documented in the UK. 
The project team saw an opportunity to take an innovative step 
into the unknown.

A. PILOT CONTENT
• Three IPP's were tasked to undertake a role in three,  

pre-determined, West Midlands EDs
• The pilot took place over three ‘Phases’ of five weeks each 

(four weeks plus one week for training/observation)
• Each phase related to a separate West Midlands Trust ED 

(Birmingham Heartlands Hospital, Birmingham Children's 
Hospital and Worcester Royal Hospital). The three sites 
were chosen to be representative of a geographical and 
cultural cross-section of the West Midlands

• Ongoing evaluation – internal and external – was carried 
out, in partnership between Health Education West 
Midlands, Aston University, Birmingham Children's 
Hospital Foundation Trust, Heart of England Foundation 
Trust and Worcester Acute Hospitals Trust
 

i. Phase one: 
With no basis for comparison, a primary objective for this 

first phase was to build an experience-based foundation for 
subsequent phases. The potential for an IPP in the ED was 
believed to be significant, but little was known about: 
• The transferability of skills of a prescriber pharmacist into a 

clinical secondary-care setting
• What the actual clinical skills boundaries of a prescriber 

pharmacist are

ii. Phases two and three: 
 While Phase one took a more practical approach, Phase 

two and three pursued an evidence-based (dimensional) study 
focus, with an aim to evaluate whether the patient presenting at 
the ED could: 
• Have been seen-and-treated effectively by a community-

based pharmacist
• Be seen-and-treated in the ED by an IPP
• Be seen-and-treated in the ED by an IPP with enhanced 

clinical skills (e.g. Minor Injury/Minor Illness, clinical 
health assessment and diagnosis skills for minor’s patients)

• Be referred to a medical team member – unsuitable for 
pharmacist intervention

• Also, where patients entering the ED could be seen-and-
treated by a pharmacist, the team considered how this 
would improve patient care and flow, as well as what the 
pharmacist could uniquely contribute, compared to other 
non-medical roles (e.g. Advanced Nurse Practitioner)

Phase two – based at Birmingham Children's Hospital ED – 
undertook data collection and evaluation from a paediatric 
perspective, with a test-base of 401 patients, over the five  
week period. 

Phase three – based at the Worcester Royal Hospital ED - 
mirrored the data collection and evaluation parameters of 
Phase two, but with a 400-strong adult patient group as its 
focus. The aim of this was to provide a contrasting snapshot 
of the relevance (or otherwise) of near-patient Clinical 
Pharmacists, in paediatric and adult settings. 

B. PILOT DATA REVIEW
A sample of the initial data captured during Phases two and 

three is demonstrated below. 
Please note that the project is currently undergoing 

a multi-part evaluation, managed and delivered by Aston 
University. The evaluation is in the process of coalescing data 
and requiring the pilot pharmacists to re-structure the Phase 
two and three data individually. Following this, Pharmacy 
Managers and medical/non-medical group analysis of the data 
will be carried out, to achieve consensus and provide the basis 
for the final report.

 

Emergency Department (ED) 
Pharmacy Pilot1
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Category assignment
Within the dimensional study (Phases two and three) the 

study pharmacists undertook key tasks while attached to 
the ED triage team, including the recording of observations, 
presenting complaints and Past Medical History (PMH), 
before reflecting on the triage assessment with medical and 
non-medical colleagues and assigning the following categories 
to each patient:

The above grading was structured in terms of the treatment 
needed and whether the pharmacist would be able to assess the 
patient with further training. A general grading decision was 
made following first contact with the patients (mainly triage). 
This was considered an appropriate time to make a decision as, 
in practice this may be the only source of information that a 
clinician would have available, prior to making their treatment 
decision. Data captured included brief notes on the presenting 
complaint, significant PMH and baseline observations.

Initial data
An initial view of data captured during Phase two and 

three of the study demonstrates that, of the patient groups 
seen, approximately 45-57% were suitable only for medical 
team intervention and, therefore, outside the scope of practice 
of a pharmacist even with advanced clinical training. Few 
patients (approximately 1%) could be seen and treated by 
either a Community Pharmacist or IPP with existing training. 
Therefore, across the study, between 40-50% of patients 
presenting at the ED throughout the study could potentially be 
seen and treated by an IPP with ED specific additional training. 
The Consultant and non-medical clinician stakeholders 
described the additional training for the (MSc) Advanced 
Practice level as potentially appropriate for pharmacists, 
to allow for a see-and-treat capability in a minors setting. 

Beyond the 
minors setting, 
it was generally felt 
that formal medical 
training would be 
required, with questions as 
to the cost-effectiveness and 
viability of a pharmacist pursuing 
such a pathway.* 

‘Medical Team Only’
When considering cases of ‘Medical Team 

Only’ the pilot pharmacists considered those 
instances where pharmacist’s prescribing and 
additional training could not, realistically, be expected 
to match an experienced medics’ ability to consider all 
potential differentials and clinical red flags and understand 
how they can be eliminated; this was considered especially 
relevant in those complex cases, which at the outset appeared 
of low complexity. This identifying of the rare differential was 
felt to be a key ‘medic only’ skill. On other occasions, referring 
for ‘Medical Team Only’ was due to patient-specific factors 
which may cloud the initial diagnosis, such as a complex 
medical history or department specific factors which state that 
a senior doctor needs to be involved. 

Additional evaluation
Because the previous study phases did not identify the 

specific contribution that a pharmacist can make within the 
ED, Phase three included an additional evaluation of a similar 
cohort of patients (400), to identify the unique pharmacist 
contribution that could be made to improve care.

CP: Community pharmacy intervention would be suitable to 
treat the patient

IP: Independent prescriber intervention would be suitable 
to treat the patient

IPT: Independent prescriber with enhanced skills training 
could be suitable to treat the patient

MT: Medical team only – Pharmacist intervention unsuitable

*Project follow-up work is under consideration, to consider the question 
of medical or non-medical clinical training pathways for pharmacists

 40-50% of patients presenting 
at the ED throughout the study could 

potentially be seen and treated by an IPP 
with ED specific additional training
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With reference to the ED Pharmacy Pilot, results from 
Phase one of that project, alongside information gathered 
during the Post-Graduate Dean’s regional ED visits, identified 
and provided initial justification for further investigation into 
an enhanced pharmacist role within a clinical ED setting. 

While the General Pharmaceutical Council (GPhC) NMP 
module is currently offered by a range of national providers 
and considered fit for its stated purpose, course content does 
not necessarily provide for ED related clinical diagnosis and 
minors treatment skills, as applicable to ‘frontline’ urgent and 
acute care. Further, the length and scope of existing courses is 
not considered to be optimised against current and anticipated 
workforce demands.

Following consultation with three West Midlands-
based Higher Education Institutions (HEIs) and a range of 
stakeholders, Health Education West Midlands proposed the 
piloting of a ‘Fast-Track’ NMP course for pharmacists. 

THE ‘FAST-TRACK’ NMP PROGRAMME
The proposed programme would take the existing course 

content and condense its duration from six, to three-four 
months, without shedding any of the required content. 

Further, with many employers having factored in the need 
for six month NMP training in their long-term workforce 
planning, it was considered appropriate to exploit this time 
allowance, by enhancing the Fast-Track NMP module with 
a series of additional, ‘bolt on’ clinical health assessment and 
Minor Injuries/Minor Illness training modules. The result 
would be a six month course, featuring the Fast-Track NMP 
module and a ‘to be determined’ level of Minor Injuries, Minor 
Illness and Clinical Diagnosis training.

As a whole, the enhanced NMP course was intended to 
allow pharmacists to up-skill to Independent Prescriber level, 
with enhanced clinical skills and a focus on emergency, urgent 
and acute care. 

TRAINING MODELS
To demonstrate the potential for cross-HEI collaboration, 

three West Midlands HEIs were chosen to test the concept. 
The chosen HEIs represented a geographical cross-section of 
the West Midlands, allowing employers from the whole region 

to access training. It was further decided to offer and evaluate 
three slightly different training models across the three sites, 
where:
• Each site delivered the same three-four month, GPhC-

accredited, Fast-Track NMP programme
• The University of Wolverhampton offered only the Fast-

Track NMP programme. As the first of the three sites to 
commence the pilot, it was considered necessary and good 
practice to establish a baseline evaluation of the viability of 
the NMP programme (e.g. whether trainees and employers 
could manage the intensity of a Fast-Track programme; 
whether the content was fit for purpose; whether the 
workforce could realistically adapt to more intensive 
requirements for study leave, backfill and supervision)

• Aston University offered the Fast-Track NMP programme, 
with additional Minor Injuries training

• The University of Worcester programme offers either a 
Masters level (40 credit) module on Advanced Health 
Assessment or a five day Health Assessment short course 
followed by a Fast-Track Masters level (40 credit) Practice 
Certificate in Independent Pharmacist Prescribing

• Evaluation was agreed to be a collaborative effort 
between Health Education West Midlands and the three 
HEIs involved, with the research team led by Worcester 
University

INITIAL FINDINGS
An equitable ‘expressions of interest’ request from Health 

Education West Midlands to all regional secondary-care 
providers, led to 74 requests for places, against the required 
number of 45. All employers were fully briefed as to the 
expectations on them of involvement in the Fast-Track 
programme, but interest exceeded expectations.

At the time of writing this article, the University of 
Wolverhampton programme has concluded and the Aston and 
Worcester programmes are underway. Data collection from all 
courses is ongoing, with an anticipated December 2014 release 
of the interim evaluation report. 

Summary data from the first programme (Wolverhampton 
University) and the currently running second (Aston 
University) is shown opposite:

Enhanced, ‘Fast-Track’  
Non-Medical Prescribing (NMP) 
Programme for Pharmacists

2
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i. Wolverhampton University: Cohort 1*

Final number of students enrolled: Eight

Withdrawals/Attrition: One student withdrew after the first 
three study days due to lack of workplace pharmacist backfill 
cover

Final Pass Rates: Seven passed

ii. Wolverhampton University: Cohort 2*

Final number of students enrolled: 10

Withdrawals/Attrition: One student withdrew after the first 
three study days, due to family commitments

Final Pass Rates: Eight passed; one has extension for portfolio 
resubmission; expected to re-submit within the next month

iii. Aston University:

The Aston University programme, 60 credits at Master’s level 
(level seven) commenced on 1 August 2014 and will complete at 
the end of November 2014

• 24 students are enrolled on the course, which includes  
four Community Pharmacists

• 20 of the students undertook the attached Minor  
Injuries course

Feedback for the Minor Injuries course has been overwhelmingly 
positive to date and suggests that the course structure may 
be highly relevant for pharmacists in a wide range of clinical 
settings

iv. University of Worcester:

Within the Worcester University programme, six pharmacists 
elected to undertake the Advanced Health Assessment module

Following an intensive two week start to the module where 
the pharmacists undertook ‘Head to toe Physical Examination 
Skills’, the pharmacists proved their ability to adapt to new 
skills and excelled in their formative Objective Structured 
Clinical Examinations

All of the pharmacists are assigned Medical Supervisors 
in practice, who are reported to be extremely supportive 
and committed to helping develop competency in health 
assessment

Early indicators suggest that if the pharmacists carry on in this 
vein and continue to receive support in practice they should 
be able demonstrate the capability to advance their role into 
patient assessment

There are a further three applicants for the Worcester 
programme who will commence the five-day short course in 
November, followed by the Practice Certificate which starts in 
January and runs over four months

There are a small number of applicants who will complete 
the prescribing programme only utilising the Physical Health 
assessment component of the prescribing programme to gain 
skills in Physical Examination

*The Wolverhampton University NMP programme was divided into two cohorts to satisfy GPhC requirements 
for course delivery. Cohorts 1 and 2 should, therefore, be considered two parts of the initial programme

Image: Copycat37 / Shutterstock.com

The enhanced NMP course was 
intended to allow pharmacists to 
up-skill to Independent Prescriber 
level, with enhanced clinical skills 
and a focus on emergency, urgent 
and acute care
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TRANSFORMING 
CANCER AND  
END-OF-LIFE CARE:
An outcomes-based joint venture between the 
voluntary sector and clinical commissioners

The Transforming Cancer and End-of-Life Care 
Programme is an ambitious 10-year plan to streamline 
cancer and end-of-life services aimed at giving patients 
a world-leading experience. The aim is to appoint a 
single organisation to be responsible for managing 
the provision of the whole cancer journey, right 
from prevention and health promotion, self-referral, 
diagnosis and through to treatment and beyond and a 
single organisation to be responsible for managing the 
provision of all end-of-life care in Staffordshire.

Macmillan Cancer Support has funded NHS Stafford 
and Surrounds CCG, NHS Cannock Chase CCG, NHS 
Stoke-on-Trent CCG and NHS North Staffordshire CCG 
to procure and appoint these ‘prime providers’.

The current providers of care will remain the same, 
but will be responsible to the prime providers, rather 
than directly to CCGs and NHS England. The prime 
providers will be accountable to the CCGs and NHS 
England for ensuring that the whole pathway works 
effectively, providing seamless care for people with 
cancer and at the end of their lives. 

BACKGROUND
Macmillan Cancer Support estimates there are 

currently two million people living with or beyond 
cancer in the UK. This figure is set to double to four 
million by 2030. Figures from the Office for National 

Statistics show the number of new cases of cancer 
registered in England since 2001 has gone up by 20% 
and cancer rates are likely to increase as the population 
increases. Deaths in England are expected to rise by 
17% from 2012-30. Around 53% of deaths in England 
take place in hospital despite the fact that this is the 
location least preferred by the patient. 

The National Cancer Patient Satisfaction Survey  
2011-12 and the National VOICES Bereavement survey 
2011 suggest that patient experience of quality of care 
across Staffordshire varies for both cancer and end-of-
life care patients and their families. 

Cancer and end-of-life care is complicated at the 
moment, with many individual contracts for services. 
Each of these services relates to a different patient 
need, resulting in disjointed care for patients.

CCGs have in the past been focusing on individual 
episodes of care, rather than the whole pathway from 
beginning to end and there has been little time spent 
on examining the co-ordination and communication 
between providers and any service developments 
needed. 

In Stoke-on-Trent the number of people with  
cancer and deaths rates are higher than average.  
South Staffordshire also has higher than average rates 
for both cases of breast cancer and for deaths from 
breast cancer.

Macmillan Cancer Support is working with four Clinical Commissioning Groups  
(CCGs) and local authorities across Staffordshire and Stoke-on-Trent to  
radically transform cancer and end-of-life care
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OBJECTIVES 

IMPLEMENTATION
Macmillan Cancer Support has provided £867,000 

funding for the programme, recognising that such a 
major transformation cannot be resourced by taking 
staff away from frontline services. The programme is 
also supported by Staffordshire County Council and 
Stoke-on-Trent City Council and Public Health England.

The intention is that the CCGs will have appointed 
the prime providers in time for them to start delivering 
services under their contracts in July 2015. Improving 
services to the best they can be will take time, but 
Macmillan expects to see real improvements within  
two years.

The prime provider contracts will replace around 
70 separate sub-contracting arrangements. Contracts 
will be for 10 years. In the first two years, the CCGs and 
Macmillan will support the selected prime providers 
to improve the currently available data on activity 
and costs, which is not yet sufficiently sophisticated 
to enable a purely outcomes-based approach as it is 
focused on interventions and individual providers, not 
on the whole pathway. Therefore, a key element of the 
prime provider's work in the first two years will be to 
improve the data and analytics in order to provide a 
basis for a truly outcomes-based contract. They will also 
be expected to demonstrate real improvement in patient 
and carer experience. During the first two years the 
contract will be fee-based. 

Contract responsibility will formally transfer to the 
prime providers in the third year when the data is robust 
enough for effective pathway-outcomes performance 
management. This may then allow for risk and gain 
share. The prime provider could potentially not be a 
provider of any of the clinical services involved but rather 
focus solely on the job of integrator, sub-contracting all 
service delivery.

The prime providers will be held accountable for 
the entire patient experience and clinical outcomes. 
Providers will need to demonstrate they have achieved 
a pre-agreed set of quality measures within a given 
expenditure target. Involvement of service users and 
carers is central in determining the outcomes for the 
contract.  

PROCUREMENT
The prime providers will be chosen by the CCGs 

and NHS England through a transparent public sector 
procurement process led by the NHS Strategic Projects 
Team. This process will include patients and carers 
throughout and will follow established public sector and 
EU processes. The procurement process began in June 
for the cancer contract and July for the end-of-life  
care contract.

A spokesman for the programme said: “We aim to 
inform successful first stage bidders, following PQQ 
[Pre-qualification questionnaire], in early November 
before the next stage of procurement.”

WORLD-CLASS CARE
A statement from the programme said: “We want 

to provide the people of Staffordshire with world-class 
cancer and end-of-life care appropriate to their local 
needs. We want to make sure that they receive the best 
possible support wherever and whenever they need it, 
and that no-one feels as though they have been lost in 
the system. We want to make sure that people are able 
to receive treatment where they want, and ultimately, 
that if it comes to it, they are able to die in a place of 
their choosing. This is about providing a seamless 
service from diagnosis and throughout the treatment 
process and beyond, putting the patient at the centre of 
their care.” 

The aim of the programme is to make cancer and 
end-of-life care in Staffordshire and Stoke-on-Trent 
world-leading so that:

Care is tailored to individuals

It is easier to find support

No one falls through the gaps

People will be able to die where they wish

People are given the right support at the right time, no 
matter where they live in the county

Health and social care professionals are able to look after 
patients to the best of their ability, without being hampered 
by an uncoordinated system, including being able to 
communicate more easily

Health and social care professionals are able to plan care 
with confidence that the services are in place where and 
when they are needed

The NHS has sustainable, high-quality, services that  
co-ordinate well together and make the best possible use  
of the resources that are available

The procurement stages are as follows:

Publication of the Official Journal of the European  
Union notice, memorandum of information and the  
pre-qualification questionnaire invitation to submit  
outline solutions

Invitation to submit final solutions

Preferred bidder and contract finalisation
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“Patients and the public across 
Staffordshire and Stoke-on-Trent 
have told us that they believe end-of-
life care can be improved by making it 
more ‘joined up and seamless’”
Andrew Donald, Accountable Officer for  
NHS Cannock Chase and NHS Stafford and 
Surrounds CCGs

”

“We know that patients and carers 
are telling us that things are not as 
they should be – they get lost in the 
system, they have to tell their story 
several times and they don’t know 
where to turn to for the right support”
Dr Jonathan Shapiro, Macmillan Director of Clinical 
Engagement for the Transforming Cancer and End-
of-Life Care Programme

”

“We hope a whole range of 
organisations will express their 
interest, but whoever is appointed 
will be subject to a rigorous oversight 
and scrutiny for quality, patient safety 
and outcomes, whether they are from 
the NHS, the voluntary sector, or from 
the private sector” 
Dr Fran Woodard, Director for England  
at Macmillan Cancer Support

”

References:
•  Beginning with the end in mind. How outcomes-based commissioning can help unlock 

the potential of community services. NHS Confederation. September 2014 http://www.
nhsconfed.org/~/media/Confederation/Files/Publications/Documents/Beginning-with-the-
end-in-mind.pdf

• Transforming Cancer and End-of-Life Care http://www.staffordshirecancerandeol.com/

“There’s a range of things I’d pick 
out that we’re particularly proud of 
that should all come to fruition in the 

next few months. We’ve been working on an outcomes-
based contract for musculoskeletal services in the city. 
The contract’s not there yet but we’re hoping that it will 
be ready for April 2015. We really wanted to get away 
from the previous tariff-based contract and it will make 
a big difference.

We’ve also been working on a range of smaller things 
that GP practices have picked up on. For example, we 
have a significant Slovak immigrant community in 
Sheffield with higher rates of Hepatitis B which wasn't 
being picked up. We’ve put in place the measures to 
make sure that it is being picked up. We’re particularly 
pleased with the speed at which we were able to 
commission a response to this. It might otherwise have 
taken a year to do something similar under the old 
system.

We’re also proud of the governance arrangements 
we’ve put in place here. We were authorised with no 
conditions which took some doing and we also balanced 
the books in the first year. These may sound basic things 
but they have taken a lot of work – and we’ve proved a 
lot of CCG detractors wrong in the process.”

Dr Tim Moorhead,  
Chair of NHS Sheffield CCG

Share an achievement you are proud  
of by emailing your thoughts to  

editorial@commissioningmonthly.com

ACH I E V EMEN T
L E A D I N G

Commissioning asks our readers to  
share their proudest achievements
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Punchline
Devolution in the NHS

Monthly thoughts from 
Dr Phil Hammond, GP, 
writer and broadcaster

Dr Phil Hammond

Oh the irony. Labour’s killer 
argument to win the next election 
– that the Tories are destroying the 
NHS – became Alex Salmond’s killer 
argument to nearly win Scottish 
independence (and lose Labour  
some safe seats). As things turned 
out, ‘Killer’ Cameron hijacked the 
entire debate and turned it into a 
‘home rule for England’, rallying cry 
that has wrong-footed both Nigel 
Farage and Ed Miliband. Who can 
claim to be a patriotic Englishman 
and not argue in favour of English 
votes for English issues? 

In reality, votes from Scottish, 
Welsh and Northern Irish MPs on 
England-only issues have rarely made 
a difference, but when they do, it 
can be highly significant. Tony Blair’s 
dream of NHS Foundation Trusts and 
tuition fees would have been voted 
down by English MPs, but squeaked 
through thanks to the Scottish Labour 
MPs, even though Scotland rejected 
both ideas.

I’m all in favour of devolution, but it 
has to go way beyond parliament and 
into people’s homes. Knowledge is 
power, no more so than in healthcare, 

and it’s simply inexcusable that 
we keep missing deadlines to give 
patients full access to their online 
medical records. With only 3% of GP 
surgeries up to speed, the target of 
April for access for all seems a little 
unlikely. And yet the NHS has been 
promising access to records for years, 
and some GPs are way ahead of the 
game. Check out Dr Amir Hannan 
at www.htmc.co.uk to see how 
knowledge, power and control can be 
devolved to patients. 

Dr Hannan is one of my NHS 
heroes. He responded to the 
challenge of taking over the medical 
practice of the mass murderer  
Dr Harold Shipman, who killed at 
least 250 patients, by making his 
GP practice one of the most honest, 
open, transparent and technologically 
savvy in the UK. Dr Hannan realised 
that he had to re-establish trust, and 
one way to do that was to encourage 
as many patients who wanted it, 
to have complete access to their 
medical records. Anything written 
about them, they could plainly see. 
They could be fully involved in all 
decisions about their care. ‘Nothing 
about you, without you’.

He started out by offering all 
patients a copy of their records on 
a USB stick that they could carry 
around with them. Now he offers 

them the same service online. Over 
the years, Dr Hannan has built up this 
culture of transparency, and patients 
in his practice participate not just 
in decisions about their own care, 
but in the running of the practice 
and its continual improvement. The 
technology has been important 
not in itself, but because it's driven 
this culture change where patients 
are given all their personal medical 
information and data if they wish 
it, they can book appointments and 
order prescriptions online, update 
information to and correct their own 
records and they can take on as much 
responsibility for their care as they 
want to. There is no reason why any 
GP practice shouldn’t be able to offer 
this service. Is yours? 

Or how about ‘Patients Know 
Best’, a system which allows NHS 
teams and patients to work as true 
partners through a secure ‘facebook-
style’ website, where patients can 
access their records at any time, 
organise them in a way they can 
understand, add to them, upload 
‘traffic light’ monitoring systems and 
advice that tells them what to do if 
an illness gets worse, and to share 
their records (or not share them) 
with anyone they choose. This allows 
online conversations, and Skype, 
with many members of a team and 
family at once. And you can take a 
copy of your records on holiday. It’s 
leading the way in the NHS to a move 
towards more on-line consulting 
and less taking half a day out of your 
life for something that could have 
been sorted out from home. No one 
ever said on his death bed “I wish I’d 
spent more time trying to find an NHS 
parking space.” Devolution in the NHS 
starts with devolution of data. Give 
it to those who want it, and let them 
integrate their care with their life – 
whichever home country they happen 
to inhabit. 
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Leading local partnerships
How CCGs are driving integration for their patients 
and local populations

October 2014

NHSCC Leading local partnerships_Br1083_4.indd   1 17/10/2014   09:58

NHS Clinical Commissioners 
publishes new report: 

Leading Local Partnerships is  
the new report from NHS Clinical 
Commissioners based on 10 
full case studies, and another 
10 shorter ones from their 
membership, which showcases 
CCGs that are driving integration 
both within health and with other 
sectors, to deliver high quality 
care for their patients and local 
populations.

This new publication demonstrates 
how the system of clinical 
commissioning is maturing and 
developing into one focused 
on wellbeing as well as illness, 
and one that is committed to 
developing a more coordinated  
and integrated approach which 
puts patients at the heart. 

To download a copy and  
read it in full go to

http://www.nhscc.org/policy-briefing/ 
leading-local-partnerships



TO RESERVE YOUR COMPLIMENTARY PASS FOR 2015 GO TO 
WWW.BESTPRACTICESHOW.CO.UK/2015

Best Practice 
is the national 
event for 
general practice, 
delivering clinical 
and practice 
business training, 
and showcasing  
innovation and 
excellence in 
general practice. 

GPs will benefi t from lively analysis 
and debates on the future of general 
practice; case-based advice on 
preparing for key changes to the 
2015/16 contract and beyond; 
essential business and fi nance 
skills; immediate strategies for 
maximising your workforce and 
premises; updates on new CQC 
inspection regime and much more.

Practice managers will benefi t 
from peer-to-peer exchange of tips 
for running a more cost-effective, 
effi cient practice; an action plan 
for making the best of constrained 
premises/workforce; strategies for 
succeeding in an 8am-8pm, 7-day 
NHS; essential legal and HR advice 
on running a trouble-free practice, 
business and IT solutions to key 
challenges, including online access.

Dispensers will benefi t from 
workshops on controlled drugs 
and monitored dosage systems; 
case studies on improving the 
quality of PPD returns and practical 
dispensing matters;  hearing 
the latest news on funding for 
dispensing services and up to date 
information about changes to NHS 
general practice contracts. 

Over 16 CPD hours of FREE TRAINING 
FOR GENERAL PRACTICE

●   RCGP accredited clinical 
updates stream

●   Practice business and fi nance 
stream

●  Dispensing doctor stream
●   Future of general practice 

stream

At last, 
a value-packed event

that helps you care 
for your patients 
and your practice

Over 16 hours

of FREE CPD

In partnership with

Now featuring the 
DDA Annual Conference

SAVE THE DATE  21-22 October 2015




