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NHS England achievements

The NHS has made significant progress in implementing the Carter
recommendations, but there is still some way to go. Since April 2013, NHS
England has achieved the following in specialised commissioning:

Creation of (CRGs) to
provide expert advice on specific services;
Development of more than and more than

on to each CRG, along

with a , with whom to share ideas and test
out new approaches to the way services are commissioned.
The , CO-

designed with NHS England’s Patient and Public Engagement Steering
Group.

The with a specific responsibility for local
service delivery in partnership with providers.



Supplier/commercial organisation within
or outside the MHS that plays a part in
the supply chain of the functions relating

OTHER ORGANISATION

Other organisation - this might

include. requlators, professional
bodies, media and political

to the service area. This may include a organisations

company developing drugs or devices for

HEALTH SECTOR
PARTICIANT
Health and social care service
provider or commissioner interested
in a particular CRG service aren

the service area

INDIVIDUAL PARTICIPANT
provider staff or members of the
public. These participants do not
represent an organisation but as an
individual are interested in
influencing future service
development.

PATIENT OR CARER
ORGANLSATION
Patient or corer organisation that
directly or indirectly represents the
interests of people who use the
services covered by the CRE. They
may provide direct support for the
PPE Members on the CRG.

Public Health ! Pharmacy...

‘The Area Team Public

Health Lead and 8
Pharmaciat will be

d 1o tha CRGa on

an annual basis
depanding on the work

plan

Commissioner...

Accountable lsad
commizsionar for
each CRG

'/—ﬂ.ﬁiiamd organisations who
play a key part in the
coordination and assurance of
training and professional
leadership can hold up to four
places on the CRG membership.
For example Royal Colleges and
Specialty

",—Haﬁunal Clinical Directors...

All stakeholders mapped into
categories and a CRG
specific stakeholder plan
formed

ﬁ

‘The National Clinical
Directors will co-chair the
clinical reference group
related to their area of remit

Chairs appointed for each CRG...

A clinical chair is appoimed
for each clinical reference
group who is responsible for
anabling the meaaningful
involvement of all members

Patient and carers...

Four PPE membeare bringing
patiamt and carer axperance 1o
the GRG. Thay may be

individuals or part of & patisnt

Commissioning Board

The Membership
of a Clinical
Reference Group
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NHS

Commissioning Board

Advance notice specifications
o e N Pt
Natfonal institute for strategic plan developed with _
Mealth and Clinical Excellance Mationally publicly reported stakeholders . - -
provider performance against Level 2 Gmplﬂuﬂu;mlpuiuﬁ
mt} measures. Paolicies inked clinica -
Toval 2 Revsed speciicatio desveres ouicome measures Th_e !:unctlon of a
Couaity memsures dentiied for e Shrone focus on Level 2 Clinical Reference
each service linked to the autcomes from user Policies formed with evidence Gmup
domains of the outcomes perspeciive. analysis.
i [ teven ] [ tever |
_ [First round specificafion for All 2012113 policies identified The Clinical Effectiveness Team
Pilot quality measures and 201214 and highest risk palicies forms a key support structure for the
dashbeards for 2012/13 converged. Policies with limited formiation of the products of
oversight closed. commissioning. They will hold an
annual budget fo outsource work as
required
Service
Specifications

Commissioning

Innoyation

Quality
Measures

Policy
Contribution to the complete healthd& wealth
national standardised collection
of all data sources
Level 2 _ _
Information The Innovation
Review of all local data i ' ' i
e of ot iewio Algorithm Products Portfolio
improved standardisation
Core information for 2013714 Stralegic
informafion algorithm QiPpP Frajects
S —
Chres
ELLS
Scope Froject
Cisco -
weh Conlerencing and
Webe)( Caollaboratdo 50|L!-:|0ﬂ$ QIPP demonstrating improved Integration of CQUINs with
quality, inmovafion and seryice strategy and 3 year N -
There will be as many as 1800 people - : The work camied out across the clinical
involved in clinical reference groups. In praducthity specification fo lever change reference groups will follow the principles
2013 we will develop educational activities Level 2 Level 2 of Managing Successful Programmes:
fo improve member's IT skills in the (M5SP). Projects that are leading to one 8
utilisation of web conference facilifies. Rolling programme of QIFF Hew CQUIN development fo products will be known as 'core projects’.
schemes identified and predefined templates o be Other projects will be undertaken aligned
reviewed each year included in pick st one of the five culcome domains and will
n-.-_.——-"" [ reven ] [ teern ] et o8 SRme e
Identification of potential QIPF CQUIN if in place in 201142
schemes for 201314 All idenfified CQUIN added to
contracting round pick list.
T —




Context

CRGs have developed service specifications

Healthcare providers have assessed compliance
against key elements

Single provider contract with one area team

CRGs have also developed clinical commissioning
policies & policy statements



10 Area Teams

Birmingham & Black Country

Bristol, North Somerset & South Glos
Cheshire, Warrington & Wirral

Cumbria, Northumberland & Tyne&Wear
East Anglia

Leicestershire & Lincolnshire

London

South Yorks & Bassetlaw

Surrey & Sussex

10 Wessex
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Neurosciences CRGs

Brain & CNS Tumours (Cancer & Blood)
Stereotactic Radiotherapy (Trauma)

Adult Neurosurgery (Trauma)

Complex Spinal Surgery (Trauma)
Neurosciences (Trauma)

Paediatric Neurosciences (Women & Children)



Other CRGs in cancer POC

e Radiotherapy
 Chemotherapy

* PET

* TYA

e Specialised Cancer

e Complex head and neck



CNS tumours key specs

* Brain/CNS tumours service spec
— Outcomes recorded (complications/QOL/survival)
— MDTM discussion before treatment (as per NICE 10G)
— Specialist care (as per NICE 10G)

 Complex NF-1 service spec
— MDT care
— Genetic labs accreditation & ability
— Equal access to care
— Appropriate facilities and support for young people
— Named CNS in NF-1

* NF-2 service spec
— All patients seen in MDT clinic with >40 pts
— All patients should be able to discuss auditory rehab
— Annual MRI with national agreed protocol
— Appropriate facilities and support for young people
— All patients who become deaf to discuss ABI with MDT clinic
— All patients with rapidly growing tumour to be considered by MDT for avastin



Levels of compliance

1. Fully compliant
2. Fully compliant by 1/10/13
3. Unlikely to be fully compliant by 1/10/13 -

temporary derogation application required with
action plan in place to support compliance

. Unlikely to be fully compliant - significant
concerns about compliance in medium to long
term or other significant concerns to be
discussed



Service Specifications

Many moving from developmental to mandatory part of
contracts

Development of provider action plans to achieve compliance
— “derogation”

Small number require further work prior to introduction
Area teams performance monitoring delivery of action plans

NHSE will utilise sanctions for significant or persistent non-
delivery

NHSE does not expect service specs to drive inflation on
overall costs



Brain & CNS Tumours Policies

e Commissioning policy in development
— 5-ALA-guided resection of high-grade gliomas

* Policy statements in development
— Rare tumours
— Molecular markers



The Financial Challenge

If we continue with the current model of care it is likely we will face a funding gap between
projected health spending requirements and NHS England resource of around £30bn between

2013/14 and 2020/21.

This estimate is before taking into account any productivity improvements and assumes the NHS

England resource remains protected at flat real.

Projected Resource vs. Projected Spending Requirements
140.0
135.0 //
130.0 /
125.0
120.0 / £30bn Total Projected
e / Costs
“ 110.0 Projected
105.0 / Resource
100.0 //
95.0 -
90.0 T T T T T T 1
FY 13/14 FY 14/15 FY 15/16 FY 16/17 FY 17/18 FY 18/19 FY 19/20 FY 20/21




Strategic Direction

Ensuring consistent access to effective treatments in line with
evidence based clinical policies, underpinned by audit

Clinical sustainability programme with providers, focused on
quality and value

Financial sustainability programme with providers, focused on
better value

Systematic market review of capacity, consolidating services to
address clinical/financial issues

New commissioning approaches that promote integrated care

Systematic rules-based approach to in-year management of
contractual service delivery



Five Year Strategy Development Process

We wish to produce a strategy which is aspirational in its goals and achievable in its
objectives. Developing a five year strategy for specialised services is vitally important
to drive forward the promotion of equity and excellence in the commissioning of
specialised services.

Overarching strategy to set the direction of

Strategy (Mission specialised commissioning
and Vision) 2014/15 — 2018/19
Five year
______________________________________ strategy for
Specialised
Plans to set the priorities for individual services, Services

Service Level including consideration of the transactional and
Plans transformational projects needed to deliver cost
savings.

g speccomm



Strategy Development Overview [1]
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Strategy (Mission and Vision) ! : Engagement Events
Written submissions
1

Area Team
Meeting
Area Team
Meeting
Area Team
Meeting
Area Team
Meeting
Area Team
Meeting
Area Team
Meeting
Area Team
Meeting
Area Team
Meeting
Area Team
Meeting

_—————-——'—
Operational Plans (Service & Financial)

IPP Proposals Derogation .
(0] p e Area Team Delivery Plans Operating
Plan

Plan

Eiraineal Bvalaiitam Regional Delivery Plans

Draft QIPP
Final QIPP
Plan

National Delivery Plan
# ————;——_———
Service- vael Dellvery Plans : i ' A3 o S — '
(o] Proposals !

Provider Landscape, Variation Maps

Internal
Medicine
Cancer &

Blood
Trauma &

Rehab
Women &
Children

Codepéndency Map,'SWOT
Assimilation & Consolidation
Rare Disease Response

Scope
Mission & Vision

‘ Launch of ’Publication of Rare 2014/15 QIPP ‘ Publication Rare Disease England Plan
Strategy Plan Diseases Strate
&y &y Programme Strategy Web Portal Opens




Service Delivery Work Stream:

Provider

Landscape

CRG toolkit

e Identify which service specifications are dependent upon co-location of providers for
delivery, and what co-location is required:

* H (same hospital) | T (same town/city) | A (same area) | R (same region)
X (no co-dependency)

e Consider the existing strengths and weaknesses of each service, and what threats and
opportunities will need to be negotiated .

e Consider how external influences may affect and shape each service over the next five
years

e For each service specification, receive and sense-check a list of providers providing a
specialised service/meeting core requirements/not meeting core requirements.

e Output of this work will be a provider landscape, grouped by area team and programme
of care



Baseline Analysis: SWOT

e Strengths

1. Dedicated specialists in most trusts

Good multi-disciplinary working

Improving infrastructure

Good CNS support

Patient focused services with support from charities

A



Baseline Analysis: SWOT

e \WWeaknesses

1.
2.

Difficulty adopting NICE IOG in some areas

Patchy rehab and lack of joint working with
social care

Barriers to clinical trial recruitment

4. Slow to implement new technologies

Inequalities in accessing services



1

2
3.
4.
5

Baseline Analysis: SWOT

Opportunities

. Drive forward sub-specialisation to improve
outcomes and reduce costs

mprove pathways to improve pt expereience
mprove rehab and psychology

Research and clinical trials
. Access to SRS/SRT for metastatic cancer



Baseline Analysis: SWOT

 Threats

1.
2.
3.

Lack of funding and cuts to existing services
Capacity and demand issues

Lack of evidence base for rarer conditions
affecting funding

4. Not able to keep pace with new technologies
. Uncertainty of commissioning landscape



Baseline Analysis: PEST

* Political / Economic / Sociological / Technological
NHS funding reducing

24/7

Escalating costs

Workforce planning and training

National peer review

Capacity issues —impact on specialised services
Impact of national commissioning of SRS
Repatriation to secondary care

Access to rehab

10.Impact on MDTs of increasing referrals

O 00 NO U WbhE



Service Delivery Work Stream:
Contents

A Practical
resource for

QIPP 2014/15 CRG toolkit CRG to work

through
proposals e Co-dependency map

e Baseline analysis
e Provider landscape

Service delivery

plan

Programme of Care
Engagement events A3 Service Proposals

Launched mid
December 2013



A3 Proposals

» Simple storyboard that describes a strategic change on one A3 sheet of paper

* Area Teams, CRGs and all stakeholders are all encouraged and will be helped to submit
an A3 proposal.

* Each A3 will be scored in two domains: Value for the Patient and Cost/Saving to
Deliver. From this a value for money assessment is made.

A3 STRATEGY REPORT - SPECIALISED SERVICES Right Hand Side

Themme. Every rapon siarts with & “feme” or e, The feme Fdicains the pblen being addmsssd, Futwre State. i s sectian the wsion of the fulure siale s artculated and the achissement at
ared i Tairky descriptove, The B should Teous on e groblem, and nol sdvocate & padicdar sshilion yoars dofiresd. Again the author should aftempt If possiblo 1o aficulate the fubure siate ina
E || disgrameratic vy using pichres, graphs sl

Mokt tha A3 report authar desorbes any perinant background imfommation that is
essanlial o understanding the extant and impartanca of the problem. Bems that might be inciudad in
thin saction ans how Fre problem was discoversd, why the problem is imperiant lo the service goals,
e VANCUS pamies volved, e probkem symploms, past pelformante o XN, organ sation
and 5o forth, 1 it deadfit g
] fit enéne grakebaiter®

H State. in this section e author descrbes how the hame cumendy works, The section uem 3887 THE o e b5
Left Hand Slde b 2 mix of best, sample clata, and ks greaty helped If the athor ¢ o pecribe Ihclssl.ct:nal med P ...lmtﬂ-t“pf This includes detail of the

configuration, data and graphics.

A view of how things could be, the
‘Future State’

An analysis of how things are now, e e 4
e S pEG il U g l*".’bﬂllw al ihe ux:.nrul lwuw Iulun TI ird by, bTUIHg'BInl

the ‘Current State’ bl et et e i g Gt The yearly objectives are defined

that need to be included to reach

This should include data to define the future state

the issues, graphics to illustrate
change etc.

A root cause analysis using the 5-
whys or Fishbone diagram is
included

Objectives. Hars defire the cbjaciins meer the S-year Smaframs

We are expecting
in the region of
300-500 A3
Strategy Reports

Root Camse Analysis. as the aumar comas 1o understand the curen condtion 3 d6en and
rresaringiul way, # bemmes imperative el she comaes (o undersiand the rool csuse of the probilem
symalome shown as slm bursts in the cumen condilion dagram. & common bechnique for root cause
arelysis i the °5 Why's” malhod af Fishbne Diagram




A3 Proposals — The Process

A3 Proposals

Patients, the public and

commissioners score.
Final priority setting
proposed to be

completed in public

Each A3 is scored a) by value to the
Score in 2 patient, b) by cost/saving to deliver.
domains Process TBC

. High
Low patient patient

value / high value / high
A Boston Matrix is used to map all the savings i

A3s into a framework. In year one the

Prioritise with
stakeholders

proposal of greatest value for the
highest savings form the first objectives Low patient patient

High

value / high

o value / high

cost




A3 proposals: CNS tumours

New model of cancer network MDT — rehab
New pre-op MRI protocol with volume sequences

Introduction of QOL measures — EORTC QLC C30
and BN20

Brain tumour tissue banking
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EORTC QLQ - BN20

Pafienis sometimes report that they have the following symptoms Please indicate the exfent
to which you have experienced these symptoms or problems during the past week

During the past week: Not at A  Quite Very
All Little aBit Much

3. /Z.‘nd]rm wncgptiia sbout the firnurs? 1 2 3 4
Did

32. you ymhsdseﬁ'.:kjmymrtundﬂ:iun'! 1 2 3 4
33. Weme you concerned 8 ion of family Life? 1 2 3 4
34, Did you have ? 1 2 3 4
35. Did your outjook on the future worsen? 1 2 3 4
36. Did you have double vision? 1 2 3 4
37.  Was your vision blurred? 1 2 3 4
38 mmhavediﬂicmwmm m.ﬂJ’ 1 2 3 4
30,  Did you have seimares? 1 2 3 4
-

40. Did you have weskness on one sids BTV body? = 1 2 3 4
41. Didyou have trouble finding the right words to =

express yourself? S _) 2 3 4
42, Did you have difficulty speaking? 2 3 4
43. Did you have mouble conmmmicanng your thoughis? . 2 3 4
44, Did you feel drowsy during the daytime? S——_ | 2 3, 4
45, Did you have mwouhle with your coordination? 1 4
46.  Did hair loss bother you? 1 7 3 --'/
47.  Did itching of your skin bother you? 1 2 3 E)
48 Did you have weakness of both legs? 1 3 3 4
49, Ddid you feel unsteady on your feet? 1 2 4
50. Didyou have trouble controlling your bladdar? 1 2 3 4

€ Copyright 1008 BORTC Stecky Geoep m Quuality o i, (pse TV smochuli)
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EORTC QLQ-C30 (version 3) During the past week: Motat A Quite Very
Al Little aBit Mnuch

We are imterested in some things about you and your health. Plesse snswer all of the questions yourself by

circling the number that best applies to you There are no "right" or "wrong™ answers. The information that you 17. Have you had diarrhea? 1 2 3 4

provide will remain strictly confidential.

18. Were you tired? 1 2 3 4
Your birthdate (Day, Month, Year): (I T | 19. Did pain interfere with your daily activities? 1 2 3 4
Tndxfsda‘te(w:nm,'fen}: 31 Lad o by sl »
1 2 3 4
( -+ Notat A Quife Very
1 have
ke ! 2 3 4 7. 1 2 3 1
2. Dwoyodhave 1 2 3 4 3, 1 3 3 4
3.  Dovyouhave any trouble talgnge 2 shott outside of the house? 1 2 3 4 24 1 3 3 4
4. Do younesd to stay in ora the day? 1 2 3 4 25, 1 5 3 4
5. Dwyounneed help with £, dressing, 2%
yourself or nsing the toiles? 1 2 3 4 .
1 2 3 4
During th t weels: el 4 Notat A ite Vi -
ring the past weel: - Quite  Very interfared with your social activities? ) 1 2 3 4

} All Little aBit Much -

- . . - . 4 8. Has)mphjd:ﬂtuﬂﬁﬁunﬂrmemgmn *
- Were you limited in dofng either your work caused you financial difficulties? } 1 2 3 4

7. Were you limited in pursuing your hobbies or o
leisure time activities? ! ? } * For the following questions please ci 1?(- between 1 and 7 that
8  Weze you short of breath? ] 4 best applies to you
9. Have you had pain? 4 20, How would you rate your overal] health during the past weel o~
10. Did you need to rest? 4 1 2 3 4 5 6 /\\\
11. Have you had trouble slesping? 4 Very poar Excellght -
12. Have you felt weak? 4

30. How would you rate your overall guality of life doring the past week?

13. Have you lacked appetite? 4
1 2 3 4 5 L] T
14. Have you felt nanseated? 1 2 3 4
Very poor Excellent
15. Have you vomited? 1 2 3 4
1§. Have you been constipated? 1 2 3 4 € Copyright 1995 EORTC Quality of Life Group. Al ights resarved. Varsion 3.0

Please go on to the next page @



Summary of Five Year Strategy Process

All workstreams will come together to help define the strategy

Reconfiguration

Operational Plans (Service & Financial)

. 1 | :
Five year

Strategy (Mission and Vision) strategy for

I B e oy Specialised

Proposals .
, , Services
Service Delivery Plans

Incorporation of existing and new strategies (e.g. Rare Disease strategy)

¥

Patient and

Strategy public Continual progress
facing and appraisal during

accountable five years

! . Tran ren
Public voice ansparent

throughout

process




The constraints

NHS England will only commission services from providers
who meet service specifications.

Networks of care may provide the necessary infrastructure
within available resources.

Services must be safe, have good outcomes, good patient
experience and demonstrate good cost control.

Clinicians and finance directors have to think together about
change.

NHS England has to reduce expenditure by 10%. This is
against a backdrop of increasing demand for services.

NHS England wants to explore consolidation to 15/30
providers for specialised services.



Developing the Service level Strategic
Plan-Plan on a Page

How: Standard template, timeline and guidance
pack issued in March.

When:

Final Plans submitted end of May
Assurance and prioritisation of plans in June
Sign off through governance steps June/July

Public Consultation on full strategy expected
July-September

32



CRG/Service Specification Level: Specialised Services Programme

The Vision

Describe briefly how your service looks in 2014, what you would like it to look like in around 5 years time and why. Explain which of the five domains would be addressed by moving from
the current service description to the proposed vision. Try to describe how the service will look and why it would be better than it is now. The aim here is to create something short,
descriptive and memorable. The detail will be in the Ambition box below

The domains are set out below as an aide memoire

Quality of life for patients with Care delivered in a safe

Domains Prevent premature death LTCs Help recover from ill health/injury Ensure positive experience of care environment

The Strategic Ambition

Describe your vision in more detail.

What are the problems with the current state?

Put some more detail about what the service will look like when the vision has been achieved

When will the vision be delivered?

If this is more than 5 years, why?

What are the key changes that will be seen after 1 year, 2 years, 3 years etc?

What will the key standards and core service to patient look like- use of telemedicine, technology, streamlining of services, one-stop?

What will be the key quality improvements to patients?

How will the service be integrated and work with key partners? How will the service interface with other services from your/other Programmes of Care? Operational delivery networks, potential for prime contractor delivery, part of a
bundled pathway of interdependent services?

How will the service be engagement in research and innovations? Alignment to Academic Health Science Networks (AHSN)s?

How are patient accessing the service? How are patient exiting and supported in a seamless transition to the next part of the care pathway for their treatment?

The Case for Change

Why does the service need to move from its current state to that described in the vision? What outcomes will it deliver as a result) box below

Why should moving to this model should be the strategic intention?

Consider SWOT and PEST. What strengths in the baseline position does this improve? What weaknesses and threats does it mitigate? How will it capitalise on the opportunities? How does it take account of the national and local
priorities identified in the PEST analysis?

How goes the new service model bring improved benefits in terms of Accountability, Money, Integration, Quality & Safety and Innovation. Use the output from the strategy day and the consideration of the A3s to help describe this.
Will outcomes be improved and if so in what way? Include improvements in clinical outcomes, patient experience etc.

How will the vision improve equity of access to the service?

How will changing to your strategic vision contribute to meeting the recommendations set out in the Carter review?

How will achieving the vision contribute to achieving the rare diseases strategy, if this is appropriate?

What will be the effect on providers (e.g. move to 7 day service, one stop provision, more community care, move to tel dicine, require ts for co-location with other services)

What will the delivery model look like? (e.g. fewer centres, services bundled and delivered in centres of expertise, networks)

In the context of the financial climate and QIPP, what efficiencies will the vision deliver?

Will reconfiguration be needed?

What are the c q es of not ing to this vision?
Strategic Goals
Quality & Safety Accountability Money Integration Innovation
[Using your vision and the case for [Using your vision and the case for [Using your vision and the case for [Using your vision and the case for [Using your vision and the case for
change describe the key Quality and change describe the key Accountability change describe the key Money change describe the Integration change describe the key Innovation
Safety strategic goal that will be goal that will be achieved] strategic goal that will be achieved] strategic goal the at will be achieved] strategic goal that will be achieved]
achieved]
Clinical and Patient Outcomes
Quality & Safety Clinical Outcomes Patient Experience Access and Equity Sustainability
[i.e. reduction in pressure ulcers] [i.e. increased 1 year survival rates] [i.e. hand held records, one stop MDT [ie waiting times, time to treatment, [le economic, infrastructure,
care, 7 day access, increased use of telemedicine] financial]




Conclusions

Specialised commissioning processes via NHS
England are evolving rapidly!

Service specs have been set but will also evolve
There isn’t enough money in the pot!

We need to change to stay afloat

5 year strategies being developed



