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Criteria for inclusion: Types of studies*
Participants: Professionals who commission end of life and/or dementia services, from across social and

health care. Service providers may also participate in these studies.

Interventions: Any /local authority/clinical commissioning group involved in commissioning services for a

health care environment. Outcome measures were not used as inclusion/exclusion criteria.

Search strategy: A web-based search for national policy and guidance documents, based on the following
search topics: End of life care and dementia; End of life care; Dementia. Reference chaining from

documents referenced in policy and guidance documents.

English language academic literature papers (descriptive, discursive, and empirical) published 2012-2015
inclusive, which detail factors and process influencing the process of commissioning services for health and
social care, in-keeping with commissioning reforms following the Health & Social Care Act 2012; in

particular the establishment of clinical commissioning groups.

Local policy documents, such as dementia strategy for a local authority area, identified by service
commissioners interviewed as part of the study or identified through web-based searches using search terms
relevant to the locality. Online-based searches of Web of Knowledge (including MEDLINE); Scopus;
Oxford Journals; The Kings Fund.

An iterative snowball technique was employed, manually identifying further documents from the
bibliographic entries of the ones already retrieved; in addition, abstracts and posters from conferences were

included in the search

Search terms: commissioning; commissioning health social care; commissioning dementia; commissioning

end of life. Reference chaining from included literature.

Documents were included, if their titles suggested that they detailed commissioner’s experiences of the
commissioning process AND/OR service provider’s experiences of the commissioning process AND/OR
factors which enable or inhibit the commissioning process AND/OR compare commissioning
arrangements. Other studies were considered eligible if they offered a relevant and rigorous analysis of the
commissioning process for end of life and/or dementia care. Searches yielded a total number of 45 papers
and their relevance for the study was ascertained through reading the abstract. Returns are displayed in the

table below.

*only studies published in the English language were considered and were restricted to those published

2012 and later.

Additional supplementary data: Box 1 Inclusion criteria and search strategy
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Question Pubmed | Web of | Scopus | Proquest* | Proguest Ovid IJSTOR | NHS AMED | BNI | CINAHL | EMBASE | Health HMIC | PsychINFO | Medline
Science Social all Evidence Business

Sciences Elite

Premium

Collection

only
commission* | 6 8 13 548 534 1210 509 1417 0 2 2 11 0 7 2 3
AND care
AND
dementia
AND
(palliati* OR
"end of life"
OR terminal)
commission* | 84 81 116 2685 2458 5390 1931 3042 0 29 38 68 22 68 45 44
AND care
AND
dementia
commission* | 325 364 363 9836 5859 11156 | 12187 | 4254 36 36 95 236 55 129 48 148
AND care
AND
(palliati* OR
"end of life"
OR terminal)

*including ‘British Periodicals (1691-1939)’, ‘Periodicals Archive Online’ and ‘Proquest Social Sciences Premium Collection’
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Name of document

Key aim / purpose

Guidance
Documents

End of Life Care for People with dementia:
Commissioning Guide; Implementing NICE Guidance
(National Institute for Health and Clinical Excellence,
2010)

Eol care and dementia care commissioning; sets out key issues from start (planning
from point of diagnosis, integrated care, supporting carers) specifying EoL care
service components.

Guide to commissioners on End of Life Care for Adults
(National Institute for Health and Clinical Excellence,
2011)

Eol care commissioning; addresses how to identify people at EoL where death will
occur within 12 months (identification/assessment; holistic support; access to
services; care in the last days of life; care after death; workforce)

Commissioning Guidance for Specialist Palliative Care:

Helping to deliver commissioning objectives
(Association for Palliative Medicine of GB and Ireland;
Consultant Nurse in Palliative Care Reference Group;
Marie Curie Cancer Care; National Council for
Palliative Care; Palliative Care section of the Royal
Society of Medicine, 2012)

EoL care commissioning; focus on specialist palliative care by multi-professional
teams in advanced cancers; end stage organ failures; neurodegenerative diseases;
advanced dementia/Alzheimer’s, allocation set locally.

RCGP Commissioning Guidance in End of Life Care
(Royal College of General Practitioners, 2013)

EoL care commissioning; 6 steps; Quality accountability report, Right person, Right
care, Right place, Right time, Every time. Targets all people approaching EoL
including their carers/families

Guidance for commissioners of dementia services;
Joint Commissioning Panel for Mental Health, Feb
2013

Dementia care commissioning; sets out 6 key principles underpinning dementia
commissioning (seamless services; services commissioned on basis of need and
should be age-sensitive; different services needed at different times; mainstream
health and social care services should be dementia friendly; care should be delivered
in partnership; care should be personalised)

Support for commissioning dementia care; National
Institute for Health and Clinical Excellence, April 2013

Dementia care commissioning; promotes an integrated whole-systems approach
with focus on improving early diagnosis, living well with dementia and supporting
carers. Gives measurable outcomes.

Positive Partnerships Palliative Care for Adults with
Severe Mental Health Problems (National Council for

EoL care and dementia care; to promote both physical and psychosocial wellbeing
using a palliative care approach. Key principles (focus on QoL i.e, good symptom
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Hospice and Specialist Palliative Care Services and
Scottish Partnership Agency for Palliative and Cancer
Care, 2000)

control; whole person approach i.e, persons past life experience/current situation;
care of both the person with the life threatening disease and those that matter to
them; respect for patient autonomy and choice (e.g. place of care, treatment
options); emphasis on open and sensitive communication which extends to patients,
informal carers and professional colleagues).

Care towards the end of life for people with dementia:
An online resource guide (NHS End of Life Care
Programme Improving End of Life Care, 2010)

EoL care and dementia care; aimed at professionals working in health and social care
in EoLC for pwd. 6 steps (Discussions as EoL approaches, assessment, care planning
& review, co-ordination of care, delivery of high quality services in different settings,
care in the last days of life, care after death)

My life until the end, Dying well with Dementia
(Alzheimer’s Society, 2012)

Eol care and dementia care; reports 7 key issues surrounding EoL care from the
perspective of pwd and their carers (public awareness, Care planning and Proxy
decision making, Dignity, Pain, Withholding and withdrawing treatment, Emotional
and Spiritual concerns, Place of care and death)

One Chance To Get It Right: Improving people’s
experience of care in the last few days and hours of
life; Leadership Alliance for the Care of Dying People
(LACDP), June 2014

Eol care; focuses on achieving five Priorities for Care to make the dying person the
focus of care in the last few days and hours of life. Emphasises care should be
individualised/reflect the needs and preferences of the dying person and those who
are important to them.

The Prime Minister’s Challenge on dementia: annual
report of progress; Department of Health, May 2013

Dementia; to improve QoL for pwd, their families/carers. Need individualised,
joined up care. Proposed changes -(timely diagnosis; better quality care; reduce
stigma by increasing understanding and awareness across society; build national
capacity and capability in dementia research)

Dementia Quality Standard; National Institute for
Health and Clinical Excellence, June 2010

Dementia; set out “aspirational but achievable markers of high quality cost effective
care” covers care provided by health and social care for pwd in hospital, community,
home-based, residential and specialist settings.

Clinical Commissioning Groups Supporting
improvement in General Practice?: The Kings Fund,
Nuffield Trust, 2013

Dementia; examines perceived impact of CCG’s using 6 case study sites over 3 years
(2012-2015). 3 main areas of focus (nature of relationships being built inside CCG’s,
role of CCG in supporting quality improvement in general practice, structures and
processes used)

Commissioning for Quality and Innovation (CQUIN)
2013/14 Guidance; NHS Commissioning Board, Feb
2013

Commissioning; to secure improvements in quality of services and better outcomes
for patients, alongside strong financial management. Goals for 2013/14 (friends and
family test, NHS safety thermometer, improving dementia care, venous
thromboembolism — funding to be split evenly among the 4 goals)
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The Mandate: a mandate from the government to the
NHS Commissioning Board: April 2013 to March 2015;
Department of Health, Nov 2013

Commissioning; to make partnership working a success. Sets out 5 main areas to
improve (corresponds to NHS Outcomes Framework); preventing people from dying
prematurely; enhancing quality of life for people with long-term conditions; helping
people recover from episodes of ill health or injury; ensuring people experience
better care; providing safe care.

Strategy
Documents

End of Life Care Strategy — Fourth Annual Report; How
people die remains in the memory of those who live
on; (Department of Health, 2012)

Eol care; Responsibility for EOLC and EOLC Strategy moves from DH to NHS
Commissioning Board from April 2013. National End of Life Care Intelligence
Network (NEoLCIN) set up to address the lack of routine data, information and
intelligence on EOLC. Hospitals should follow the 6 steps in EoLC (Advance Care
Planning, Electronic Palliative Care Co-ordination Systems, the AMBER Care Bundle,
the Rapid Discharge Home to Die Pathway, the Liverpool Care Pathway)

The End of Life Care strategy: New Ambitions; The
National Council for Palliative Care, Nov 2013

Eol care; identifies challenges in EoL care with emphasis on locally commissioning
personalised care, data and intelligence, conversations surrounding death/dying.

End of Life Care Strategy: Promoting high quality care
for all adults at the end of life. (Department of Health,
2008)

Eol care; outlines recommendations for good EoL care (good death indicators, high
quality EoL care available to all — hospital/home, stepped care pathway approach,
staff knowledge and skills, Gold Standards Framework)

Living well with dementia: A National Dementia
Strategy
Putting People First (Department of Health, Feb, 2009)

Dementia; to make significant improvements to dementia services across 3 key
areas; improved awareness; earlier diagnosis and intervention; higher quality of
care. Identifies 17 key objectives.
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Additional supplementary data: Table 1; Factors influencing the commissioning process in EoL, dementia care: Overview of papers
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Author(s)

Title

Year

Citation

Study Country &
Date

Research
Objectives

Participants

Methods

Main Findings & Conclusions

Study Limitations

Anderson,
David N

Commissioning
dementia
services

2013

The Psychiatrist,
37(7), p-246

n/a - not a study,
but opinion /
column

n/a - not a study,
but opinion /
column

n/a-nota
study, but
opinion /
column

n/a-nota
study, but
opinion / column

* not necessary that whole system is
commissioned from one single provider

* it is crucial that the whole system has to
be commissioned and commissioners need
to see the whole system and bind the parts
together

* new commissioning system creates
opportunity to think more imaginatively,
something that is needed to meet the
dementia challenge

One single opinion
referencing only three
publications

Cartmell, Nick

Dementia:
commissioning
for quality

2012

British Journal of
General Practice,
62(595), pp. 64-5

n/a - not a study,
but editorial

n/a - not a study,
but editorial

n/a-nota
study, but
editorial

n/a-nota
study, but
editorial

* dementia services currently suffer from
‘therapeutic nihilism’ and a ‘care
vacuum’

* both can be addressed through locally
designed and proactive community service
=> this is an opportunity for commissioners
to improve dementia services

* robust quantitative evidence is required to
evaluate such new services — in order to
obtain such data, services must be
commissioned for a longer time period than
the current 1-2 year pilot studies

nla

Cass, Elaine

Safeguarding:
commissioning
care homes

2012

The Journal of Adult
Protection, 14(5), pp.
244-7

UK

n/a-nota
study, but
review

Review of two
SCIE resources

* commissioners can improve quality of
residential services through better
partnership working with communities,
service users, carers and local voluntary
organisations & better use of intelligence
from a variety of sources to reduce risk to
people in residential care

* commissioners need to ensure that local
market offers quality & choice, as people
do not want to accept poor quality services
only because there is nothing else available
* commissioners need to ensure that care
home staff are properly trained and
supported, as they are key to quality &
safeguarding = frontline staff should feed
into monitoring process, so commissioners
can learn from their experience and

Recommendations made
based on review of only two
resources

Lack of empirical data
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Checkland, Accountable to 2013 | BMJ Open, 3(12), UK, September Explore how CCGs | 91 (GPs, * Examination of | * CCGs subject to managerial, sanction- Study carried out in the
Kath et al. whom, for what? €003769 2011-June 2012 | interpret their managers, CCG backed accountability to NHS England development stage of CCGs
An exploration of doi:10.1136/bmjopen- accountability governing body | constitutional (NHSE) through annual assessments — — follow up required to study
the early 2013-003769 relationships & how | membersin 8 documents however, those involved with setting up how accountability
development of the new systemis | developing *96 Semi- CCGs did not appreciate either extent of relationships develop over
Clinical developing in CCGs) structured this managerial and fiscal accountability | time & to listen to CCGs
Commissioning practice interviews in 8 nor its potential impact (e.g. loss of ability regarding their experience
Groups in the CCGs to function as autonomous statutory body & | with such relationships
English NHS *Observationin | loss of income
meetings in 8 * CCGs externally accountable to the
CCGs (439h) public and some other newly founded
* National web- organisations (e.g. economic regulator
based survey [Monitor], Health and Wellbeing Boards,
(only marginally | Local Medical Committees, etc.) — greater
relevant for this awareness amongst CCGs about this type
article) of accountability
*CCGs internally accountable to their
members through a two-way process
=> CCG at centre of complex web of
accountability relationships which are more
complex than for their predecessor
organisations, as CCGs accountable to a
much wider range of organisations and
bodies of people (although external &
internal accountabilities are much weaker
than accountability to NHSE)
=> practical implications (i.e. whether more
complex accountability translates into being
more responsive or more easily held to
account) remains to be seen
* one problem: key guidance documents for
CCGs provide neither advice on mechanics
on accountability relationships nor on how
conflicts between them might be resolved
Checkland, Primary care-led | 2013 | British Journal of UK, September * Evaluate 91 mainly * Systematic * on paper, CCGs have got more autonomy | Study only a snapshot of
Kath et al. commissioning: General Practice, 2011-June 2012 Pathfinder medical staff, review of than their predecessors in that they are development of CCGs at an
applying lessons 63(614), pp. €611-9 Programme (= but also lay evidence relating | statutory bodies and carry full budgetary early stage
from the past to programme for members (5), to clinically-led responsibility
the early aspiring CCGs to practice commissioning * guidance re CCG structures and
development of find out best way to | managers (3) & | * 8 case studies | governance was non-prescriptive =
clinical organise LA supplemented by | emerging structures & governance
commissioning themselves) representative descriptive arrangements very diverse with
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groups in * relate findings (1) from 8 information from | inconsistencies regarding size of governing
England from case studies CCGs web surveys body, membership & names used for
to what is known * observation of | subcommittees =» decision made to
from previous 146 meetings identify groups by their functions rather
research about (439h) with than their names (although the distribution
clinical governing of functions in a site was often more fluid
commissioning bodies, GP than the typology suggests)
members, * ‘grassroot engagement’ is regarded as
HWBSs, locality important, but ‘engagement’ can mean
meetings different things to different groups
* contrary to previous commissioning
organisations, membership in CCGs is
compulsory for GPs, which may have a
negative impact on their engagement in the
long term
* what it means to be a member of a CCG
has yet to be fully understood and it is
possible that the trend to form larger
organisations my adversely affect
engagement
* CCGs may find it difficult to move beyond
commissioning focused on the immediate
needs of patients owing to the ongoing
uncertainty about the role of public health in
the new system
* one area where GPs could make an
impact is in engagement with providers
around service development and
contracting
Checkland, Understanding 2013 | Journal of Health UK, April 2009- Explore micro- 41 managers & | *qualitative case | * findings expand understanding of sense- | * potential researcher bias
Kath et al. the work done by Organization and September 2010 | processes of daily | GPs from 4 study approach making in organisations and have practical | owing to purposive sampling
NHS Management, 27(2), work by which PCTs (shadowing implications for managers of CCGs
commissioning pp. 149-170 commissioning managers, * shake-up of organisation of NHS provides
managers managers enact meetings [93 opportunities for proactive managers to
sensemaking in hours] embrace new practices
their organisations observations [60 | * spatial separation of managers from those
hours], setting the direction of commissioning may
interviews [41]) be problematic
* analysis with * artefacts (such as minutes) will assume
Atlas i greater importance, as discussions will be
less informal
Checkland, ‘Animateurs’and | 2012 | Journal of Health UK, April 2009- Examine 41 managers & | * qualitative case | * in addition to the skills of a good generic * potential researcher bias
Kath et al. animation: what Service Research & September 2010 | managerial GPs from 4 study approach manager, commissioning managers will owing to purposive sampling
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4
5 makes a good Policy, 17(1), pp. 11- behaviour & PCTs (in-depth have to work creatively to align objectives
6 commissioning 17 explore their interviews) and the ensure that everyone works
7 manager? impact * formal & towards overall, mutually defined objectives
8 informal =>» CCG managers will require deep &
observation (150 | contextualised understanding of NHS - this
9 hours) is particularly important, if managers from
10 outside the NHS are brought in
11 => important that organisational processes
12 do not inhibit managerial behaviour (e.g.
13 hot desking inhibits informal networking,
14 cancellation of meetings has negative
impact)
15 Clarke, Aileen Evidence-based | 2013 | BMJ Open England, 2010- Investigate types of | 345 staff * Cross-sectional | * use of evidence varies according to * PCTs were asked to
16 etal. commissioning in 2011 evidence used by employed at survey professional background (public health provide their own lists of
17 the English NHS: health care NHS band 7 or | * Logistic employees & female employees likely to relevant participants =»
18 who uses which commissioners and | above in 11 regression use empirical evidence, more senior potential bias in sampling
sources of whether decisions | PCTs analysis with employees more likely to use practical * no formal assessment of
19 evidence? A were influenced by | representative SPSS evidence) =» practical evidence (local validity and reliability of
20 survey commissioners’ of all PCTs in intelligence, benchmarking data, expert survey questions
21 2010/2011 experience, England advice) are as influential on decision * findings may be subject to
22 personal making as NICE guidance recall and social desirability
23 characteristics or * about 50% of decisions not based on bias (self-reported limitation)
role at work cost-effectiveness * study would benefit from
24 * commissioning is undertaken by people corroboration by further
25 with varying professional backgrounds =» research using prospective
26 important to know how personal design to follow decisions
27 characteristics can influence through commissioning
28 commissioning decisions (important process (self-reported
implication for future commissioning) limitation)
29 Coleman, Anna | Joining it up? 2014 | Local Government UK, 2011-2 Explore early HWB | 91 mainly * Case studies * Role definition: little clarity re exact role * used the same case
30 etal. Health and Studies, 40(4), pp. development medical staff, * observation of | of Health and Wellbeing Boards (HWBs) studies as Checkland
31 Wellbeing 560-580 but also lay 146 meetings * HWBSs have no statutory powers =» good | * study took place at early
32 Boards in English members (5), (439h) local relationships required to achieve their | development stage of CCGs
33 Local practice goals * research focus on CCG
Governance: managers (3) & * development of CCG-HWB relationships perspective
34 evidence from LA affected by many small practical issues,
35 Clinical representative e.g. timing & frequency of meetings,
36 Commissioning (1) from 8 decisions re representations & Chair
37 Groups and CCGs * HWBSs situated at unitary level of local
38 Shadow Health governments =» concerns about how far
and Wellbeing local issues will be reflected in decisions
39 Boards (particularly as CCGs may cover smaller
40 populations than their HWBs)
41
42
43
44
45
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* uncertainty as to how far political
complexion of LAs may disrupt work of
HWBs
=> commitment from all partners are
required to make CCG-HWB relationship
work in practice
Craig, Georgina | Outcomes Based | 2014 | The Health Service Lincolnshire, Explore how Not stated Not stated * commissioners play a key role in uniting * Based on a very small area
Commissioning: Journal, 124(6382), 2012 Experience Led providers & communities, build only
The key to pp. 20-1 Commissioning relationships, and help everyone to focus * draws on user opinion, etc.,
unlock better (working with on what they have in common but nebulous re methodology
outcomes families, * outcomes based commissioning requires | used to obtain these data
communities and providers to get innovative around how
frontline teams) services add value for the people who use
can help develop them
outcomes * outcomes based commissioners need to
frameworks and unite and align providers behind common
commissioning values, a shared purpose and vision
intentions
Davies, ACL This time it's for | 2013 | The Modern Law n/a-not astudy, | Providing overview | n/a-nota n/a-nota * reforms threaten accountability for three
real: The Health Review, 76(3), pp. but review of of ‘market’ study, but study, but review | reasons (they make Secretary of State for
and Social Care 564-588 Health and Social | elements of Health | review of of Health and Health’s relationship with NHS more
Act 2012 Care Act 2012 and Social Care Health and Social Care Act | complex, they create opaque networks of
Act 2012 Social Care Act | 2012 non-statutory bodies which may influence
2012 NHS decision-making & greater emphasis
Examining whether on legal regulation will take some aspects
reforms introduced of NHS activity out of control of Department
under Health and of Health) =» reforms will contribute to
Social Care Act ‘creeping’ privatisation of NHS
2012 are * private involvement in NHS is not new,
compatible with but Health and Social Care Act 2012
constitutional facilitates greater private participation
requirements of
accountability or
the provision of a
public service
Dickinson, Beyond the 2014 | Public Management UK, no date Map out 5 case study POETO * joint commissioning has high degree of * asked people to describe
Helen et al. Berlin Wall?: Review, 16(6), pp. relationships sites (Partnership salience on local level =» regarded as their job description =»
Investigating joint 830-51 between joint Online something that can deliver better outcomes | results do not reflect the
commissioning commissioning Evaluation Tool | for less money views of any particular
and its various arrangement, with Q * on the other hand, joint commissioning is | professional group
meanings using services and methodology) set up to fail by being seen as a way of * sample drawn on an
a Q methodology outcomes to being able to deliver too many different ‘opportunist’ basis =» merely
approach examine the things to too many different people reflects viewpoints at a
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degree to which
joint
commissioning
leads to better
services &
outcomes for
service users

* understanding what joint commissioning
is differs between people in the same
organisation =» profound implications for
how we think about and conceptualise joint
working (p. 847)

* potential meanings of joint commissioning
go way beyond those found in existing
literature

particular time & space

* in some localities,
respondents’ sorts did not
contribute to any of the
groups identified

Dickinson, Making sense of | 2013 | BMC Health Services | UK, no date Examine type of n/a not study, Interpretive * lack of high quality research evidence on
Helen et al. joint Research, 13(Suppl impacts claimed for | but literature review joint commissioning (mostly opinion pieces
commissioning: 1), pp. S6-15 joint review or voices of those involved in leading such
three discourses commissioning initiatives)
of prevention, within literature * lack of clarity about what joint
empowerment commissioning is and what it should
and efficiency achieve
(i.e. little evidence to link joint
commissioning to change in outcomes; no
one single definition of joint commissioning;
joint commissioning used in a variety of
ways across health & social care)
* three dominant discourses of joint
commissioning: prevention, empowerment
& efficiency = tensions may exist between
the three in practice
Dixon, Michael Clinically led 2012 | Journal of the Royal | n/a-nota study, | None stated n/a-nota n/a-nota * future of NHS depends on ability of * one person’s opinion
commissioning — Society of Medicine, but an opinion study, but an study, but an clinicians to make clinical commissioning * no literature quoted
joyous liberation 105, pp. 217-20 piece opinion piece opinion piece work
or here we go * theory that underpins clinical
again? commissioning represents the NHS's best
chance of survival
Dixon, Anna & Setting 2012 | BMJ, 345:€5893 n/a - not a study, n/a-nota n/a-nota * NHS Commissioning Board created to * opinion of two people
Ham, Chris objectives for the but editorial study, but study, but separate politicians from management of
NHS editorial editorial NHS

Commissioning
Board

* Board works under mandate from
secretary of state for health

* draft mandate setting out objectives and
priorities for NHS falls short of what is
needed (large number of objectives; vague
language in which objectives are
expressed; some objectives bear hallmarks
of policy leaders)

* transactional rather than transformative
tone of the mandate is another weakness
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=> mandate needs to be redrafted

Ellis, Jonathan

Hospices in the
UK are losing out
under complex
new
commissioning
and contracting
arrangements

2013

International Journal
of Palliative Nursing,
19(7), pp. 318-9

UK, no date

Examine how new
structures
introduced with the
2012 Health and
Social Care Act
affected hospices

Member
Hospices of
charity ‘Help
the Hospices’ -
number not
stated

survey

* commissioning & contracting have
become more complicated under Health &
Social Care Act 2012, saddling many
hospices with extra bureaucracy & costs

* number of commissioners hospices are
dealing with now has increased

* many hospices have different
arrangements with commissioners
including service level agreements, block
contracts, spot contracts & NHS contract

* Introduction of NHS contract required
replacing straightforward service delivery
with a more complex contract that is not
reflective of the relationship between
hospices and the NHS and cannot be
adapted locally

* high level of data reporting required by
NHS contract causes concemn

=>» new legislation gives commissioners
considerable discretion to adopt alternative
commissioning and contracting
arrangements with charitable providers, but
such examples are scare, as CCGs are risk
averse

* frozen or reduced funding is a problem,
as are short-term contracts

=> recommendations to improve the
situation include:

* reducing duplication of commissioning
arrangements

* adapting NHS contract for commissioning
hospice care

* more flexibility on behalf of the
commissioners

* developing a national framework for
commissioning hospice care

* more long-term contracts

* methodology poorly
explained (e.g. what kind of
survey, how many
participants, etc.)

* biased sampling

* very descriptive reporting
* no references provided

Gandy, Robert
etal.

Using care
profiles to
commission end-
of-life services

2012

Primary Health Care
Research &
Development, 13, pp.
106-119

Liverpool, 2010

Adapting original
care profiles
structure for
commissioning
purposes &

43
representatives
of clinicians,
managers,
ambulance

Iterative
approach
involving 4 half-
day workshops
each targeted at

* service requirements for EoLC are the
same, irrespective of disease =» care
profiles could be widely adopted for
commissioning, not only for EoLC services
* care profiles useful for commissioning

Tested in only one
geographical area
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produce series of
care profiles that
would cover the full
EoLC pathway
|dentifying any
other relevant
EoLC support
required for
patients with
specific diseases
such as dementia

services, care
homes,
commissioning,
community
nursing, GPs,
hospices, IT,
out-of-hours
services,
patients, carers,
personal social
services,
palliative care
teams, therapy
professionals

forming a case
study

owing to their flexibility and simplicity

* care profiles can also be used to inform
patients & carers of what services they can
expect

* recommendations endorsed by PCT =»
project considered successful

Gerada, Clare

What should
clinical
commissioning
groups doon 1
April 20137

2103

BMJ 2013;346:f1977

n/a - not a study,
but an opinion
piece

n/a - not a study,
but an opinion
piece

n/a-nota
study, but an
opinion piece

n/a-nota
study, but an
opinion piece

* new regulations under HSCA 2012 are
not clear & seem to conflict with previously
stated intentions of government (i.e.
regulation 5 requires that all services are
put out to tender unless there is only one
single market)

* new regulations have been brought in too
hastily & without proper democratic
consultation

* under new regulations market forces will
determine how care is provided =» step
towards privatisation of health care

=>» new regulation puts commissioning
groups (and GPs) into a difficult position
and will ultimately damage the trust
between GPs and their patients

* one person’s opinion

Gillen, Sally

In tune with the
times

2013

Nursing Standard,
27(52), p.61

n/a - not a study,
but an opinion
piece

n/a - not a study,
but an opinion
piece

n/a-nota
study, but an
opinion piece

n/a-nota
study, but an
opinion piece

* Health and Social Care Act 2012 has
created new opportunities for nurses
(CCGs have legal obligation to appoint a
nurse to their governing board)

* nurses’ day-to-day job gives them a good
idea of what constitutes service quality

* contains excerpts of
interviews with nurses from
selected areas =» potentially
biased

Holloway, Frank

The Health and
Social Care Act
2012: what will it
mean for mental
health services in
England?

2012

The Psychiatrist, 36,
pp. 401-403

n/a - not a study,
but an opinion
piece

n/a - not a study,
but an opinion
piece

n/a-nota
study, but an
opinion piece

n/a-nota
study, but an
opinion piece

* article focuses on organisational changes
to the NHS introduced by Health and Social
Care Act 2012 =» new management
configuration is rather similar to the
previous one

* some good relationships between local
authorities and health services are

* one person’s opinion
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unravelling owing to the reorganisation
Hudson, Bob Public and 2015 | Public Management n/a-notastudy | Outlining new n/a-nota Review of * PPE has record of low achievement over | * lacks empirical data
patient Review, 17(1), pp. 1- possibilities for study existing literature | past half century =» can new context of
engagement in 16 public and patient Health and Social Care Act 2012 change
commissioning in engagement (PPE) this?
the English NHS in the context of * Evidence base for effectiveness of PPE in
the Health and health care is underdeveloped
Social Care Act * CCGs have to take into account PPE in
2012 decision-making
greater conceptual clarity and clearer
understandings on purpose of PPE are
prerequisites to change
Colville ACP 2012 | British Journal of UK To establish 16 nurses Qualitative semi- | eTraining increased participants’ eSmall-scale exploratory
E;Kennedy C Conversations in Community Nursing, whether nurses (generalistand | structured awareness of ACP, validated their study, participants
clinical practice 17(5), 230-234 implement new specialist mix individual knowledge and skills and had positive volunteered (may have
knowledge and from community | interviews impact on their practice clinically. previously engaged in
strategies into their | and hospital eEducational programmes are beneficial ACP).
practice, following | settings) and impact clinical care «Education only one way to
educational encourage ACP in
intervention of ACP healthcare (the complex,
transactional nature of
ACP should be
recognised)
Kmietowicz Z Blue sky 2014 | BMJ 348 UK NA CCGs Feature, eldentifies factors that help contribute to oNo structured academic
commissioning not a research narratives of successful service study. This is a collection
study success stories | e j.e, intervention workers with specialist of quotations taken from
from training working with families with daily CCGs across 3 services in
commissioners tasks; England
oEffective service needs characteristics
such as standard assessment, clear
treatment pathway, evidence-based
measurements, but should also not
increase GPs workload.
Kumar G; Do local 2014 | Quality in primary UK (database Examine the role of | Organisations Literature e|dentified common themes that explain *Only 14 (of 459 abstracts)
Quigley J; Singh | enhanced care, 22, 157-169 searches made local enhanced searched; Review success/failure of LES LES reported data on
Metal. services (LES) in May-June 2013) services that have CCGs PCT, oi.e, national framework in place and outcomes
primary care been Scottish financial incentives gives greater eEvidence is limited/poorly
improve commissioned in National Health motivation for service provision reported outcomes
outcomes? the UK, and their | Board oi.e. depends on GPs willingness to Not clear if LES will

role in driving
health/economic
outcomes.

participate (which is motivated by
existing treatment delivery hierarchy to
support LES implemention and financial

continue to play a role in
in clinical commissioning
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incentives)

eService provision (e.g, National Dementia
Strategy) may affect clinical and
process-related outcomes of an LES.

Lingard JM;
Cooper V,
Connell M

The
personalisation
challenge

2013

Tizard Learning
Disability Review,
19(1), 3-10

UK (Leicester;
Leicestershire &
Rutland;
Northamptonshire
&
Nottinghamshire
(project run
between 2011-
2012)

Examine
personalisation
plans for families,
and identify
barriers and
solutions.

Families of
services for
main project.
Additional
feedback from
commissioners.

Project log of
barriers and
solutions;
Interview with a
joint
commissioner;
Feedback on
project from 2
Care Managers

eldentifies some information on
commissioning; commissioner stated;

eThey have health team members who
work with complex cases;

eStrategic commissioning plan in place and
a joint commissioning team who work
from common plan;

eHave external advice to draw up tender
process (input from NDTi (national
development team for inclusion) who act
as ‘critical friend’ & RIPFA (research in
practice for adults))

oA viable personalisation plan in place
(‘'viable’ as plan goes beyond identifying
an empowering lifestyle for individual,
but needs all key people signed up to
the actions)

oThe learning from the project will
contribute to the national development
agenda

eInformation is limited
(feedback component was
supplementary information
and not the primary aim of
the project).

14 care managers
approached, only 2
responded.

Lotinga A;
Glasby J

New
conversations
with new
players? The
relationship
between primary
care and social
care in an era of
clinical
commissioning

2012

Journal of Integrated
Care, 20(3), 175-180

UK (Birmingham)

|dentify issues for
policy and practice
against the
backdrop of
changes taking
place in health and
social care. Also
explore
opportunities for
joint work at CCG
level

25 stakeholders
(Lead GPs,
councillors,
local authority
managers, PCT
cluster
managers &
service users)

Case study
(outcomes from
workshops)

oKey issues identified for future
policy/practice;

eFaster access to more joined-up services
keep people healthy in community for
longer;

oWith lack of shared records and no local
directories of available services,
participants felt the system was a long
way from getting the basics right;

oNew developments (i.e, community
matrons could offer positive service to
people in need;

oWhile “single point of access” projects
have been started, these often did not
mean speaking to somebody direct but
leaving message in queuing system;

eJoint commissioning between primary and
social care positive step forward

eSome information identified
but very limited. More
detail required on the
process of commissioning
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McDermott [ Who do we think | 2013 | Journal of Health Data drawn from | To offer a novel PCT Data collected eCommissioners unclear about the exact oAim of paper is
Checkland K; we are? Organisation and wider study, approach to commissioning | from semi- nature of what they do - ‘a style of methodological (i.e, using
Harrison S; Analysing the Management, 27(1), England NHS triangulation managers and structured discourse’; "I'm not sure, | haven't had a discourse analysis
Snow S; content and form 4-23 carried out April (comparison of GPs and Qualitative job description and I'm not really sure (“Styles of Discourse”
Coleman A of identity work in 2009-June 2010 multiple data managers Interviews AND what my terms are” offer a look at what is said
the English sources) using working on observation of eCommissioning process described as a and how it is said) but
National Health “identity work” with | Practice Based | commissioning cycle; offers some information
Service managers as the Commissioning | meetings «“providing a local service that is on commissioning
interview content. convenient, and cost effective, eCommissioners —
commissioning is the process of uncertainty about their
assessing that, making it happen and identity and the activity of
reviewing it afterwards’; commissioning/not
o’the decision to confident about what
commission/decommission a service commissioning is.
comes from strategic objectives of the
PCT... it's getting value for money, good
quality care from the services you've
commissioned”
eHigher level of certainty about what
commissioning is ‘not’ rather than what it
is.
Oates J; Jerram | Clinical 2014 | Nursing Standard, England Gatherinsightinto | NA Review eMember practices take part in decision eMore a summary of the
S; Wilson I. commissioning: 29(6), 52-59. (Brighton and the role of nurses making at a local level (GP chair takes history of commissioning
the nurse’s role. Hove CCGused | in clinical time out of clinical practice) and how it evolved rather
as example) commissioning. eNursing input is vital to success of any than a detailed discussion
healthcare commissioning approach of the processes.
(they have no conflict of interest i.e, not eFocuses on one CCG as an
employed by local provider, they bring example (and authors
expertise and knowledge and balanced state Brighton and Hove
view of clinical and management agenda CCGiis not typical of
and Nurses champion the patient CCGs)
voice/patient experience);
oGetting clinical commissioning right is a
balance between fulfilling statutory
duties and exercising statutory powers,
whilst representing the interests of the
membership and managing members’
conflicts of interest, between responding
to patient and public views and ensuring
efficient and equitable use of public
funds.
Olphert AM Commissioning 2014 | British Journal of UK A nurses Chief Nurse Narrative oEoL care commissioning should be eldentifies challenges for

end-of-life care.

Nursing, 23(13), 744-

understanding of

and director of
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1
2
3
4
5 745, the challenges in CCG considered in relation to multimorbidities, EoL commissioning but
6 arranging EoL care long-term conditions, the elderly frail and focus of paper is heavily
7 those with dementia (i.e, a need for based on suggestions for
8 identifying those at risk of dying within better commissioning
9 12m, anticipatory care planning, rather than decision
supporting patients and their carers in making processes
10 taking control) involved
11 oEoL care involves a large number of third-
12 sector providers, so host-commissioning
13 (i.e, on behalf of several organisations)
is important.
14 Perkins N; The ‘added 2014 | British Journal of England April- Explore key 40 clinicians Qualitative oGPs detailed knowledge of their patients emostly clinicians opinions,
15 Coleman A; value’ GPs bring General Practice. September 2013 | assumptions and managers Interviews help improve service design further exploration needed
16 Wright M; to 64(628), e728-e734. underpinning across 7 CCGs oClose working relationship between GPs - a follow-up study by
17 Gadsby E; commissioning: a CCGs and (1 nurse clinical and managers strengthens manager’s these authors will examine
18 McDermott [ qualitative study examine the claim | lead; 6 ability to negotiate opinions in more detail -
19 Petsoulas C; in primary care GPs bring ‘added managers; 33 eDescribed concern over large workloads i.e, their practical
20 Checkland K value' to the GPs) «In PCTs clinicians have little role or operation in real world
commissioning responsibility in decision making, but
21 process clinicians in lead roles feel they have
22 ‘ownership’ of the decisions made by the
23 CCG
24 Quayle A; BSS 11000 for 2013 | Clinical Governance: | England 2013 To consider how Sectors outside | Case Studies oExisting traditional processes (buyer/seller | ¢CCGs are still being formed
25 Ashworth D; Health An International the collaborative Health Service system) will not deliver the benefits and so opportunities for
Gillies A Commissioning; Journal. 18(1), 18-29. business standard | (i.e, criminal anticipated by policy, to CCGs in the studying this are limited —
26 Lessons from (BSS 1000) and justice) direction they are being asked to move. that's why it is necessary
27 history for case studies from oA richer collaborative approach i.e, The to use case studies from
28 managing the other domains can business collaborative approach, that other domains
29 commissioning be applied to the use management support structures, are
30 relationship commissioning considered best practice and adopting
31 process in health this in health service will be helpful in
services. transition to more efficient system of
32 resource acquisition improvement.
33 eldentifies the “commissioning cycle’ — a
34 process by which best quality care and
35 outcomes are to be achieved.
36 eExternal support for clinicians to gain skills
37 & knowledge required to succeed as
commissioners
38 Radford K; Commissioning 2013 | Journal of Health UK Understand the 16 Semi-structured | eBlock contracts/tariffs create problems for | eAbsence of evidence
39 Crompton A; vocational Services Research (Nottinghamshire, | barriers and Commissioners | one-to-one being able to quantify spend in stroke creates a perception that
40 Stainer K rehabilitation and Policy. Derbyshire, enablers to responsible for | interviews rehab the need for vocational
41
42
43
44
45
46 For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml
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after stroke: Can

18(Suppl.1) 30-38.

Lincolnshire)

commissioning

commissioning

eDespite national policy, ambiguity remains

rehabilitation is minor.

the Cinderella vocational stroke services surrounding whether vocational rehab
services get to rehabilitation after after stroke is responsibility of health or
the ball? A stroke social care
qualitative study eCommissioners focus on demand-led
acute stroke services, leaving little
resource for community services
oIn times of budget restriction,
commissioners focus on most vulnerable
to maintain independence and reduce
care home admission
Raymond M; Palliative and 2014 | Primary Healthcare N/A (Not Synthesise English Review of eHealth and social care commissioning is oThe critical interpretative
Warner A; end of life care Research and restricted to UK information about language reviews influenced by many factors other than synthesis method is
Davies N for people with Development. 15, research papers) | end of life care in papers 2000- research evidence; political pressure; criticised for relying on
Nicholas N; dementia: 406-417. project conducted | people with 2011 ideological stance; the need to take subjective judgements of
Manthorpe J; lessons for 2011-2015 dementia, using action its’ authors
lliffe S clinical review papers el ack of specificity in the literature «Overview could be limited
commissioners regarding research questions/priorities. because it only focuses on
eNarrative reviews have a tendency to offer palliative care in dementia
over-contextualised recommendations eBroad reviews (i.e,
i.e, “more inter-agency working is Cochrane) may not be
needed” conclusive
eRapid appraisal runs the
risk of missing useful
evidence
Russell J; Addressing the 2013 | Journal of the Royal UK 2011 Report how the Steering group | Report oWith individual funding requests there isn’t | eldentifies the use of a
Greenhalgh T; ‘postcode lottery’ Society of Medicine. National of academic, much evidence, so have to use competency framework in
Lewis H; in local resource 106(4), 120-123. Prescribing Centre | practitioners judgement. Local evidence and a specific setting.
MacKenzie ; allocation (NPC) competency | and opinion experiential knowledge play a role in eDescriptive, no real detailed
Maskrey N; decisions: a framework was leaders in local improving quality of judgements in information on how this
Montgomery J; | framework for developed to decision decision-making translates into
O'Donnell C clinical present potentially | making. Also eCompetency framework — tool being used commissioning decision
commissioning transferrable individuals with by some CCGs - it is useful ‘starting making
groups. methodology. expertise in point’ to help them in making complex
resource resource allocation decisions
allocation
(local, regional,
national)
Shaw S E; The work of 2013 | BMJ Open. 3(9), England 2010- Examine work Primary care Case study, ot takes years to commission something eFocused on long-term
Smith J A; commissioning: a €003341 2012 involved in trust managers | mixed methods (time-consuming) Minimum 1 year commission services, not
Porter A; Rosen | multisite case commissioning and clinicians; (qualitative typically (assessing needs, reviewing able to observe
R; Mays N study of long-term condition | general interviews, evidence, developing service contractual or
healthcare services, including | practice-based observations,

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

"6uAdod Ag paosioid 1s8nb Ag 20z ‘0z [1dy uo jwod g uadolwg//:dny woiy papeojumoq 9T0Z J8quiadad Tg Uo #SGET0-9T0z-uadolwa/9eTT 0T Se paysignd 1siy :uadO NG



http://bmjopen.bmj.com/

Page 19 of 36 BMJ Open
1
2
3
4
5 commissioning in factors commissioners; | documents) specification) transactional elements of
6 England’s NHS inhibiting/facilitating | NHS Trust and eProgress seems to speed up once a firm commissioning
7 commissioners in Foundation decision is made regarding moving discussions.
8 making service Trust senior ahead with service design (i.e, referral eAnnual commissioning
change managers & procedures, staffing established within cycle regarded as useful

9 clinicians; months rather than years) model but in reality, the
10 voluntary sector eSuccess viewed in relation time consuming work
11 and local smooth/efficient running, less emphasis does not follow the neat
12 government on delivery model in place stages set out in the cycle
13 representatives Contributions vary at different stages of Scale of commissioning
14 the commissioning process (i.e, service work not always

user input in planning stages) proportionate to its
15 oSignificant work(and time) involved; impact/service gains
16 convening wide-ranging groups of
17 people; developing/sustaining strategic
18 partnerships; establishing, running and
19 managing formal meetings for service

development work
20 Simkiss D E Community care | 2012 | Paedeatrics and England Discuss working, N/A - summary | Symposium eEmphasises the importance of joint eFocus is on children with
21 of children with Child Health, 22(5), commissioning and | of guidance, commissioning in a complex healthcare complex health needs in
22 complex health 193-197 care pathways for | reports and setting, including integrated care community care,
23 needs care of children policy pathways and understanding role of difficulties translating to
24 with complex other practitioners/agencies EoL/Dementia
o5 health needs. eWhere peoples’ needs are greater than eLimited detail on

the provision of one service, the commissioning ‘process’
26 emphasis is on co-ordinated care by
27 multi-disciplinary teams/inter-agency
28 working alongside government guidance.
29 oNletwork of support — namgly key worker

istening to person’s needs
30 Simmonds RL; | Factors 2012 | British Journal of South West |dentify factors 19 Qualitative oIf market approach is adopted by GP led «Only a few participants
31 Shaw A; Purdy | influencing General Practice, England, 2010- influencing professionals Interviews CCGs, financial incentives influence recruited from each
32 S professional 62(604), e750-756. 2011 professional (primary, clinician decision making in primary service as a first
33 decision making decision-making emergency and caref/incentivising people for wrong qualitative study of
34 on unplanned around unplanned | social care reason/drive down quality decision making regarding
35 hospital hospital admission. | sectors) from 3 oAt senior level what is being promised is unplanned hospital
36 admission: a PCTs not being delivered due to staffing issues admissions, so views may

qualitative study and under-resourcing of services be from a specific

37 (necessary funding not in place) perspective
38 eFor robust decision making in health and eSampled to maximise
39 social care, professionals emphasise the variation in professional
40 value of supportive inter-professional groups represented - this
41
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working, with a patient-centred ethos.

eInter-organisational politics between
hospitals, commissioners and primary
care raised as an issue impacting
decision making.

gave less scope for fine-
grained exploration of
factors influencing
decision-making within
each group.

Smith D Commissioning. 2013 | The Health Service UK Describe his vision | Clinical Commentary Vision for change; a system where one oSets out goals for
Joined up Journal, 123(6361), for joining up Commissioning governance structure is in place (one improving commissioning
thinking. 30. health and social Group chief budget, one team of staff who across health and social
care officer and commission across health and social care rather than describe
commissioning in director of care) existing processes.
the future health and eStrategy is working on ground, gathering
adults services evidence of how service provision is
for local improving lives of residents
authority «Operating separate funding systems
across health and social care is
condidered significant barrier for true
integration
Smith P; Financial and 2012 | Journal of Health UK, 1995; 2007 Examine the Managersand | Qualitative 2 overarching policy drivers — care closer | eLots of recommendations
Mackintosh M; clinical risk in Services Research interaction between | front line Interviews; to home and multidisciplinary working to negates from existing
Ross F; Clayton | health care and Policy, 17(suppl financial and professionals Documentary promote co-ordinated care, social commissioning processes.
J; Price L; reform: a view 2), 11-17. clinical risk (GPs, nurses, analysis of inclusion, emphasizing independent
Christian S; from below social workers, | policies and living. This brought clinical risk created
Byng R; Allan H therapists, procedures; due to services undergoing considerable
home carers) Observations change.
eFinancial decision-making delegated to
smaller groups led by GPs
eFinancial incentives work (payment by unit
of activity) to change professionals’
behaviour by subjecting people to
increased perceived clinical risk
eIncentives which are too specific can
cause demotivation, ‘box-ticking’ and
‘blame culture’
Yong V Integrating care: | 2012 | Progress in UK Discusses potential | Trustee of Commentary e|dentifies a need for integrated eldentifies problems in
anew model of Neurology and opportunities to Primary Care psychobiosocial services for complex service provision in

service delivery
for complex
cases

Psychiatry, 16(1), 4-
5.

deliver new model
of multidisciplinary
care

Mental Health
and Education
(Primhe)

and expensive areas of healthcare
eProximity of services for complex cases
i.e, have multiple disciplines in same
building/mental health service operating
from GP surgery
eWorking models that could be rolled out
into physical health — a multidisciplinary

secondary care for
complex/medically
unexplained symptoms
and suggests
recommendations for
change/ a new model of
care.
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community team is best example of
excellent practice

el ittle information on
decision
making/commissioning
Processes

P OO~NOUILAWNPE

Wye L; Brangan | Evidence based | 2015 | BMC Health Services | UK, February To understand 52 Mixed case oThe ‘art of commissioning’ described as eDocumentary data, notin
E; Cameron A; policy making Research, 15(1), 430. | 2011-May 2013 commissioners’ commissioners | study; commissioners pragmatic selection of the field constantly,
0 Gabbay J; Klein | and the ‘art’ of information seeking | (chairs of Qualitative different types of evidence gathered from potential for information to
11 J H; Pope C commissioning — behaviour and the | commissioning | interviews, a range of sources to build a case (i.e, disappear, morph or
12 how English role of researchin | organisation, observation, best practice guidance, clinicians’ views reappear elsewhere
13 healthcare their decisions. directors, public | documentary of services). without researcher’s
14 commissioners health data Despite academic research being knowledge.
access a_and use consultants) considered implicit in the system, this oThe presence of
15 information and from four - was less useful and not accessed researchers in
16 academlq commissioning directly and those who did used Google ethnographic studies have
17 research in 'real organisations Scholar. The only Journals mentioned the potential to change the
18 life QeC|S|on- were BMJ and BJGP. dynamics of the meetings
19 making: Ian eDemand for research evidence reduced observed.
empirica innovation because commissioners
20 qualitative study it until an initiati
. could not wait until an initiative was
21 “piloted and proven”
22 Wye L; Brangan | Knowledge 2015 | Health Services and UK, 2011-2014 To study 92 Interviews [REPORT} eCommissioners wanted information to eDespite substantial access
23 E; Cameron A; | exchangein Delivery Research, knowledge with external Mixed case build a cohesive & persuasive case to to providers, views from
24 Gabbay J; Klein | health care 3(19). exchange between | consultants and | study of 8 cases; determine a course of action. NHS clients and
25 J; Pope C commissigning: external providers their clients. interview, oFast and flexible media (conversations commissioners were
case studies of and health-care observation and and stories rather than written difficult to obtain due to
26 the use of commissioners; to documentary documents) preferred for knowledge the turbulence of 2012 Act
27 commercial, not- learn about data exchange with commissioners. meaning NHS
28 for-profit and knowledge Commissioners need knowledge professionals were
29 public sector acquisition and providers who could keep up as the preoccupied with the
30 agencies, 2011- transformation, the commissioning landscape was ever danger of losing their jobs.
1 14. role _of external changing and re-prioritising.
3 providers and the «Commissioners use helpful sources of
32 benefits of information; interpersonal relationships
33 contracts between people placement, organisational
34 external providers processes/structures best practice from
35 and hgalt_h-care elsewhere, software tools/training.
36 commissioners. eKey ingredients for successful contracts
included external consultants’ having
37 excellent understanding of clients’ needs
38 (then revisiting the brief to ensure output
39 was relevant to ever-changing
40 commissioning context.
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o'Mindlines’ — guidelines for handling
complex situations (training, experience,
interactions, reading, local
circumstances, collective views of
colleagues on how things should be
done).

Wye L; Brangan
E; Cameron A;
Gabbay J; Klein
J H; Anthwal R;
Pope C

What do external
consultants from
private and not-
for-profit
companies offer
healthcare
commissioners?
A qualitative
study of
knowledge
exchange.

2015

BMJ Open, 5(2),
€006558

UK, February
2011-May 2013

To understand how
commissioners and
external
consultants work
together, the
process of
knowledge
exchange and the
perceived impact
on commissioning
decisions.

92 Interviews
with external
consultants and
their clients.

Mixed case
study of 8 cases;
interview,
observation and
documentary
data

eExternal provider involvement (technical
applications, expertise, outsourcing)
Jimproves the quality of commissioning

eSuccess of one commissioning contract
was due to input of analysts —analytical,
clinical and managerial expertise
(standard team of professionals from
each group) provides ‘data-driven’
commissioning.

eImportance on clients undertaking the
work themselves (i.e, audit data
collection) rather than relying on external
providers, but often limited time/capacity
was reported due to departure of
experienced NHS commissioning staff.

eEntering field via external
provider may have
affected NHS recruitment.

*One provider steered
researchers away from
less successful contracts,
and authors would have
liked to recruit more
‘negative’ cases from this
provider.
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ABSTRACT
Objectives

To understand how end of life care for people with dementia is currently commissioned (.e
contracted)and organised, with a view to informing the development of commissioning guidance for
good quality community-based end of life care in dementia.

Design

Mixed-methods study; narrative review and qualitative interviews.
Setting

8 NHS clinical commissioning groups and 5 Adult Services across England.
Methods

Narrative review of evidence; 20 semi structured interviews (telephone and face-to-face) with
professionals involved in commissioning end of life care for people with dementia.

Main outcome measures

Summary of the existing evidence base for commissioning, commissioners’ approaches to the
commissioning process for end of life care for people with dementia in England.

Results

In the context of commissioning end of life care for people with dementia, the literature review
generated three key themes; (1) importance of joint commissioning; (2) lack of clarity for the
process; and (3) factors influencing commissioning. In exploring health professionals’ perceptions of
the commissioning process, ‘uncertainty’ was elicited as an overarching theme across the CCGs
interviewed. Organisation of the process, lack of expertise, issues surrounding integration and the
art of specification were considered important factors that contribute to the uncertainty
surrounding the commissioning process.

Conclusions

The current evidence base for commissioning end of life care is limited with considerable uncertainty
as how clinical commissioners in England undertake the process to ensure future services are
evidence-based.

Strengths and limitations of this study

e The use of a multimethod approach (narrative review, interviews with CCGs) allowed for
triangulation of our findings.

e The evidence indentified in the review may be limited given that ‘commissioning’ is a
relatively new term in England.

e The review presented is a narrative review; the manuscripts were not subject to a quality
assessment process.

e Generalisability of findings might be affected by the small number of published studies, their
heterogeneity in methodologies, and small sample sizes.
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e The study highlights that information on commissioning specifically for health and social
care in England is limited; this is mirrored in commissioners’ accounts.

INTRODUCTION [450 words]

As populations rapidly age, policy is increasingly focussed on improving the quality end of life (EoL)
care for older people and those living with non-cancer related long term illness">. For people with
dementia and their families the organisation and provision of care, towards and at the EOL,
continues to be challenging®”’, with very few dying at home and around a third dying in acute
hospitals®. The costs of dementia care, especially in the last year of life, are also considerable’. With
an ageing population potentially rapidly increasing such costs’, it is crucial to explore more cost-
effective, integrated models of care'®. The purchasing or contracting of care services, also termed
service commissioning, is a complex process; a ‘balance’ between fulfilling statutory powers,
managing stakeholder conflicts of interest, responding to patient and public views and ensuring
efficient and equitable use of public funds™'.

In 2011, the commissioning of healthcare services in England has involved clinicians via newly
formed clinical commissioning groups (CCGs). CCGs are organisationally separate structures to those
providing care, with responsibility for a significant proportion of the health caret'. To date, guidance
to assist commissioners in organising better quality EolL care for people with dementia has been
limited™**, this is in contrast to independently developed evidence-based guidance available to
health care providers™'®. In England, despite the introduction of a national dementia strategy in
2009, EOL care in dementia remains a neglected area with policy focused on earlier diagnosis and
living well with dementia®”*®. There is an urgent need to develop evidence-based guidance for
commissioners responsible for organising and co-ordinating care towards and at the end of life for
those with dementia in order to improve quality of services'™.

The aim of this study was to gain an understanding of existing approaches to commissioning good
quality community-based, EoL care for people dying with and from dementia in England. Our
specific research questions included:

e How is commissioning for end of life care for people with dementia currently undertaken?

e What are the main factors that influence the decision making of commissioners when
commissioning end of life care for community dwelling populations?

e What are the specific issues that arise when commissioning for EoL care for people dying
with or from dementia?

We address these questions through the analysis of two principle data sources: the findings of a
narrative review of current evidence and policy, and semi-structured interviews with service
commissioners. In the discussion we integrate these findings and suggest a number of
considerations which should be used to inform guidance of practical use to commissioners in the
area of EoL and dementia. We also draw attention to the impact the on-going organisation of
commissioning has had — and will have — in this area of care.

METHODS [373]

This study is part of a five year programme grant, Supporting Excellence in End of life care in
Dementia [SEED], aimed at improving the quality of community-based EolL care for people with
dementia.
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A mixed methods approach was utilised incorporating:

i) a narrative literature review, to identify current policy and academic literature which would
outline in theory what constituted good practice in this area and;

ii) Qualitative data collection, via in depth 1-1 interviews with commissioners, to explore their
perceptions of the priorities for end of life care for people dying with or from dementia and the
barriers and enablers to commissioning EOL services for this population.

i) Narrative Review

Details of the search strategy and study selection criteria are given in Box 1 (available as
supplementary data). The first search was undertaken in January, 2014, with an updated search on
in January, 2016.. This was enhanced through an iterative snowball technique to manually identify
further documents as the literature was reviewed. Only studies reported in English were considered
for inclusion. Abstracts were scrutinised by independent reviewers (NB and ZG) and when
agreement was achieved, the retrieved articles were screened according to the inclusion criteria (see
Box 1). Disagreements were resolved through discussion with a third reviewer (RL). 45 full text
papers were reviewed, 42 of which met the inclusion criteria.

ii) Qualitative 1-1 interviews

Semi-structured interviews, either by telephone or face-to-face, were undertaken between October
2014 and January 2016; participants had lead responsibility for the commissioning of relevant
services (Table 1). Interviewees were identified through responses to regional and national calls for
participation and direct emails to local authorities (LAs) and CCGs. The initial interview schedule was
developed from our literature search. The content of the schedules was adapted progressively as we
as we carried out the interviews and included the following: how EolL care for dementia is
commissioned; whether existing national or local guidance is used; preferred structures; criteria for
effectiveness and factors which influence, either positively or negatively, the commissioning process.
We aimed to identify participants who had experience of commissioning from a range of
community-based providers. All interviews were recorded and transcribed verbatim, and checked
and anonymised by the researcher prior to analysis. The transcripts were analysed using a thematic
approach®.

Table 1: Study participants

RESULTS
i. Narrative Review [1154]

Commissioning: policy guidance and strategies

We identified 19 national policy documents relevant to the commissioning of: i) EoL care in
dementia; ii) dementia care in general and iii) EoL care in general (See Table 2, available as
supplementary data). There appeared to be a gap in the guidance and strategies for EolL care
specifically for people with dementia despite a policy consensus that the quality of care for people
with dementia needed to be improved. Recent documents emphasised: individualised care; working
collaboratively in partnership; skills development of the workforce at all levels and better
understanding and knowledge of the dying trajectory in dementia. There was agreement across the
documents that quality improvement should be linked to measurable outcomes and that
commissioners must take measurabily into account when commissioning services. However the
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emphasis was on encouraging a flexible approach to commissioning care in different situations and
geographical localities. There were no definitive rules or frameworks for the commissioning
processes and the practicalities of how improvements could be achieved remained unclear and open
to interpretation.

Commissioning: review of academic literature

The existing evidence from the academic literature explored commissioning on a general level, with
less focus on the decision making process for condition specific commissioning; there was little
evidence specific to EoL care. Three core themes were identified: (1) the importance of joint
commissioning; (2) a lack of clarity in the commissioning process; and (3) facilitators and barriers to
commissioning. The main conclusions drawn from the review of the included papers [n = 42] are
summarized in table 3 (available as supplementary data).

Commissioners and service providers favour a joint commissioning approach

The favouring of ‘joined up’ services (i.e. the integration of social and health care services) and
delivery by multi-disciplinary teams is advocated as more likely to deliver better services, including
to those care homes?*?®, At the local level, a joint commissioning approach is thought to deliver
better outcomes for less money®*, however we did not find any evidence to support this in the
literature. Co-ordinated care by multi-disciplinary teams, and inter-agency working alongside
government guidance, are seen as crucial elements of delivery in area like dementia where the need
is greater than the provision of one service”>. Commissioners are assigned a key role in building
relationships and focusing on common values and a shared purpose®. A joined-up approach is also
favoured at the monitoring stage, where frontline staff are encouraged to feed back on the process,
so commissioners can learn from their experience and knowledge?".

Lack of clarity about the nature of commissioning and who should play what role

In the ideal commissioning scenario, commissioners examined the complete care system with the
aim of ‘binding the component parts together’”, a system with one governance structure, one
budget and one integrated health and social care team®’. Our review illustrates, however, that the
reality of commissioning is distinctly different. Some commissioners are unclear about the exact
nature of their role “I'm not sure, | haven’t had a job description and I’'m not really sure what my
terms are”?®. Checkland and colleagues® trace this problem to the foundation of the CCGs, when
national guidance regarding CCG structures and governance was non-prescriptive. As a result, local
CCG structures and governance arrangements are very diverse with inconsistencies regarding size of
governing body, membership and names used for subcommittees. ‘Engagement’ can mean different
things to different groups, and although membership of a CCG is now compulsory for GP practices, it
has yet to be fully understood what this membership means and how active engagement might be
affected by the trend to form larger organisations®’.

Facilitators and barriers influencing commissioning

In contrast, commissioners described how the implementation of specific local enhanced services
(LES), additionally renumerated initiatives over and above core services, was facilitated by coherent
evidence-based guidance to support staff and enable decision-making. A national framework
(Competency Framework) was a useful tool utilised by some CCGs to help them make complex
resource allocation decisions®>*!; such an approach was considered ‘best practice’. This is a process
whereb two or more CCGs work together to commission the same service for which they are jointly
responsible; this allows a sharing of risk and transfer of skills and support. It also suggested that

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

Page 28 of 36

yBuAdoo Ag palosioid 1senb Ag 20z ‘02 Idy uo jwod" g uadolwg)/:dny wouy papeojumod 9T0Z Jaquisdad TZ Uo #SSET0-9T0Z-uadolwa/9eTT 0T Se paysiignd 1siy :uado CINg


http://bmjopen.bmj.com/

Page 29 of 36

©CoO~NOUITA,WNPE

e
[Ny

U OO A DMBEMBRAMDIMBAEDIAEMDIMNDMWOWWWWWWWWWWNNNDNNNNNNNNRPRPRERREREREPR
QOO NOUPRRWNRPOOO~NOUORARWNRPOOONOUUOPRARWNRPOOONOODURMAWNRPRPOOO~NOOOMWN

BMJ Open

CCGs should seek and act upon the views of the practice population, to facilitate a more efficient
system of continual resource acquisition®”. The value of supportive inter-professional working was
also emphasised, with a patient-centred ethos, resulting ideally in a joined-up approach to
commissioning®®, for example, nursing input is considered vital to the success of any healthcare
commissioning approach®*. The involvement of external providers was also felt to improve the
quality of commissioning. In a mixed case study, Wye and colleagues®® describe the success of
commissioning contracts being due to collaboration with external parties for their analytical, clinical
and managerial expertise.

Commissioners required information to build a cohesive and persuasive case to determine and
influence a course of action. They preferred knowledge exchange which is fast and flexible, for
example, conversations and patient stories, rather than research papers*®; “working on the ground”
involved the gathering of evidence to determine how local service provision is improving patients’
lives”’. This experiential knowledge and local evidence played a key role in improving the quality of
judgements in decision-making®®. In handling complex situations, commissioners rarely accessed
explicit evidence from research but instead relied on internalised guidelines, or ‘Mindlines’ built on
training, experience, interactions, local circumstances, and collective views of colleagues on how
things should be done®. More recently, “the art of commissioning” has been described®” whereby
commissioners pragmatically select different types of evidence rom a range of sources (i.e, best
practice guidance, clinicians’ views of services, academic research evidence) to build a case.

Success or failure of LES) was largely dependent on GPs’ willingness to participate; this willingness
was motivated by existing treatment delivery, hierarchy to support LES implementation and financial
incentives®’. One of the reasons for potential non-participation was increased workload®***’; other
contributory factors included: convening wide-ranging groups of people; developing and sustaining
strategic partnerships and establishing, running and managing formal meetings for service
development work®. Other reported features impeding commissioning were a lack of shared
records and local directories of available services? as well as out-dated block contracts and tariffs*.
These aspects were compounded by inter-organisational politics between hospitals, commissioners
and primary care, which could impact on decision-making®*. Commissioners’ focus on demand-led
services was also reported as a growing area of concern®®. Whilst there was an acknowledgement
that local ‘markets’ need to offer both quality and choice of services for commissioners to
consider“, there was concern that, under new regulations introduced under the Health and Social
Care Act 2012 market forces rather than local commissioning decisions, would ultimately determine
how care is provided. There were fears that this may ultimately lead to privatisation of health care in
the UK, place commissioning groups (and GPs) into a difficult position and will ultimately damage the
trust between GPs and their patients*'.

Qualitative data: Interviews [1160]
We interviewed 20 commissioners from 8 clinical commissioning groups (CCGs) and 5 local authority
adult services across England.

Thematic analysis of the interviews with commissioners revealed many commonalities with the key
themes from the review, but also generated an additional four key themes:

(1) organisation of commissioning;

(2) commissioning expertise;

(3) end of life care and dementia: integration issues and

(4) the art of specification.
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Theme 1: Organisation of commissioning

Current commissioning of dementia services in England is centred on Government priority namely
early diagnosis and eintervention with commissioners worried that national policy interfered with
their local commissioning priorities. Consequently, ‘primary care is overwhelmed [...] they just tackle
what they have to, and unfortunately that’s often centrally and politically driven’ [CRO5]. Some
participants felt there was a distinct lack of clarity regarding ‘accountability’ of the commissioning
process and that financial aspects impacted on decisions. Several pointed out that it was often
difficult to identify how much funding has been specifically allocated to dementia care [CR09, 375-8],
due to a pooled budget for mental health and elderly care, ‘within that pool budget there is nothing
for dementia except what is already committed’ [CR10, 31-3]. Such financial pressure and loss of
staff (e.g. redundancies) had a negative impact on relationships / networks [CR11, 276-7]. One
interviewee explained that ‘with a pool budget, you have no impetus to do things ... | am a joint
commissioner, | don’t actually have a budget’ [CR10, 100-4]. Strategies for improving the current
situation therefore focus on working towards a more integrated approach to commissioning social
and health care.

Theme 2: Expertise in commissioning

Commissioners interviewed were fully aware of their responsibilities: ‘if I'm the commissioner, then
it's my responsibility, my accountability, to choose the correct provider’ [CRO4]. Whilst Adult Social
Care has a longstanding history of commissioning services, CCGs were new to the process and still
developing these skills; several felt that training, such as the CCG leadership course, could support
this. Such training is important; as commissioning guidance is currently non-standardised and
fragmented, interviewees therefore increasingly resorted to ‘see[ing] what other people have done
elsewhere’ [CRO1]. Some also stated that it was difficult for commissioners to understand and apply
current guidance due to the complexity of information available; ‘so for a long time we’ve had non
cancer patients on our list and we’ve used it as, as a framework loosely, not as detailed as it’s got to
lately’ [CRO5]. Multiple forms of guidance could appear at the same time with no clear stated
relationship [CR11]. There was also criticism that guidance didn’t cover everything — ‘dementia
seems to have been outside that box’ [CR10].

Theme 3: EoLC and dementia — integration issues

A common theme emerging from the interview data was the necessity for a more integrated
approach to commissioing, i.e. stronger collaborative working between health and social care in
order to improve EolL care services for people with dementia. Such a step has already proved
successful in Wales [CR13]; “...we have, in Wales, a more integrated approach to care’, however
closer collaboration in England is impeded by structural and organisational barriers. Based on our
interviews, we identified a lack of communication/engagement between clinicians and social
services as a core issue. Many interviewees blamed clinicians’ failure to engage with providers and
their lack of clinical championship in dementia.

“.they’ve pulled their clinical engagements staff out because of resources at their end, and it
was basically since the introduction of 111’ [CR11]

‘Health funding is uncertain. You haven’t got, you haven’t got strategic clinical champions for
dementia in the same way as you’ve got in other areas’ [CR10]

Other participants admitted that ‘we’ve very much left the commissioning around end of life care
largely to our health commissioners’ [CR0O2]. The lack of interaction between health and social care
was regarded as historically rooted and compounded by geographical and temporal issues. A
number of interviewees mentioned that clinicians were under extreme time constraints; ‘time
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constraints often make you, or encourage you to kind of cut out parts of the process’ [CR04], with
agencies frequently involved in the decision-making process often geographically dispersed;
rendering face to face meetings a difficult task. Furthermore, more collaborative approaches were
hampered by historically embedded organisational structures and an unwillingness to ‘[look] outside
the box’ as agencies ‘just keep doing things the way that they’ve done them’ [CR09 / CRO7]. One
interviewee pointed out that ‘it’s just trying to bring two cultures together in terms of local
government and NHS, two sets of performance indicators, two sets of financial arrangements,
particularly two kinds of organisations or sets of organisations that are under extreme financial
pressure’ [CR0O2]. Consequently, people spoke different ‘languages’;

‘the language of commissioning gets in the way... we kind of talk about integrated care
provision in adult social care and we’re talking about integration to mean social care in the
NHS, when, whereas colleagues in the NHS may be talking about integrating between acute
and primary, or community services’ [CR02].

Theme 4: Specification —an emerging art form

One interviewee regarded commissioning as a ‘developing process’ [CRO7], with the concept of
specification; a structured description of what the provider requires from a service, also referred to
for quality measurement. Considered to be ‘an emerging art form’;

‘I would suggest because historically with [community] providers you’ve had a block contract,
so they get a certain amount of money for a wide generic range of services, there hasn’t
been a great deal of detail into what they should provide under that block contract [...]. So
locally we have, with the integrated care teams, been specifying more in detail what we
want them to try and achieve’ [CRO7].

It remained unclear, where the process started. While some began with ‘informal discussions’ [CRO7]
at the local level, others started at the national level by looking at ‘what’s happening nationally [...]
and then how [...] that feeds down to a local [...] level [...]' [CR12]. Commissioners were fully aware of
the importance of contract specifications; ‘if you don’t put it in the contract, that’s your legal
agreement about what should be provided. So if things go wrong, then you have no recourse really
on the provider’ [CR10]. Commissioners had high expectations of their service providers. Referring
to the provision of quality ‘quality service [...] within the budget constraints’ [CR12]. Additional
expectations include sufficiently trained staff and an efficient monitoring system. However, a
unified system of negotiating and recording these expectations within contracts was lacking. While
one interviewee stated that ‘we have a high expectation that providers that we’re commissioning
services from will meet the requirements that we’ve set out in the service specification [...] with
robust monitoring of that’ [CR06, 480-3], others claimed that contracts were not specific enough.
This might be to do with the type of contracts currently in use (block contracts vs generic/standard
contracts) but also the high number of agencies involved in the process. As a result, contracts were
perceived to be ‘unbelievably complicated’ [CRO5].

DISCUSSION (770)

A number of key issues were identified from both the analysis of the review papers and the
qualitative data. While some guidance exists for the commissioning of end of life care for people
with dementia, commissioners experience difficulty in finding useful and practical guidance to assist
them in their role within a context of budget constraints and conflicting national priorities for
dementia. As a result commissioners rely on local knowledge and experience rather than evidence-
based data. In England, the current organisation of commissioning is suffering from a number of
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pressing demands, including political pressure, financial constraints and a lack of accountability and
guidance. These demands leave commissioners with an overwhelming and complex workload. Our
integrated findings suggest a more joined-up approach to commissioning as a solution to these
problems, although the detail as to how this is best achieved in practice remains unclear.

In England, the commissioning process is also strongly dependent on individual commissioners’
expertise, to see the entire care system and ‘bind the component parts together’”®. Our interviews
have revealed that many clinical commissioners are still familiarising themselves with the new health
care organisational structure. In doing so, they are drawing heavily on guidance, which is often non-
standardised, fragmented, and difficult to comprehend; such guidance often does not cover areas of
care, such as dementia, which are considered to fall ‘outside the box’. Stronger collaboration, even
to the point of full integration, between health and social care was considered the ideal, but is
difficult to achieve, despite the perceived benefits of such an approach for dementia in light of the
complexity of the illness. Notwithstanding the evidence base for integrated health and social care is
limited especially on cost effectiveness®, although positive examples of intenational case studies of
integrated care for older people with complex needs have been reported®. The art of contract
specification for a service is a complex issue. Our interviews confirmed findings from the literature
review about the importance of collaborating with local teams and drawing on experiences of
neighbouring authorities. However, participants commented that many contracts were too generic;
a similar problem has been reported for the provision of stroke rehabilitation services*’. Besides
having a legal role, contracts are now essential tools for holding providers to account, shaping the
delivery of service and controlling costs. Service commissioners need access to rapid evidence
appraisal to help them incoporate scientific data into a process that one of our participants
descrined as the ‘art of contract specification’. Compare this need to the current process to update
national guidance on dementia care which is estimated to take around two years to complee (NICE
2006).

Varieties of partnership working, differing levels and forms of expertise and uncertainties over
responsibility all characterise the move towards ‘decentralisation’ of care servics. Checkland and
colleagues® recognise the implications of this as distilled in the formation of CCGs. Combined with
existing divisions between health and social care and budget reductions,, commissioning for end of
life care for people with dementia is fraught with difficulties. National policy and guidance are not
necessarily attuned to the practical day to day problems faced by commissioners. However, despite
the perceived ‘user’ need for national commissioning guidance, it is unlikely such documents will be
able to overcome all of the structural and procedural challenges detailed above; it could help by:

e Recognising the challenges explicitly in order for commissioners to feel supported

e Prioritising the areas commissioners should focus on based on current evidence, including
the specification of contracts and monitoring

e Being concise, grounded in existing evidence base, and clearly referenced to provide a
recognised signpost

Our ongoing researchseeks to to develop practical and evidence based guidance to help
professionals working in a very difficult area; for political-economic, social and demographic reasons
these difficulties look set to increase during the 21 century.

Strengths and weaknesses

The paper reports the results of the first study to explore the processes involved in commissioning
end of life care for people with dementia. Through an evidence synthesis of current policy and
qualitative data from commissioners themselves such a mixed-methods approach allows us to ‘test’
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findings from a narrative review against accounts from commissioners. However, there are a number
of limitations. In conducting comprehensive electronic searches for the identification of papers for
the review, some studies may have been overlooked because no hand-searches of journals were
carried out. Manuscripts included were limited to English language databases and papers published
in English only. Restriction on the time period (i.e. 2012 and later) for searches may have restricted
the scope of findings, and, when interpreting the findings of the papers selected, it is possible that
over time terminology could have changed (e.g. “contracting”/“commissioning”). We identified
methodological inconsistencies across the studies included in the review; it was often unclear how
authors identified participants or determined their sample sizes, which were often small. Further,
there was ambiguity in establishing a specific time period for the research. Few studies illuminate
the actual commissioning process, instead making comparisons between the old and new systems.
Although this narrative review was carried out in a structured and systematic way, this was not a
systematic review, as such, the quality of the manuscripts were not assessed for their quality.
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ABSTRACT
Objectives

To understand how end of life care for people with dementia is currently commissioned (.e
contracted)and organised, with a view to informing the development of commissioning guidance for
good quality community-based end of life care in dementia.

Design

Mixed-methods study; narrative review and qualitative interviews.
Setting

8 NHS clinical commissioning groups and 5 Adult Services across England.
Methods

Narrative review of evidence; 20 semi structured interviews (telephone and face-to-face) with
professionals involved in commissioning end of life care for people with dementia.

Main outcome measures

Summary of the existing evidence base for commissioning, commissioners’ approaches to the
commissioning process for end of life care for people with dementia in England.

Results

In the context of commissioning end of life care for people with dementia, the literature review
generated three key themes; (1) importance of joint commissioning; (2) lack of clarity for the
process; and (3) factors influencing commissioning. In exploring health professionals’ perceptions of
the commissioning process, ‘uncertainty’ was elicited as an overarching theme across the CCGs
interviewed. Organisation of the process, lack of expertise, issues surrounding integration and the
art of specification were considered important factors that contribute to the uncertainty
surrounding the commissioning process.

Conclusions

The current evidence base for commissioning end of life care is limited with considerable uncertainty
as how clinical commissioners in England undertake the process to ensure future services are
evidence-based.

Strengths and limitations of this study

e The use of a multimethod approach (narrative review, qualitative interviews) allowed for
triangulation of our findings.

e The study highlights that information on commissioning specifically for health and social
care in England is limited; this is mirrored in commissioners’ accounts.

e Our sample comprised participants who responded to our requests for an interview and so
may have over-represented those wanting to critique the commissioning process

e The review presented is a narrative review; the manuscripts were not subject to a quality
assessment process.
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e Generalisability of findings might be affected by the small number of published studies, their
heterogeneity in methodologies, and small sample sizes.

INTRODUCTION

As populations rapidly age, policy is increasingly focussed on improving the quality end of life (EoL)
care for older people and those living with non-cancer related long term illness™*. For people with
dementia and their families the organisation and provision of care, towards and at the Eol,
continues to be challenging®”, with very few dying at home and around a third dying in acute
hospitals®. The costs of dementia care, especially in the last year of life, are also considerable’. With
an ageing population potentially rapidly increasing such costs’, it is crucial to explore more cost-
effective, integrated models of care®.

In 2011, the commissioning of healthcare services in England has involved clinicians via newly
formed clinical commissioning groups (CCGs) led by general practitioners (GPs). According to
Mannion®!, in an English context commissioning is:

"... the process by which the health needs of a population are assessed and responsibility is
taken for ensuring that appropriate services are available which meet these needs. GP
commissioning in the English NHS dates back to the 1991 internal market reforms that
introduced a mandatory separation of purchaser and provider functions."

(Mannion, 2011: 8)

CCGs are organisationally separate structures to those providing care, with responsibility for a
significant proportion of the health care'. To date, guidance to assist commissioners in organising
better quality EoL care for people with dementia has been limited**!, this is in contrast to
independently developed evidence-based guidance available to health care providers™™. In
England, the cost of care provision for people with dementia is meet through a (varying)
combination of an individual’s capital, local authority budgets and health care budgets. Despite the
introduction of a national dementia strategy in 2009, EoL care in dementia remains a neglected area
with policy focused on earlier diagnosis and living well with dementia'”*®. There is an urgent need to
develop evidence-based guidance for commissioners responsible for organising and co-ordinating
care towards and at the end of life for those with dementia in order to improve quality of services™.

The aim of this study was to gain an understanding of existing approaches to commissioning good
quality community-based, EoL care for people dying with and from dementia in England. Our
specific research questions included:

e How is commissioning for end of life care for people with dementia currently undertaken?

e What are the main factors that influence the decision making of commissioners when
commissioning end of life care for community dwelling populations?

e What are the specific issues that arise when commissioning for EoL care for people dying
with or from dementia?

We address these questions through the analysis of two principle data sources: the findings of a
narrative review of current evidence and policy, and semi-structured interviews with service
commissioners. In the discussion we integrate these findings and suggest a number of
considerations which should be used to inform guidance of practical use to commissioners in the
area of EoL and dementia. We also draw attention to the impact the on-going organisation of
commissioning has had — and will have — in this area of care.

METHODS
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This study is part of a five year programme grant, Supporting Excellence in End of life care in
Dementia [SEED], aimed at improving the quality of community-based EoL care for people with
dementia.

A mixed methods approach was utilised incorporating:

i) a narrative literature review, to identify current policy and published literature which would
outline in theory what constituted good practice in this area and;

ii) Qualitative data collection, via in depth 1-1 interviews with commissioners, to explore their
perceptions of the priorities for end of life care for people dying with or from dementia and the
barriers and enablers to commissioning EoL services for this population.

i) Narrative Review

Details of the search strategy and study selection criteria are given in Box 1 (available as
supplementary data). The first search was undertaken in January, 2014, with an updated search on
in January, 2016. The search was enhanced through reference chaining to identify further
documents as the literature was reviewed. Only studies reported in English were considered for
inclusion. Abstracts were scrutinised by independent reviewers (NB and ZG) and when agreement
was achieved, the retrieved articles were screened according to the inclusion criteria (see Box 1).
Disagreements were resolved through discussion with a third reviewer (RL). 45 full text papers were
reviewed, 42 of which met the inclusion criteria.

ii) Qualitative 1-1 interviews

Semi-structured interviews, either by telephone or face-to-face, were undertaken between October
2014 and January 2016; participants had lead responsibility for the commissioning of relevant
services (Table 1). Interviewees responded to regional and national calls for participation and direct
emails to local authorities (LAs) and CCGs, resulting in 20 offers of participation (14 CCGs). The initial
interview schedule was developed from our literature search. The content of the schedules was
adapted progressively as we carried out the interviews and included the following: how EolL care for
dementia is commissioned; whether existing national or local guidance is used; preferred structures;
criteria for effectiveness and factors which influence, either positively or negatively, the
commissioning process (see Box 2 in supplementary data for topic guide). We aimed to identify
participants who had experience of commissioning from a range of community-based providers. All
interviews were recorded and transcribed verbatim, and checked and anonymised by the researcher
prior to analysis. The transcripts were analysed using a thematic approach®.

Table 1: Study participants

Participant | Organisation type and region
CRO1 Adult services, Northeast England
CRO2 Adult Services, South of England
CRO3 CCG/Adult Services, North of England
CRO4 Adult Services, North of England
CRO5 CCG, South of England

CRO6 Adult services, South of England
CRO7 CCG, South of England

CRO8 CCG, South of England

CR0O9 CCG, Northeast England

CR10 CCG, Midlands

CR11 CCG, Northeast England
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CR12 Adult services, Northeast England
CR13 Adult services, Northeast England
CR14 CCG, Midlands

CR15 CCG, Midlands

CR16 CCG, Northeast England

CR17 CCG, Northeast England

CR18 CCG, Southwest England

CR19 CCG, Northeast England

CR20 CCG, Northeast England

Ethical approval

Ethical approval for the study was granted by Newcsatle University Faculty of Medical Science Ethics
Committee (Ref 00776/2014). NHS Assurance for interviews with commissioners was granted by
North East & Cumbria, West Midlands and Wessex Clinicial Research Networks (Ref 162985).

RESULTS
i. Narrative Review

Commissioning: review of policy, guidance and strategies

We identified 19 documents relevant to the commissioning of: i) EoL care in dementia; ii) dementia
care in general and iii) EoL care in general (See Table 2 in supplementary data). There appeared to
be a gap in the guidance and strategies for EoL care specifically for people with dementia, despite a
policy consensus that the quality of care for people with dementia needed to be improved. Recent
documents emphasised: individualised care; working collaboratively in partnership; skills
development of the workforce at all levels and better understanding and knowledge of the dying
trajectory in dementia. There was agreement across the documents that quality improvement
should be linked to measurable outcomes and that commissioners must take measurabily into
account when commissioning services. However the emphasis was on encouraging a flexible
approach to commissioning care in different situations and geographical localities. There were no
definitive rules or frameworks for the commissioning processes and the practicalities of how
improvements could be achieved remained unclear and open to interpretation.

Commissioning: review of academic literature

The existing evidence from the academic literature explored commissioning on a general level, with
less focus on the decision making process for condition specific commissioning; there was little
evidence specific to EoL care. Three core themes were identified: (1) the importance of joint
commissioning; (2) a lack of clarity in the commissioning process; and (3) facilitators and barriers to
commissioning. The review of the included papers [n = 42] is summarized in table 3 (see
supplementary data).

Commissioners and service providers favour a joint commissioning approach

The favouring of ‘joined up’ services (i.e. the integration of social and health care services) and
delivery by multi-disciplinary teams is advocated as more likely to deliver better services, including
to those care homes®* ™. At the local level, a joint commissioning approach is thought to deliver
better outcomes for less money®*, however we did not find any evidence to support this in the
literature. Co-ordinated care by multi-disciplinary teams, and inter-agency working alongside
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government guidance, are seen as crucial elements of delivery in dementia care, where the need is
greater than the provision of one service’>. Commissioners are assigned a key role in building
relationships and focusing on common values and a shared purpose®. A joined-up approach is also
favoured at the monitoring stage, where frontline staff are encouraged to feed back on the process,
so commissioners can learn from their experience and knowledge®.

Lack of clarity about the nature of commissioning and who should play what role

In the ideal commissioning scenario, commissioners examined the complete care system with the
aim of ‘binding the component parts together’”, a system with one governance structure, one
budget and one integrated health and social care team”’. Our review illustrates, however, that the
reality of commissioning is distinctly different. Some commissioners are unclear about the exact
nature of their role “I’'m not sure, | haven’t had a job description and I’'m not really sure what my
terms are”?. Checkland and colleagues® trace this problem to the foundation of the CCGs, when
national guidance regarding CCG structures and governance was non-prescriptive. As a result, local
CCG structures and governance arrangements are very diverse with inconsistencies regarding size of
governing body, membership and names used for subcommittees. ‘Engagement’ can mean different
things to different groups, and although membership of a CCG is now compulsory for GP practices, it
has yet to be fully understood what this membership means and how active engagement might be
affected by the trend to form larger organisations®’.

Facilitators and barriers influencing commissioning

In contrast, commissioners described how the implementation of specific local enhanced services
(LES), additionally renumerated initiatives over and above core services, was facilitated by coherent
evidence-based guidance to support staff and enable decision-making. A national framework
(Competency Framework) was a useful tool utilised by some CCGs to help them make complex
resource allocation decisions®**; such an approach was considered ‘best practice’. This is a process
where two or more CCGs work together to commission the same service for which they are jointly
responsible; this allows a sharing of risk and transfer of skills and support. It also suggested that
CCGs should seek and act upon the views of the practice population, to facilitate a more efficient
system of continual resource acquisition®”. The value of supportive inter-professional working was
also emphasised, with a patient-centred ethos, resulting ideally in a joined-up approach to
commissioning®®, for example, nursing input is considered vital to the success of any healthcare
commissioning approach®*. The involvement of external providers was also felt to improve the
quality of commissioning. In a mixed case study, Wye and colleagues®® describe the success of
commissioning contracts being due to collaboration with external parties for their analytical, clinical
and managerial expertise.

Commissioners required information to build a cohesive and persuasive case to determine and
influence a course of action. They preferred knowledge exchange which is fast and flexible, for
example, conversations and patient stories, rather than research papers®; “working on the ground”
involved the gathering of evidence to determine how local service provision is improving patients’
lives”’. This experiential knowledge and local evidence played a key role in improving the quality of
judgements in decision-making®®. In handling complex situations, commissioners rarely accessed
explicit evidence from research but instead relied on internalised guidelines, or ‘Mindlines’ built on
training, experience, interactions, local circumstances, and collective views of colleagues on how
things should be done®. “The art of commissioning” has been described®” whereby commissioners
pragmatically select different types of evidence from a range of sources (i.e, best practice guidance,

clinicians’ views of services, academic research evidence) to build a case.
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Success or failure of LES was largely dependent on GPs’ willingness to participate; this willingness
was motivated by existing treatment delivery, hierarchy to support LES implementation and financial
incentives>’. One of the reasons for potential non-participation was increased workload***’; other
contributory factors included: convening wide-ranging groups of people; developing and sustaining
strategic partnerships and establishing, running and managing formal meetings for service
development work®. Other reported features impeding commissioning were a lack of shared
records and local directories of available services? as well as out-dated block contracts and tariffs*.
These aspects were compounded by inter-organisational politics between hospitals, commissioners
and primary care, which could impact on decision-making®>. Commissioners’ focus on demand-led
services was also reported as a growing area of concern®®. Whilst there was an acknowledgement
that local ‘markets’” need to offer both quality and choice of services for commissioners to
consider?, there was concern that, under new regulations introduced under the Health and Social
Care Act 2012 market forces rather than local commissioning decisions, would ultimately determine
how care is provided. There were fears that this may ultimately lead to privatisation of health care in
the England, place commissioning groups (and GPs) into a difficult position and will ultimately
damage the trust between GPs and their patients*'.

ii. Interviews with commissioners
We interviewed 20 commissioners from 8 clinical commissioning groups (CCGs) and 5 local authority
adult services across England.

Thematic analysis of the interviews with commissioners revealed many commonalities with the key
themes from the review, but also generated an additional four key themes:

(1) organisation of commissioning;

(2) expertise in commissioning;

(3) end of life care and dementia: integration issues

(4) ‘specification’ as an emerging art form

Theme 1: Organisation of commissioning

Current commissioning of dementia services in England is centred on early diagnosis and
intervention. Commissioners worried that national policy interfered with their local commissioning
priorities. Consequently, ‘primary care is overwhelmed [...] they just tackle what they have to, and
unfortunately that’s often centrally and politically driven’ [CRO5]. Some participants felt there was a
distinct lack of clarity regarding ‘accountability’ of the commissioning process and that financial
aspects impacted on decisions. Several interviewees pointed out that it was often difficult to identify
how much funding has been specifically allocated to dementia care [CR09], due to a pooled budget
for mental health and elderly care, ‘within that pool budget there is nothing for dementia except
what is already committed’ [CR10]. Such financial pressure and loss of staff (e.g. redundancies) had a
negative impact on relationships / networks [CR11]. One interviewee explained that ‘with a pool
budget, you have no impetus to do things ... | am a joint commissioner, | don’t actually have a
budget’ [CR10]. Strategies for improving the current situation therefore focus on working towards a
more integrated approach to commissioning social and health care.

Theme 2: Expertise in commissioning

Commissioners interviewed were fully aware of their responsibilities: ‘if I'm the commissioner, then
it's my responsibility, my accountability, to choose the correct provider’ [CR04]. Whilst adult social
care has a longstanding history of commissioning services, CCGs were new to the process and still
developing these skills; several felt that training, such as the CCG leadership course, could support
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this. Such training is important; as commissioning guidance is currently non-standardised and
fragmented, interviewees therefore increasingly resorted to ‘see[ing] what other people have done
elsewhere’ [CRO1]. Some also stated that it was difficult for commissioners to understand and apply
current guidance due to the complexity of information available; ‘so for a long time we’ve had non
cancer patients on our list and we’ve used it as, as a framework loosely, not as detailed as it’s got to
lately’ [CRO5]. Multiple forms of guidance could appear at the same time with no clear stated
relationship [CR11]. There was also criticism that guidance didn’t cover everything — ‘dementia
seems to have been outside that box’ [CR10].

Theme 3: EoLC and dementia — integration issues

A common theme was the necessity for a more integrated approach to commissioning, i.e. stronger
collaborative working between health and social care in order to improve EolL care services for
people with dementia. It was proposed by one interviewee that such a step proved successful in
Wales [CR13]; “..we have, in Wales, a more integrated approach to care’, however closer
collaboration in England is impeded by structural and organisational barriers. We identified a lack of
communication/engagement between clinicians and social services as a core issue. Many
interviewees blamed clinicians’ failure to engage with providers and their lack of clinical
championship in dementia.

“..they’ve pulled their clinical engagements staff out because of resources at their end, and it
was basically since the introduction of 111’ [CR11]

‘Health funding is uncertain. You haven’t got, you haven’t got strategic clinical champions for
dementia in the same way as you’ve got in other areas’ [CR10]

Other participants admitted that ‘we’ve very much left the commissioning around end of life care
largely to our health commissioners’ [CR0O2]. The lack of interaction between health and social care
was regarded as historically rooted and compounded by geographical and temporal issues. A
number of interviewees mentioned that clinicians were under extreme time constraints; ‘time
constraints often make you, or encourage you to kind of cut out parts of the process’ [CR04], with
agencies frequently involved in the decision-making process often geographically dispersed;
rendering face to face meetings a difficult task. Furthermore, more collaborative approaches were
hampered by historically embedded organisational structures and an unwillingness to ‘[look] outside
the box’ as agencies ‘just keep doing things the way that they’ve done them’ [CR09 / CRO7]. One
interviewee pointed out that ‘it’s just trying to bring two cultures together in terms of local
government and NHS, two sets of performance indicators, two sets of financial arrangements,
particularly two kinds of organisations or sets of organisations that are under extreme financial
pressure’ [CR0O2]. Consequently, people spoke different ‘languages’;

‘the language of commissioning gets in the way... we kind of talk about integrated care
provision in adult social care and we’re talking about integration to mean social care in the
NHS, when, whereas colleagues in the NHS may be talking about integrating between acute
and primary, or community services’ [CR02].

Theme 4: ‘Specification’ as an emerging art form

One interviewee regarded commissioning as a ‘developing process’ [CRO7]. Within this process
‘specification’ — as a structured description of what the provider requires from a service — was
considered to be ‘an emerging art form’

‘I would suggest because historically with [community] providers you’ve had a block contract,
so they get a certain amount of money for a wide generic range of services, there hasn’t
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been a great deal of detail into what they should provide under that block contract [...]. So
locally we have, with the integrated care teams, been specifying more in detail what we
want them to try and achieve’ [CRO7].

It remained unclear, where the process started. While some began with ‘informal discussions’ [CRO7]
at the local level, others started at the national level by looking at ‘what’s happening nationally [...]
and then how [...] that feeds down to a local [...] level [...]' [CR12]. Commissioners were fully aware of
the importance of contract specifications; ‘if you don’t put it in the contract, that’s your legal
agreement about what should be provided. So if things go wrong, then you have no recourse really
on the provider’ [CR10]. Commissioners had high expectations of their service providers. Referring
to the provision of quality ‘quality service [...] within the budget constraints’ [CR12]. Additional
expectations include sufficiently trained staff and an efficient monitoring system. However, a
unified system of negotiating and recording these expectations within contracts was lacking. While
one interviewee stated that ‘we have a high expectation that providers that we’re commissioning
services from will meet the requirements that we’ve set out in the service specification [...] with
robust monitoring of that’ [CRO6], others claimed that contracts were not specific enough. This
might be to do with the type of contracts currently in use (block contracts vs generic/standard
contracts) but also the high number of agencies involved in the process. As a result, contracts were
perceived to be ‘unbelievably complicated’ [CRO5].

DISCUSSION

A number of key issues were identified from both the analysis of the review papers and the
qualitative data. While some guidance exists for the commissioning of end of life care for people
with dementia, commissioners experience difficulty in finding useful and practical guidance to assist
them in their role within a context of budget constraints and conflicting national priorities for
dementia. As a result commissioners rely on local knowledge and experience rather than evidence-
based data. In England, the current organisation of commissioning is suffering from a number of
pressing demands, including political pressure, financial constraints and a lack of accountability and
guidance. These demands leave commissioners with an overwhelming and complex workload. Our
integrated findings suggest a more joined-up approach to commissioning as a solution to these
problems, although the detail as to how this is best achieved in practice remains unclear.

In England, the commissioning process is also strongly dependent on individual commissioners’
expertise, to see the entire care system and ‘bind the component parts together’?. Our interviews
have revealed that many clinical commissioners are still familiarising themselves with the new health
care organisational structure. In doing so, they are drawing heavily on guidance, which is often non-
standardised, fragmented, and difficult to comprehend; such guidance often does not cover areas of
care, such as dementia, which are considered to fall ‘outside the box’. Stronger collaboration, even
to the point of full integration, between health and social care was considered the ideal, but is
difficult to achieve, despite the perceived benefits of such an approach for dementia in light of the
complexity of the illness. Notwithstanding the evidence base for integrated health and social care is
limited especially on cost effectiveness*, although positive examples of intenational case studies of
integrated care for older people with complex needs have been reported*’. The art of contract
specification for a service is a complex issue. Our interviews confirmed findings from the literature
review about the importance of collaborating with local teams and drawing on experiences of
neighbouring authorities. However, participants commented that many contracts were too generic;
a similar problem has been reported for the provision of stroke rehabilitation services*. Besides
having a legal role, contracts are now essential tools for holding providers to account, shaping the
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delivery of service and controlling costs. Service commissioners need access to rapid evidence
appraisal to help them incoporate scientific data into a process that one of our participants
descrined as the ‘art of contract specification’. Compare this need to the current process to update
national guidance on dementia care which is estimated to take around two years to complete (NICE
2006).

Varieties of partnership working, differing levels and forms of expertise and uncertainties over
responsibility all characterise the move towards ‘decentralisation’ of care servics. Checkland and
colleagues® recognise the implications of this as distilled in the formation of CCGs. Combined with
existing divisions between health and social care and budget reductions,, commissioning for end of
life care for people with dementia is fraught with difficulties. National policy and guidance are not
necessarily attuned to the practical day to day problems faced by commissioners. However, despite
the perceived ‘user’ need for national commissioning guidance, it is unlikely such documents will be
able to overcome all of the structural and procedural challenges detailed above; it could help by:

e Recognising the challenges explicitly in order for commissioners to feel supported

e Prioritising the areas commissioners should focus on based on current evidence, including
the specification of contracts and monitoring

e Being concise, grounded in existing evidence base, and clearly referenced to provide a
recognised signpost

Our ongoing research seeks to to develop practical and evidence based, small-scale guidance
‘intervention’ to help professionals working in a very difficult area; for political-economic, social and
demographic reasons these difficulties look set to increase during the 21* century.

Strengths and weaknesse

The paper reports the results of the first study to explore the processes involved in commissioning
end of life care for people with dementia. Through an evidence synthesis of current policy and
qualitative data from commissioners themselves such a mixed-methods approach allows us to ‘test’
findings from a narrative review against accounts from commissioners. However, there are a number
of limitations. Our sample comprised participants who responded to our requests for an interview
and so may have over-represented those wanting to critique the commissioning process. In
conducting comprehensive electronic searches for the identification of papers for the review, some
studies may have been overlooked because no hand-searches of journals were carried out.
Manuscripts included were limited to English language databases and papers published in English
only. Restriction on the time period (i.e. 2012 and later) for searches may have restricted the scope
of findings, and, when interpreting the findings of the papers selected, it is possible that over time
terminology could have changed (e.g. “contracting”/“commissioning”). We identified
methodological inconsistencies across the studies included in the review; it was often unclear how
authors identified participants or determined their sample sizes, which were often small. Further,
there was ambiguity in establishing a specific time period for the research. Few studies illuminate
the actual commissioning process, instead making comparisons between the old and new systems.
Although this narrative review was carried out in a structured and systematic way, this was not a
systematic review, as such, the quality of the manuscripts were not assessed for their quality.
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Additional supplementary data: Box 1 Inclusion criteriaand search strategy

Criteriafor inclusion: Types of studies*
Participants: Professionals who commission end of life and/or dementia services, from across social and

health care. Service providers may also participate in these studies.

Interventions: Any /local authority/clinical commissioning group involved in commissioning servicesfor a

health care environment. Outcome measures were notused as inclusion/exclusion criteria.

Search strategy: A web-based search for national policy and guidance documents, based on the following
search topics: End of life care and dementia; End of life care; Dementia. Reference chaining from

documents referenced in policy and guidance documents.

English language academic literature papers (descriptive, discursive, and empirical) published 2012-2015
inclusive, which detail factors and process influencing the process of commissioning services for health and
social care, in-keeping with commissioning reforms following the Health & Social Care Act 2012; in

particular the establishment of clinical commissioning groups.

Local policy documents, such as dementia strategy for a local authority area, identified by service
commissioners interviewed as part of the study or identified through web-based searches using search terms
relevant to the locality. Online-based searches of Web of Knowledge (including MEDLINE); Scopus;
Oxford Journals; The Kings Fund.

An iterative snowball technique was employed, manually identifying further documents from the
bibliographic entries of the ones already retrieved; in addition, abstracts and posters from conferences were

included in the search

Search terms: commissioning; commissioning health social care; commissioning dementia; commissioning

end of life. Reference chaining from included literature.

Documents were included, if their titles suggested that they detailed commissioner’s experiences ofthe
commissioning process AND/OR service provider’s experiences of the commissioning process AND/OR
factors which enable or inhibit the commissioning process AND/OR compare commissioning
arrangements. Other studies were considered eligible if they offered a relevant and rigorous analysis of the
commissioning process for end of life and/or dementia care. Searches yielded a total number of 45 papers
and their relevance for the study was ascertained through reading the abstract. Returns are displayed in the

table below.

*only studies published in the English language were considered and were restricted to those published

2012 and later.
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Question Pubmed | Web of | Scopus | Proguest* [ Proguest | Ovid JSTOR | NHS AMED | BNI | CINAHL | EMBASE | Healthy | HMIC | PsychINFO | Medline
Science Social all Evidence Busin@
Sciences lite
Premium
Collection
only
commission* 6 8 13 548 534 1210 509 1417 0 2 2 11 0 7 2 3
AND care
AND
dementia
AND
(palliati* OR
"end of life"
OR terminal)
commission* 84 81 116 2685 2458 5390 1931 3042 0 29 38 68 22 68 45 44
AND care
AND
dementia
commission* 325 364 363 9836 5859 11156 | 12187 | 4254 36 36 95 236 55 129 48 148
AND care
AND
(palliati* OR
"end of life"
OR terminal)

*including ‘British Periodicals (1691-1939)’, ‘Periodicals Archive Online’ and ‘Proquest Social Sciences Premium Collection’
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Additional supplementary data: Box 2 Interview Topic Guide

1.

2.

Commissioning end of life care in dementia: your experiences and views

Introduce self and remind the respondent about the project

Explain purpose of the interviews: to better understand how services are
commissioned and to consider how this should be done in the future.

Ask interviewee to describe their current role and their involvement in the
commissioning of end of life care and dementia services.

What are the key things they look for when commissioning services?
Who do they involve in the decision-making process?

What type of providers do they commission?

What guidelines do they use when commissioning services?

Is commissioning end of life care different for dementia?

Ideally, how should commissioning of these services be organised and
conducted in the future?

g Are there any things you require further information on in terms of
commissioning?

wo Q0o

Explore respondent’s views on good/best practice in end of life care for people
with dementia.

. Key components (for person with dementia, carers and staff)
. How it differs from/is similar to end of life care in other conditions
. Perceived value of existing EOLC frameworks to dementia

Check whether respondent can think of anyone else involved in commissioning
who might be able to help us with the study

Thanks and arrangements for sending feedback on the results of WS6
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Additional supplementary data: Table 2; Policy Documentation

BMJ Open

Name of document

Key aim / purpose

Guidance Documents

End of Life Care for People with dementia:
Commissioning Guide; Implementing NICE Guidance

(National Institute for Health and Clinical Excellence,

2010)

19qWadad TZ Yo ¥SSET0-9T0Z-uadolw

EoL care and dementia care commissioning; sets out key issuﬁsfrom start
(planning from point of diagnosis, integrated care, suppor‘cng carers) specifying
EoL care service components.

eojumoq -

Guide to commissioners on End of Life Care for
Adults (National Institute for Health and Clinical
Excellence, 2011)

Eol care commissioning; addresses how to identify people aiEoLwhere death will
occur within 12 months (identification/assessment; holisticgupport; accessto
services; care in the last days of life; care after death; workfgrce)

-
—

Commissioning Guidance for Specialist Palliative
Care: Helpingto deliver commissioning objectives
(Association for Palliative Medicine of GB and
Ireland; Consultant Nurse in Palliative Care
Reference Group; Marie Curie Cancer Care; National
Council for Palliative Care; Palliative Care section of
the Royal Society of Medicine, 2012)

EoL care commissioning; focus on specialist palliative care bgmulti-professional
teamsin advanced cancers; end stage organ failures; neurogegenerativediseases;
advanced dementia/Alzheimer’s, allocation set locally.

uo /wo fwg uad

RCGP Commissioning Guidance in End of Life Care
(Royal College of General Practitioners, 2013)

Eol care commissioning; 6steps; Qualityaccountabilityrep@t Right person, Right
care, Right place, Right time, Every time. TargetsallpeopIe,@pproachngoL
includingtheir carers/families

Guidance forcommissioners of dementia services;
Joint Commissioning Panel for Mental Health, Feb
2013

Dementia care commissioning; sets out 6 key principles uno%rplnnlng dementia
commissioning (seamless services; services commissioned (@ basis of need and
should be age-sensitive; different services needed at differe@t times; mainstream
health and social care services should be dementia friendly;gzare should be
deliveredin partnership; care should be personalised) o

=

Supportfor commissioning dementia care; National
Institute for Health and Clinical Excellence, April
2013

Dementia care commissioning; promotes anintegrated wh(ﬁe-systems approach
with focus on improving early diagnosis, living well with derientia and supporting
carers. Gives measurable outcomes.

‘1ybuAdoo|Ag
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Care towards the end of life for people with
dementia: An online resource guide (NHS End of Life
Care Programme Improving End of Life Care, 2010)

EoL care and dementia care; aimed at professionals workin@n health and social
care in EoLC for pwd. 6 steps (Discussions as EoL approache§ assessment, care
planning & review, co-ordination of care, delivery of high quélity servicesin
different settings, care inthe last days of life, care after death)

One Chance To Get It Right: Improving people’s
experience of care in the last few days and hours of
life; Leadership Alliancefor the Care of Dying People
(LACDP), June 2014

EoL care; focuses on achieving five Priorities for Care to makig the dying person
the focus of care inthe last few days and hours of life. Empf%sises care should be
individualised/reflect the needs and preferences of the dylrg_person andthose
who are importantto them.

wiol) pa

The Prime Minister’s Challenge on dementia: annual
report of progress; Department of Health, May 2013

Dementia; toimprove QoL for pwd, theirfamilies/carers. Nged individualised,
joined up care. Proposed changes -(timely diagnosis; betterﬁualitycare reduce
stigma by increasing understanding and awareness across sglety, build national
capacity and capability in dementiaresearch) S

Dementia Quality Standard; National Institute for
Health and Clinical Excellence, June 2010

Dementia; set out “aspirational but achievable markers of high quality cost

H ” . . o . .
effectivecare” covers care provided by health and social carg for pwdin hospital,
community, home-based, residential and specialist settings8

Commissioning for Quality and Innovation (CQUIN)
2013/14 Guidance; NHS Commissioning Board, Feb
2013

Commissioning; to secure improvements in quality of servic§s and better
outcomesfor patients, alongside strong financial managem@nt. Goalsfor2013/14
(friends and family test, NHS safety thermometer, improvinBdementia care,
venous thromboembolism —funding to be split evenly among the 4 goals)

The Mandate: a mandate from the governmentto
the NHS Commissioning Board: April 2013 to March
2015; Department of Health, Nov 2013

Commissioning; to make partnership working asuccess. Setsout 5 main areas to
improve (corresponds to NHS Outcomes Framework); prevédting people from
dying prematurely; enhancing quality of life for people withfong-term conditions;
helping people recover from episodes of ill health or injury;«énsuring people
experience better care; providing safe care.

Strategy Documents
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End of Life Care Strategy — Fourth Annual Report;
How people die remainsinthe memory of those
who live on; (Department of Health, 2012)

EoL care; Responsibility for EOLCand EOLC Strategy moves fibm DH to NHS
Commissioning Board from April 2013. National End of Life Gare Intelligence
Network (NEoOLCIN) set up to address the lack of routine dat®, information and
intelligence on EOLC. Hospitals should follow the 6stepsin EBLC (Advance Care
Planning, Electronic Palliative Care Co-ordination Systems, tEe AMBER Care
Bundle, the Rapid Discharge Home to Die Pathway, the Live@ool Care Pathway)

N

End of Life Care Strategy: Promoting high quality
care for all adults at the end of life. (Department of
Health, 2008)

o
EoL care; outlines recommendations for good EoL care (goo&death indicators,
high quality EoL care available to all —hospital/home, steppfd care pathway
approach, staff knowledge and skills, Gold Standards Frame§/ork)

o

QD

Living well with dementia: A National Dementia
Strategy Putting People First (Department of Health,
Feb, 2009)

Dementia; to make significantimprovements to dementia s&rvices across 3 key
areas; improved awareness; earlier diagnosis and interventign; higher quality of
care. ldentifies 17 key objectives. 3

Non-Governmental Organisation Documents

uadolwqj:dny

Positive Partnerships Palliative Care for Adults with
Severe MentalHealth Problems (National Council for
Hospice and Specialist Palliative Care Services and
Scottish Partnership Agency for Palliative and Cancer
Care, 2000)

EoL care and dementia care; to promote both physical and @ychosocial wellbeing
using a palliative care approach. Key principles (focus on Qogi.e, good symptom
control; whole person approachi.e, persons pastlife experiénce/current situation;
care of boththe personwith the life threatening disease an@those that matterto
them; respect for patientautonomy and choice (e.g. place cfcare, treatment
options); emphasis on open and sensitive communication w@ich extendsto
patients, informal carers and professional colleagues). R

My life until the end, Dying well with Dementia
(Alzheimer’s Society, 2012)

EoL care and dementiacare; reports 7 key issues surroundifg EoL care from the
perspective of pwd and their carers (publicawareness, Care®lanning and Proxy
decision making, Dignity, Pain, Withholding and withdrawin‘% treatment,
Emotional and Spiritual concerns, Place of care and death) %

The End of Life Care strategy: New Ambitions; The
National Council for Palliative Care, Nov 2013

EoL care; identifies challenges in EoL care with emphasis on#ocally commissioning
personalised care, dataand intelligence, conversations surrgunding death/dying.

1ybuAdoo Aq pa)

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtmi

Page 20 of 39


http://bmjopen.bmj.com/

3
Page 21 of 39 BMJ Open ??’D
5
1 2
2 =
3 &
4 Clinical Commissioning Groups Supporting Dementia; examines perceived impact of CCG’s using 6 casegtudy sites over 3
5 improvementin General Practice?: The Kings Fund, | years(2012-2015). 3 mainareas of focus (nature of relationghips being builtinside
6 Nuffield Trust, 2013 CCG’s, role of CCG insupporting qualityimprovementin ger¢ral practice,
7 structures and processes used) g
8 o
9 s
10 N
11 2
12 =
o
1
1
15 2
16 3
17 3
18 3
19 =
20 g
21 g
22 S
23 g
24 =5
3
25 <
26 e
27 Py
28 3
29 i
2 5
32 %
2 S
35 =
36 -C(AD
37 3
38 g
39 g
40 g
41 3
42 3
43 ‘§
44 &
45 For peer review only - http://omjopen.bmj.com/site/about/guidelines.xhtml
46


http://bmjopen.bmj.com/

©CoO~NOUITA,WNPE

BMJ Open

Additional supplementary data: Table 1; Factors influencing the commissioning process: Overview of papers
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Author(s) Title Year | Citation Study Country & | Research Participants Methods Main FiRgings & Conclusions Study Limitations
Date Objectives =
Research studies and reviews Fg
D
Cass, Elaine Safeguarding: 2012 | The Journal of Adult | England n/a- not a Review of two * commigioners can improve quality of Recommendations made
commissioning Protection, 14(5), pp. study, but SCIE resources resident&® services through better based on review of two
care homes 244-7 review parnerst® working with communities, resources
service Bgers, carers and local voluntary
organisafigns & betier use of intelligence
from a \@riety of sources to reduce risk o
people iEresidential care
* commifgsioners need to ensure that local
market @ers quality & choice, as people
do not waant to accept poor quality services
only becglise there is nothing else available
* commigsioners need to ensure that care
home sig are properly trained and
supporte@ as they are key to quality &
safeguarging = frontine staff should feed
into modoring process, so commissioners
can learffrom their experience and
knowledge
Checkland, Accountable to 2013 | BMJ Open, 3(12), England, Explore how CCGs | 91 (GPs, * Examination of | * CCGsZubject to managerial, sanction- Study carried out in the
Kath et al. whom, for what? September 2011- | interpret their managers, CCG backed &countability to NHS England development stage of CCGs
An exploration of June 2012 accountability governing body | constitutional (NHSE)@Jrough annual assessments —
the early relationships & how | members in 8 documents howeveSthose involved with seting up
development of the new systemis | developing * 96 Semi- CCGs dtnot appreciate either extent of
Clinical developing in CCGs) structured this mangerial and fiscal accountability
Commissioning practice interviews in 8 nor its ppiential impact (e.g. loss of ability
Groups in the CCGs to functigq, as autonomous  statutory body &
English NHS * Observation in | loss of irgome
meetings in 8 * CCGs®xternally accountable to the
CCGs (439%) public ard some other newly founded

* National web-
based survey
(only marginally
relevant for this
article)

organisd®ns (e.g. economic regulator
[Monitorf2 Health and Wellbeing Boards,
Local Megical Commitiees, efc.) — greater
awarenegs amongst CC Gs about this type
of accouability

*CCGs Miternally accountable to their

membergthrough a two-way process
~
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1 2
2 5
3 => CCatcentre of complex web of
4 accountagllity relationships which are more
5 complex3han for their predecessor
6 organisa%ns, as CCGs accountable to a
7 much wger range of organisations and
8 bodies @people (although external &
9 internal @countabiliﬁes are much weaker
than aceountability to NHSE)
10 => pracieal implications (i.e. whether more
11 complextgccountability translates into being
12 more restgonsive or more easily held to
13 accountjgremains to be seen
14 * one prglem: key guidance documents for
15 CCGs ppvide neither advice on mechanics
16 on acco@@ability relationships nor on how
17 confiicts Between them might be resolved
18 Checkland, Primary careled | 2013 | British Journal of England, * Evaluate 91 mainly * Systematic * on papg, CCGs have got more autonomy | Study conducted at an early
Kath et al. commissioning: General Practice, September 2011- | Pathfinder medical staff, review of than Ihejpredecessors in that they are stage in the development of
19 applying lessons 63(614), pp. e611-9 June 2012 Programme (= but also lay evidence relaing | statutory =podies and carry full budgetary CCGs
20 from the past to programme for members (5), to clinically-led responsikdlity
21 the early aspiring CCGsto practice commissioning * guidan% re CCG structures and
22 development of find out best way to | managers (3) & | * 8 case studies governa@e was non-prescriptve =»
23 clinical organise LA supplemented by emergin@structures & governance
24 commissioning themselves) representative descriptive arrangergents very diverse with
25 groups in * relate findings (1) from 8 information from inconsis@ncies regarding size of governing
26 England from case studies CCGs web surveys body, mgnbership & names used for
to what is known * observation of | subcomraittees =» decision made to
27 from previous 146 meetings identify geoups by their functions rather
28 research about (439h) with than theif,names (although the distribution
29 clinical goveming of functidds in a site was often more fluid
30 commissioning bodies, GP than thedypology suggests)
31 members, * ‘grassrkt engagement is regarded as
32 HWBs, locality imporTanB but ‘engagement can mean
33 meetings different %ings to different groups
* contrag to previous commissioning
34 organisag)ns, membership in CCGsis
35 compuls@y for GPs, which may have a
36 negative Tmpact on their engagement in the
37 long tem;«o«U
38 * what itgheans to be a member of a CCG
39 has yet@» be fully understood and itis
40 posmble@at the frend to form larger
41 E
42 3
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organisa%ns my adversely affect
engagen'gnt

* CCGs@ay find it dificult to move beyond
commisstening focused on the immediate
needs ofghatients owing to the ongoing
uncertairfy about the role of public health in
the new System

* one ar@a where GPs could make an
impact ise)in engagement with providers
around Wice development and
contracting

Checkland, Understanding 2013 | Journal of Health England, April Explore micro- 41 managers & | * qualitaive case | * findinggoexpand understanding of sense-
Kath et al. the work done by Organization and 2009-September processes of daily [ GPsfrom 4 study approach making ﬁorganisaﬁons and have practical
NHS Management, 27(2), 2010 work by which PCTs (shadowing implicatig)s for managers of CCGs
commissioning pp. 149-170 commissioning managers, * shake-fp of organisation of NHS provides
managers managers enact meetings [93 opportunfes for proactive managers to
sensemaking in hours] embracecnew practices
their organisations observations [60 | * spatial Separation of managers from those
hours], sefting direction of commissioning may
interviews [41]) be problegnatic
* analysis with * artefac§ (such as minutes) will assume
Atlas.t greater “_lgiportance, as discussions will be
less infoxmal
Checkland, ‘Animateurs’ and | 2012 | Journal of Health England, April Examine 41 managers & | * qualitative case | *inadditsn to the skills of a good generic
Kath et al. animation: what Service Research & 2009-September managerial GPs from 4 study approach manage_é.commissioning managers Wwill
makes a good Palicy, 17(1), pp. 11- | 2010 behaviour & PCTs (in-depth have to 8ork creatively to align objectives
commissioning 17 explore their interviewss) and the Bhsure that everyone works
manager? impact * formal & towards @uerall, mutually defined objectives
informal = CCGmanagers will require deep &
observation (150 | contextuised understanding of NHS —this
hours) is particularly important, if managers from
outside & NHS are brought in
> impo%nt that organisational processes
do not insbit managerial behaviour (e.g.
hot deskig inhibits informal networking,
cancellf@n of meefings has negative
impact) 8
Clarke, Aileen Evidence-based 2013 | BMJ Open England, 2010- Investigate types of | 345 staff * Cross-sectional | * use of %/idence varies according to PCTswere asked to provide
et al. commissioning in 2011 evidence used by employed at survey professiqgal background (public health their own lists of relevant
the English NHS: health care NHSband 7 or | * Logistic employeas & female employees likely to participants =¥ potential bias
who uses which commissioners and | above in 11 regression use empggical evidence, more senior in sampling
sources of whether decisions PCTs analysis with employegs more likely to use practical
evidence? A were influenced by | representative SPSS evidence} =» practical evidence (local
§
‘.‘6“.
E
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1 2
2 5
3 survey commissioners’ of all PCTsin intelligenge, benchmarking data, expert Noformal assessment of
4 2010/2011 experience, England advice) @e as influential on decision validity and reliability of
5 personal making & NICE guidance survey questions
6 characteristics or * about §8% of decisions not based on
7 role at work cost-efeffveness
8 * commisioning is undertaken by people
9 with vangng professional backgrounds =»

importan to know how personal
10 characteristics can influence
11 commisgjening decisions (important
12 implication for future commissioning)
13 Coleman, Anna | Joining it up? 2014 | Local Government England, 2011-2 Explore early HWB | 91 mainly * Case studies * Role dgfinition: litle clarity re exactrole Study took place at early
14 etal Health and Studies, 40(4), pp. development medical staff, * observation of | of Healt'Band Wellbeing Boards (HWBs) development stage of CCGs
15 Wellbeing 560-580 but also lay 146 meetings * HWBsave no statutory powers = good
16 Boards in English members (5), (439h) local rel&Bonships required to achieve their
17 Local practice goals ;
18 Governance: managers (3) & * develogment of CCG-HWB relationships
evidence from LA affected By many small practical issues,
19 Clinical representative e.g. imigg & frequency of meefings,
20 Commissioning (1) from 8 decision&re representations & Chair
21 Groups and CCGs * HWBsSituated at unitary level of local
22 Shadow Health govemmants =» concerns about how far
23 and Wellbeing local issges will be reflected in decisions
24 Boards (particulagy as CCGs may cover smaller
o5 populatials than their HWBs)
26 * uncertdity as to how far political
complex®n of LAs may disrupt work of
217 HWBs g
28 = comigitment from all partners are
29 required %o make CCG-HWB relationship
30 work in peactice
31 Craig, Georgina | Outcomes Based | 2014 | The Health Service Lincolnshire, Explore how Not stated Not stated * commiiéioners play akey role in uniting Based on small area
32 Commissioning: Joumnal, 124(6382), 2012 Experience Led providerea& communities, build
33 The key to pp. 20-1 Commissioning relaﬁonsﬁ\ri)s, and help everyone to focus
unlock better (working with on what®ey have in common

34 outcomes families, * outcorf@s based commissioning requires
35 communities and provider§to get innovative around how
36 fronfine teams) servicesTadd value for the people who use
37 can help develop them g
38 outcomes * outcomt@s based commissioners need to
39 frameworks and unite an@align providers behind common
40 pommissioning values, @hared purpose and vision
41 intentions ‘<
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Davies, ACL This time it's for 2013 | The Modem Law nfa-not astudy, | Providing overview | nfa-nota n/a - not a * reformgrthreaten  accountability for three
real: The Health Review, 76(3), pp. but review of of ‘markef study, but study, but review | reasons gfhey make Secretary of State for
and Social Care 564-588 Health and Social | elements of Health | review of of Health and Health's Felationship with NHS more
Act 2012 Care Act 2012 and Social Care Health and Social Care Act | complexithey create opaque networks of

Act 2012 Social Care Act | 2012 non-stafifdry bodies which may influence
2012 NHS de§jsion-making & greater emphasis

Examining whether on legal %gulaﬁon will take some aspects

reforms  introduced of NHS activity out of control of Department

under Health and of Healtt%-) reforms will contribute to

Social Care Act ‘creepin%privaﬁsaﬁon of NHS

2012 are * private’involvement in NHS is not new,

compatible with but Healdd and Social Care Act 2012

constitutional facilitates greater private participation

requirements  of S

accountability or s

the provision of a e

public service S

Dickinson, Beyond the 2014 | Public Management England, nodate [ Map out 5 case study POETO * joint c@missioning has high degree of Sample drawn on an

Helen et al. Berlin Wall?: Review, 16(6), pp. relationships sites (Partnership saliencez®n local level > regarded as ‘opportunist  basis
Investigating joint 830-51 between joint Online somethirig: that can deliver better outcomes
commissioning commissioning Evaluation Tool for less r§oney
and its various arrangement, with Q *on thegther hand, joint commissioning is
meanings using services and methodology ) set up tatfail by being seen as a way of
a Q methodology outcomes to being at@ to deliver too many different
approach examine the things to_ﬁoo many different people

degree to which * undersf@@nding  what joint commissioning
joint is differs Detween people in the same
commissioning organisaion =¥ profound implications for
leads to befter how we%’nk about and conceptualise joint
services & working B. 847)
outcomes for * potentigl; meanings of joint commissioning
service users go way fRyond those found in existing
literature &

Dickinson, Making sense of | 2013 [ BMC Health Services | England, no date | Examine type of n/a not study, Interprefive * lack ofﬁgh quality research evidence on

Helen et al. joint Research, 13(Suppl impacts claimed for | but literature review joint conignissioning (mostly opinion pieces
commissioning: 1), pp. S6-15 joint review or voiceof those involved in leading such
three discourses commissioning initiativ eg}
of prevention, within literature * lack of*Clarity about what joint

empowerment
and efficiency

commis@ning is and whatit should
achieve @

(i.e. litle@vidence to link joint
commissioning to change in outcomes; no
one singfé definition of joint commissioning;
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1 2
2 =
w
3 joint congrissioning used in a variety of
4 ways ac@ss health & social care)
5 * three dgminant discourses of joint
6 commissoning: prevention, empowerment
7 & efficierfgly > tensions may exist between
8 the threeggin practice
9 Ellis, Jonathan Hospices in the 2013 | International Journal UK, no date Examine how new | Member survey * commissioning & contracting have Methodology could have
10 UK are losing out of Palliative Nursing, structures Hospices of become ®nore complicated under Health & | been explained more fully
under complex 19(7), pp. 3189 infroduced with the | charity ‘Help Social Oge Act 2012, saddling many
11 new 2012 Health and the Hospices’ — hospices(—»with extra bureaucracy & costs
12 commissioning Social Care Act number not * numbe}_of commissioners hospices are
13 and contracting affected hospices stated dealing @ith now has increased
14 arrangements * many @spices have different
15 arrangenf@nts  with commissioners
16 includingZservice level agreements, block
17 contractsZspot contracts & NHS contract
18 * Inlrogiu on .of NHS conh‘act.requw.ed
replacing=straightforward  service delivery
19 with a mgfe complex contract that is not
20 reflectiveof the relationship between
21 hospices3and the NHS and cannot be
22 adapted@cally
23 * high lewel of data reporting required by
24 NHS coavact causes concern
25 > newﬁgislaﬁon gives commissioners
26 considergble discretion to adopt alternative
commissining and contracting
27 arrangem:_?nts with charitable providers, but
28 such exgmples are scare, as CCGs are risk
29 averse 32
30 * frozen (@ reduced funding is a problem,
31 as are sfortterm  contracts
32 > reco@nendaﬁons to improve the
33 situation #hclude:
* reducidg duplication of commissioning
34 arrangengents
35 * adaptin@ NHS contract for commissioning
36 hospice Care
37 * more ﬂ§<ibi|ily on behalf of the
38 commisgpners
39 * develoffng a national framework for
40 commis@ning hospice care
a1 * more r??g-term contracts
(@]
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Gandy, Robert Using care 2012 | Primary Health Care Liverpool, 2010 Adapting original 43 Iterative * servicgrequirements for EoLC are the Tested in only one
et al. profiles to Research & care profiles representatives approach same, i@specﬁve of disease =» care geographical area
commission end- Development, 13, pp. structure for of clinicians, involving 4 half- profiles €®uld be widely adopted for
oflife services 106-119 commissioning managers, day workshops commissn“e))ning, not only for EoLC services
purposes & ambulance each targeted at | * care p@les useful for commissioning
produce series of services, care forming a case owing toGheir flexibility and simplicity
care profiles that homes, study * care prgfiles can also be used to inform
would cover the full | commissioning, patients E carers of what services they can
EoLC pathway community expect N
Identifying any nursing, GPs, * recomrigendations - endorsed by PCT =
other relevant hospices, IT, project c815idered successful
EoLC support out-of-hours Q
required for services, :E_;
patients with patients, carers, S
specific diseases personal social s
such as dementia services, e
palliave care o
teams, therapy i
professionals =
Hudson, Bob Public and 2015 | Public Management n/a — not a study Outlining new n/a-not a Review of * PPE has record of low achievement over | Lacks empirical data
patient Review, 17(1), pp. 1- possibiliies for study existing literature | past halfgcenquy =>» can new context of
engagement in 16 public and patient Health a@d Social Care Act 2012 change
commissioning in engagement (PPE) this? @
the English NHS in the context of * Evidenee base for effectiveness of PPE in
the Health and health cate is underdev eloped
Social Care Act * CCGsBaveto take into account PPE in
2012 decisionghaking
greater gonceptual clarity and clearer
understaggdings on purpose of PPE are
prerequisies to change
Huxley etal Better evidence 2010 | Evidence & Policy: A To assess the n/a Review of * The guidance reviewed draws on
for better Journal of Research, evidence base of commissioning governmgnt documents and other
commissioning: a Debate and Practice, published generic guides publishe%guides, rather than research
study of the 6(3), pp. 291-307 social care evidences
evidence base of commissioning g
generic social guides, published Q
care between 2003 and @
commissioning 2008 -
quides inthe UK 2
Colville E; ACP 2012 | Briish Journal of England To establish 16 nurses Qualitative semi- oTrainin@’ increased participants’ Small-scale exploratory
Kennedy C Conversations in Community Nursing, whether nurses (generalist and | structured awarggess of ACP, validated their study, participants
clinical practice 17(5), 230-234 implement new specialist mix individual know@dge and skills and had positive volunteered (may have
knowledge and from community | interviews impacEon their practice clinically. previously engaged in ACP).
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strategies into their | and hospital eEducatgnal programmes are beneficial
practice, following setings) and i@act clinical care
educational N
intervention of ACP =
Kmietowicz Z Blue sky 2014 | BMJ 348 England NA CCGs Feature, e|dentifigg’ factors that help contribute to Narrative approach
commissioning not a research narratives of succegsful service
study success stories oie in@/enﬁon workers with specialist
from trainin® working with families with daily
commissioners tasks;
oEffectivig, service needs characteristics
such eg standard assessment, clear
Ireatmgnt pathway, evidence-based
meas@ements, but should also not
increaSe GPs workload.
Kumar G; Do local 2014 | Quality in primary UK (database Examine the role of | Organisations Literature oIdenﬁﬁei common themes that explain Only 14 (of 459 abstracts)
Quigley J; Singh | enhanced care, 22, 157-169 searches made local enhanced searched; Review success/failure of LES LES reported data on
Met al. services (LES) in May-June 2013) services that have | CCGsPCT, ei.e, nat@nal framework in place and outcomes
primary care been Scottish financigt incentives gives greater
improve commissioned in National Health moﬁvﬂon for service provision
outcomes? the UK, and their Board ei.e. depgnds on GPs willingness to
role in driving particighte (which is motivated by
health/economic existing treatment delivery hierarchy to
outcomes. suppatt LES implemention and financial
incenges)
eServicgprovision (e.g, National Dementia
Strate§/) may affect clinical and
process-related outcomes of an LES.
Lingard JM; The 2013 | Tizard Learning England Examine Families of Project log of eldentifies some information on Information s limited
Cooper V; personalisation Disability Review, (Leicester; personalisation services for barriers and commgssioning; commissioner stated; (feedback component was
Connell M challenge 19(1), 3-10 Leicestershire & plans for families, main project. solutions; e They have health team members who supplementary - information
Rutland; and identify Additional Interview with a work Wit complex cases; and not the primary aim of
Northamptonshire | barriers and feedback from joint oSIrateg@ commissioning plan in place and | the project).
& solutions. commissioners. | commissioner; a jointfﬁommissioning team who work
Nottinghamshire Feedback on from esmmon p|an;
(project run project from 2 eHave gktemal advice to draw up tender
between 2011- Care Managers proceds (input from NDTi (national
2012) develébment team for inclusion) who act

as ‘crifigal fiend” & RIPFA (research in
practigg for adults))
oA viabl& personalisation plan in place
(‘viable. as plan goes beyond identifying
an enfgowering lifestyle for individual,
(@]
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but negds all key people signed up to
the acﬁ)ns)

eThe Iealw'\ﬁ;ing from the project will
confribate to the national development

agends/

Lotinga A; New 2012 | Journal of Integrated England Identify issues for 25 stakeholders | Case study eKey isdties identiied for future Limited information
Glasby J conversations Care, 20(3), 175-180 | (Birmingham) policy and practce | (Lead GPs, (outcomes from poIicy@ractice; identified.
with new against the councillors, workshops) eFaster Sccess to more joined-up services
players? The backdrop of local authority keep paople healthy in community for
relationship changes taking managers, PCT longers,
between primary place in health and | cluster o With lagl of shared records and no local
care and social social care. Also managers & directrges of available services,
care in an era of explore service users) pa,ﬁc@ms felt the system was a long
clinical opportunities  for way fim getting the basics right
commissioning joint work at CCG oNew d@elopments (i.e, community
level matross could offer positive service to
peopl&in need;
eWhile “single point of access” projects
haveteen started, these often did not
meanZpeaking to somebody direct but
leaving.message in queuing system;
e Joint missioning between primary and
social_(:%are positive step forward
McDermott [; Who do wethink | 2013 | Journal of Health Data drawn from To ofter a novel PCT Data collected oCommgsioners unclear about the exact
Checkland K; weare? Organisation and wider study, approach to commissioning from semi- naturéSof what they do - ‘a style of
Harrison S; Analysing the Management, 27(1), England NHS triangulation managers and structured disco@e‘; "I'mnot sure, | haven't had a
Snow S; content and form 4-23 carried out April (comparison of GPsand Qualitative job degeription and I'm not really sure
Coleman A of identity workin 2009-June 2010 multiple data managers Interviews AND what Py terms are”
the English sources) using working on observation of .COmmgsionmg process described as a
National Health “identity work” with | Practice Based | commissioning cyclea
Service managers as the Commissioning | meetings o“providng a local service that is

interview content.

convegent, and cost effective,
commgsioning is the process of
assesaing that, making it happen and
revieyding it afterwards’;

o’the defsion to
commision/decommission a service
comesthrom strategic objectives of the
PCT. %ifs geting value for money, good
qualitecare from the services you've
comnisioned”
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1 >
2 5
3 eHigherdavel of certainty about what
4 comrmggsioning is ‘not rather than what it
5 is. 2
6 Oates J; Jerram | Clinical 2014 | Nursing Standard, England Gather insight info | NA Review eMembeér practices take part in decision Focuses on one CCG as an
7 S; Wilson I. commissioning: 29(6), 52-59. (Brighton and the role of nurses makingat a local level (GP chair takes example
8 the nurse’s role. HoveCCGused | in clinical fime dgt of clinical practice)
9 as example) commissioning. eNursingginput is vital to success of any
10 health€are commissioning approach
11 (they PRve no conflict of interest i.e, not
emploged by local provider, they bring
12 experfige and knowledge and balanced
13 view &clinical and management agenda
14 and NBrses champion the patient
15 voicepatient experience);
16 *Getingaglinical commissioning right is a
17 balance. between fulfiling statutory
18 duties=and exercising statutory powers,
19 whilstF-_ngresenﬁng the interests of the
memkgrship and managing members’
20 conﬂi@ of interest, between responding
21 to patignt and public views and ensuring
22 eficie® and equitable use of public
23 funds 2
24 Olphert AM Commissioning 2014 | British Journal of England Anurses Chief Nurse Narrative eEoL ca commissioning should be
25 end-ofife care. Nursing, 23(13), 744- understanding of and director of consgred in relation to mulimorbidities,
26 745, the challenges in CCG long- condifions, the elderly frail and
27 arranging EoL care those With dementia (i.e, a need for
28 identifing those at risk of dying within
12m, Znticipatory care planning,
29 supporing patients and their carers in
30 takingRgontrol)
31 eEol cs involves a large number of third-
32 sectorroviders, so hostcommissioning
33 (i-e, offbehalf of several organisations)
34 is impertant.
35 Perkins N; The ‘added 2014 | British Journal of England April- Explore key 40 clinicians Qualitative *GPs déailed knowledge of their patients
36 queman A; value’ GPs bring General Practice. September 2013 assumpﬁqns and managers Interviews help ig8prove service design
37 Wright M; to o 64(628), e728-e734. underpinning across 7 C.C.GS «Close working relaionship between GPs
Gadsby E; commissioning: a CCGsand (1 nurse clinical and n@nagers strengthens manager's
38 McDermott |; qualitative study examine the claim lead; 6 ability& negotiate
39 Petsoulas C; in primary care GPs bring ‘added managers; 33 eDescritBd concem over large workloads
40 Checkland K valug' fo the GPs) o
41 3
42 3
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commissioning
process

eln Pcﬁclinicians have litte role or
respogsibility in decision making, but
cliniciahs in lead roles feel they have
‘ownership’ of the decisions made by the
CCGY

Quayle A; BSS 11000 for 2013 | Clinical Governance: | England 2013 To consider how Sectors outside | Case Studies eExistingptradiional processes (buyer/seller | Conducted at an early stage
Ashworth D; Health An International the collaborative Health Service syste% will not deliver the benefits inthe development of CCGs
Gillies A Commissioning; Journal. 18(1), 18-29. business standard (i.e, criminal anticigBted by policy, to CCGsinthe
Lessons from (BSS 1000) and justice) directipd they are being asked to move.
history for case studies from oA richelsollaborative approach i.e, The
managing the other domains can busingss collaborative approach, that
commissioning be applied fo the use ngnagement support structures, are
relaionship commissioning considred best practice and adopting
process in health this indealth service will be helpful in
services. Iransi@n to more efficient system of
resoutge acqision improvement.
eldentifidg the “commissioning cycle’ -a
process by which best quality care and
outcores are to be achieved.
-Extem@support for clinicians to gain skills
& knquwledge required to succeed as
comnisioners
Radford K; Commissioning 2013 | Journal of Health Nottinghamshire, Understand the 16 Semi-structured eBlock (f:%ntracts/tariffs create problems for | Absence of evidence creates
Crompton A, vocational Services Research Derbyshire, barriers and Commissioners | one-to-one being Jble to quantify spend in stroke a perception that the need
Stainer K rehabilitation and Policy. Lincolnshire enablers to responsible for | interviews rehab=: for vocational rehabilitation is
after stroke: Can 18(Suppl.1) 30-38. commissioning commissioning -Despi%naﬁonal policy, ambiguity remains | minor.
the Cinderella vocational sfroke services surrounding whether vocational rehab
services get to rehabilitation  after after shoke is responsibility of health or
the ball? A stroke socialXare
qualitative study eCommissioners focus on demand-led
acute Stroke services, leaving litfe
resouice for community services
oI timesof budget restriction,
commyssioners focus on most vulnerable
to maain independence and reduce
care igme admission
Raymond M; Palliaive and 2014 | Primary Healthcare N/A (Not Synthesise English Review of eHealth nd social care commissioning is
Warner A, end of life care Research and restricted to UK information  about language reviews infuericed by many factors other than
Davies N for people with Development. 15, research papers) | end of life care in papers 2000- resea%@h evidence; political pressure;
Nicholas N; dementia: 406-417. project conducted | people with 201 ideological stance; the need to take
Manthorpe J; lessons for 2011-2015 dementia, using action.
llife S review papers
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clinical
commissioners

elLack ofspecificity in the literature
regardﬁg research questions/priorifies.

eNarratiy®e reviews have a tendency to offer
over-¢ontexfualised recommendations
i.e, “rigre inter-agency working is
needeg’

Russell J; Addressing the 2013 | Journal of the Royal England 2011 Report how the Steering group Report eWith inglvidual funding requests there isn't | Litle defailed information on
Greenhalgh T; ‘postcode lottery’ Society of Medicine. National of academic, much®vidence, so have to use how this translates into
Lewis H; in local resource 106(4), 120-123. Prescribing Centre | practiioners judge®@nt. Local evidence and commissioning decision
MacKenzie [ allocation (NPC) competency | and opinion experightial knowledge play a role in making
Maskrey N; decisions: a framework was leaders in local improydng quality of judgements in
Montgomery J; framework for developed to decision decis@-making
O’Donnell C clinical present potentially making. Also eCompeRncy framework — tool being used
commissioning transferrable individuals with by soe CCGs -itis useful ‘starting
groups. methodology . expertise in point @ help them in making complex
resource resourse allocation decisions
allocation %
(local, regional, >
national) =
Shaw S E; The work of 2013 | BMJ Open. 3(9), England 2010- Examine work Primary care Case study, olt takesyears to commission something
Smith J A; commissioning: a €003341 2012 involved in trust managers | mixed methods (tme-@nsuming) Minimum 1 year
Porter A; Rosen | mulfisite case commissioning and clinicians; (qualitative typicafy (assessing needs, reviewing
R; MaysN study of long-term condition | general interviews, evide®e, developing service
healthcare services, including | practice-based observations, specifigation)
commissioning in factors commissioners; | documents) oProgre% seems to speed up once a firm
England's NHS inhibiting/facilitating | NHS Trust and de(‘,isi0 is made regarding moving
commissioners in Foundation aheaogviih service design (i.e, referral
making service Trust senior proce@rres, staffing established within
change managers & momhg rather than years)
clinicians; oSucces viewedin relation
voluntary sector smoof¥efficient running, less emphasis
and local on defiyery model in place
government Contribigons vary at different stages of
representatives the cqfmissioning process (i.e, service

user fiput in planning stages)

o Significant work(and time) involved;
convening wide-ranging groups of
peopleg dev eloping/sustaining  strategic
partneships; establishing, running and
mana&g formal meetings for service
devel@ment work
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Simkiss DE Community care | 2012 | Paedeatics and England Discuss working, N/A-summary | Symposium eEmphadises the importance of joint
of children with Child Health, 22(5), commissioning and | of guidance, comnyssioning in a complex healthcare
complex health 193-197 care pathway's for reports and sefting? including integrated care
needs care of children policy pathwieys and understanding role of
with complex other Bfactitioners/agencies
health needs. eWhere $eoples’ needs are greater than
the p@ision of one service, the
emph&is is on co-ordinated care by
mult-digciplinary teams/inter-agency
workig alongside government guidance.
Netwoggof support — namely key worker
listenigg to person’'s needs
Simmonds RL; | Factors 2012 | British Journal of South West |dentify factors 19 Qualitative o|f markek approach is adopted by GPled | Arelatively small number of
Shaw A; Purdy influencing General Pracfice, England, 2010- influencing professionals Interviews CCGS financial incentives influence participants recruited from
S professional 62(604), e750-756. 2011 professional (primary, clinici@ decision making in primary each service.
decision making decision-making emergency and carefingentivising people for wrong
on unplanned around unplanned social care reaso@drive down quality
hospital hospital admission. | sectors) from 3 oAt senigr level whatis being promised is
admission: a PCTs not beffig delivered due to staffing issues
qualitative study and uggler-resourcing of services
(necesary funding not in place)
oFor rolBst decision making in health and
social_%are, professionals emphasise the
valueg supportive inter-professional
workifg, with a patient-centred  ethos.
olnter-orgnisational poliics between
hospitsts, commissioners and primary
care raised as an issue impacting
decisigh making.
Smith P; Financial and 2012 | Journal of Health England, 1995; Examine the Managers and | Qualitative o2 overarching policy drivers — care closer
Mackintosh M; | clinical risk in Services Research 2007 interaction between | front line Interviews; to hork® and multdisciplinary working to
Ross F; Clayton | health care and Palicy, 17(suppl financial and professionals Documentary promate co-ordinated care, social
J; Price L; reform: a view 2), 11-17. clinical risk (GPs, nurses, analysis of inclus&, emphasizing independent
Christian S; from below social workers, | policies and living.gthis brought clinical risk created
ByngR; Allan H therapists, procedures; due tg-‘iservices undergoing considerable
home carers) Observations changg.

eFinancid decision-making delegated to
smalleogroups led by GPs

eFinancig incentives work (payment by unit
of actiity) to change professionals’
behavi®ur by subjecting people to
increg®d perceived clinical risk
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elncenties which are too specific can
cause@emoﬁvaﬁon, ‘box-ticking' and
‘blaméculture

WyelL; Brangan | Evidence based 2015 | BMC Health Services | England, To understand 52 Mixed case eThe ‘at-of commissioning' described as The presence of researchers
E; Cameron A; policy making Research, 15(1), 430. | February 2011- commissioners’ commissioners study; comngsioners pragmatic selection of in ethnographic  studies have
Gabbay J; Klein | and the ‘art of May 2013 information seeking | (chairs of Qualitative differefd types of evidence gathered from | the potential to change the
J H;Pope C commissioning — behaviour and the | commissioning | interviews, arangg of sources to build a case (i.e, dynamics of the meetings

how English role of research in | organisation, observation, best pgRactice guidance, clinicians’ views | observed (but this a

healthcare their decisions. directors, public | documentary of serces). recognised problem).

commissioners health data eDespitdsacademic research being

access and use consultants) consnged implicit in the system, this

information and from four was lé8s useful and not accessed

academic commissioning direct and those who did used Google

research in ‘real organisations Scholgr. The only Journals mentioned

life’ decision- were BMJ and BJGP.

making: an oDemanE;for research evidence reduced

empirical innové&§on because commissioners

qualitative study. could Bot wait until an inifiatve was

“piloteg and proven”

Wyel; Brangan | Knowledge 2015 | Health Services and England, 2011- To study 92 Interviews [REPORT} eCommgsioners wanted information to Despite substantial access to
E; Cameron A; exchange in Delivery Research, 2014 knowledge with external Mixed case build Zcohesive & persuasive case to providers, views from NHS
Gabbay J; Klein | health care 3(19). exchange between | consultants and | study of 8 cases; deterine a course of action. clients and commissioners
J; Pope C commissioning: external providers their clients. interview, oFast arR flexible media (conversations were difficult to obtain.

case studies of and health-care observation and and sEries rather than writien

the use of commissioners; to documentary docurgents) preferred for know ledge

commercial, not- learn about data exch@ge with commissioners.

for-profit and knowledge Comriissioners need knowledge

public sector
agencies, 2011-
14.

acquisition and
transformation, the
role of external
providers and the
benefits of
contracts between
external providers
and health-care
commissioners.

provic%rs who could keep up as the
comnBsioning landscape was ever
chang&g and re-priorifising.
eComm@Bbioners use helpful sources of
informagion; interpersonal  relationships
peopl¢Splacement, organisational
proceéges/structures best practice from
elsewRere, software tools/training.

Key inggedients for successful contracts
includgdl external consultants’ having
excellent understanding of clients’ needs
(then @visiting the brief to ensure output
was r&vant to ever-changing
comnfsioning context.
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'Mindlings’ — guidelines for handling
complgx situations (fraining, experience,
interaclions, reading, local
circumstances, collective views of
colleafles on how things should be
done)Q

Wyel; Brangan | What do external | 2015 | BMJ Open, 5(2), England, To understand how | 92 Interviews Mixed case .Extemé_provider involvement (technical One provider steered
E; Cameron A; | consultants from €006558 February 2011- commissioners and | with external study of 8 cases; applic&ions, expertise, outsourcing) researchers away from less
Gabbay J; Klein | private and not- May 2013 external consultants and | interview, Jimpres the quality of commissioning successful contracts, and
J H;Anthwal R; | for-profit consultants work their clients. observation and eSucceds, of one commissioning contract authors would have liked to
Pope C companies offer together, the documentary was dye to input of analysts -analyfical, recruit more ‘negative’ cases
healthcare process of data cliniciand managerial expertise from this provider.
commissioners? knowledge (standZd team of professionals from
A qualitative exchange and the each gv_oup) provides ‘data-driven’
study of perceived impact commssioning.
knowledge on commissioning eImportaBice on clients undertaking the
exchange. decisions. work Qemselves (i.e, audit data
collecion) rather than relying on external
providgrs, but often limited time/capacity
was @orted due to departure of
experignced NHS commissioning staff.
Opinion pieces, editorials and commentaries ?s;
=]
Anderson, Commissioning 2013 | The Psychiatrist, n/a- not astudy, | n/a- nota study, n/a-not a n/a- not a * not negfsary that whole system is Opinion piece
David N dementia 37(7), p.246 but opinion / but opinion / study, but study, but commis i ned from one single provider
services column column opinion / opinion / column | *itis cr;ﬁi:l that the whole system has to
column be comrmssioned and commissioners need
o see 18 whole system and bind the parts
together_:g
* new cammissioning sy stem creates
opportunfly to think more imaginatively,
something, that is needed to meet the
dementigchallenge
Cartmell, Nick Dementia: 2012 | British Journal of n/a- not astudy, | n/a- nota study, n/a-not a n/a- not a * demen@ services currenly suffer from Editorial
commissioning General Practice, but editorial but editorial study, but study, but ‘therapeéttic nihilism’and a ‘care
for quality 62(595), pp. 64-5 editorial editorial vacuu

* both caﬁ be addressed through locally
designedgand proactive community service
= this igan opportunity for commissioners
to impro@ dementia services

* robust @uantitaive evidence is required to
evaluategsuch new services —in order to

obtain s‘@h data, services must be
[@]
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commissiened for a longer time period than
the curre@ 1-2 year pilot studies

Dixon, Michael

Clinically led
commissioning —
joyous liberation
or here wego
again?

2012

Journal of the Royal
Society of Medicine,
105, pp. 217-20

n/a - not a study,
but an opinion
piece

None stated

n/a- not a
study, but an
opinion piece

nfa- not a
study, but an
opinion piece

*future Ié\f) NHS depends on ability of
cliniciang=to make clinical commissioning
work

* theory @at underpins clinical
commisgning represents the NHS'’s best
chance @ survival

Opinion piece

Dixon, Anna &
Ham, Chris

Setiing

objectives for the
NHS
Commissioning
Board

2012

BMJ, 345:€5893

n/a - not a study,
but editorial

n/a-nota
study, but
editorial

n/a-nota
study, but
editorial

* NHS Gemmissioning Board created to
separatelpoliticians from management  of
NHS |

* Board gorks under mandate from
secretansof state for health

* draft nfgndate setiing out objectives and
priorities For NHS falls short of what is
needed ffarge number of objectives; vague
languageain which objectives are
expressetl; some objectives bear hallmarks
of policydeaders)

* fransactional rather than transformative
tone of 8 mandate is another weakness
<> mangite needs to be redrafied

Editorial

Gerada, C

What should
clinical
commissioning
groups do on 1
April 2013?

2103

BMJ 2013,346:f1977

n/a - not a study,
but an opinion
piece

n/a - not a study,
but an opinion
piece

n/a-nota
study, but an
opinion piece

n/a-nota
study, but an
opinion piece

* new reQulations under HSCA 2012 are
not clears& seem to conflict with previously
stated i@ntions of govemment (i.e.
regulatio® 5 requires that all services are
put out @ tender unless there is only one
single market)

* new regulations have been brought in too
hastily @/ithout proper democratic
consultaig1

* under néw regulations market forces will
determing how care is provided =» step
towards privatisation of health care

2 new&gulation puts commissioning
groups f&hd GPs)into a difficult position
and will @timately damage the trust
between”GPs and their patients

Opinion piece

Gillen, S

Intune with the
times

2013

Nursing Standard,
27(52), p.61

n/a - not a study,
but an opinion
piece

n/a - not a study,
but an opinion
piece

n/a- not a
study, but an
opinion piece

n/a- not a
study, but an
opinion piece

* Healthgnd Social Care Act 2012 has
created gm’ew opportuniies for nurses
(CCGskgvelegal obligation to appoint a

Opinion piece

nurse toﬁ:eir governing board)
<
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* nursescatlay -to-day job gives them a good
idea of v@at constitutes  service quality

Holloway, F The Health and 2012 | The Psychiatrist, 36, n/a-not astudy, | n/a- nota study, n/a-not a n/a- not a * article Tcuses on organisational changes | Opinion piece
Social Care Act pp. 401-403 but an opinion but an opinion study, but an study, but an o the NS introduced by Health and Social
2012: what will it piece piece opinion piece opinion piece Care Acg012 => new management
mean for mental configurdgon is rather similar to the
health servicesin previous=bne
England? * some @@od relaionships between local
authoriies> and health services are
unravelligg owing to the reorganisation
Smith D Commissioning. 2013 | The Health Service England Describe his vision | Clinical Commentary *Vision fgr change; a system where one Commentary
Joined up Journal, 123(6361), for joining up Commissioning govergance structure is in place (one
thinking. 30. health and social Group chief budgeB one team of staff who
care officer and comniBsion across health and social
commissioning in | director of care) @
the future health and oStrateg%is working on ground, gathering
adults services evidefe of how service provision is
for local improwng lives of residents
authority Operating separate funding systems across
health apd social care is condidered
signiﬁca@ barrier for true integration
Yong V Integrating care: | 2012 | Progress in England Discusses potential | Trustee of Commentary e|dentifigg a need for integrated Commentary
anew model of Neurology and opportunities  to Primary Care psy cHBbiosocial services for complex
service delivery Psychiatry, 16(1), 4- deliver new model | Mental Health and e®pensive areas of healthcare
for complex 5. of multidisciplinary and Education oProxim% of services for complex cases
cases care (Primhe) i.e, hage multiple disciplines in same
buildi%}mental health service operating
from GP surgery

Working Znodels that could be rolled out
into phy&eal health — a multidisciplinary
commurfl) team is best example of
excellenk practice
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