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Key messages 

 The CCG is looking to pursue a COBIC (Capitated Outcome Based Incentivised 
Contract) approach for citywide elective musculoskeletal services from April 2015, thus 
commissioning for high quality patient outcomes.  Outcomes to be co-produced in 
collaboration and partnership by commissioners, clinicians, and patients. 

 Governing Body considered the business case in its private session in October and 
decided to pursue the option of initially exploring the feasibility of developing the model 
in partnership with its current prime service provider. It will consider the outcome of 
those discussions and make a decision on a way forward based on a report at its 
January 2014 meeting. 

Assurance Framework (AF) 

Assurance Framework Number: 

1.1 - The outcomes will be co-produced by commissioners, clinicians and patients 
(members of the local public). 

2.1 – The whole focus of the proposal is around ensuring the delivery of high quality 
care, developing targets and incentivising providers to deliver them. 

4.2 – The whole focus is clinical engagement to deliver service redesign for the benefit of 
patients. 

Is this an existing or additional control: Additional 

Equality/Diversity Impact 

Has an equality impact assessment been undertaken? Not yet, but this will be 
undertaken as part of the process 

Which of the 9 Protected Characteristics does it have an impact on? 
This will be established as part of the process 

Public and Patient Engagement 

There will be a full process of patient and public engagement  
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Recommendations 

The Governing Body is asked to note that following the decision at its October meeting 
(private session) to proceed with option 2 in the business case, discussions have 
commenced with Sheffield Teaching Hospitals NHS FT and that a paper will be presented 
in January 2014 setting out options for the way forward. 
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Musculoskeletal Care in Sheffield 


Commissioning for Outcomes 


Governing Body meeting 


7 November 2013 


1. Introduction / Background 

Earlier this year, Sheffield Clinical Commissioning Group (SCCG) commissioned 
Capitated Outcome Based Incentivised Contract (COBIC) Solutions Limited and Better 
Value Healthcare (BVHC) to explore how the SCCG might best meet the challenge of 
likely increased demand (and hence expenditure) allied to an ageing population.  A new 
approach is required to enable the CCG to live within its means for the provision of 
musculoskeletal (MSK) services and still best meet the needs of local patients. 

The initial work included significant exploratory discussions, data analysis and facilitated 
workshops where discussions around a potential new model were led by Sir Muir Gray, 
Chief Knowledge Officer for NHS England. These workshops were well received locally 
and were well attended by both patients, managers and a wide range of senior clinicians 
(primary, community and acute). 

Whilst the concluding paper presented to the Governing Body in April 2013 set out a 
coherent case for change based around commissioning an integrated model of care, 
Governing Body members felt that more work needed to be undertaken before a fully 
informed decision could be made. The Commissioning Executive Team (CET) was 
tasked with exploring the proposal in more detail and reporting back to the Governing 
Body with clear recommendations. 

2. Summary of Development Work (April to October 2013) 

Over the summer, work has been undertaken in a number of areas as follows: 

a) Outcomes Based Contract – what will it take to create and operate in terms of 
knowledge and resources 

b) Service scope of possible contract   
c) Existing and future Financial Envelope – linked to b) and d) 
d) Activity assumptions 
e) Understanding in  more depth the issues of the partnership option versus full 

competitive procurement 

As part of this work, the core team met with three organisations to explore the potential 
inputs and support that would be needed to ensure successful delivery. These discussions 
were particularly helpful in enabling the core team to test out their assumptions around the 
level of support this project would be likely to require and some of the specifics in relation 
to points b) to e) above. 

This work culminated in the business case which was presented to Governing Body for a 
decision on the way forward in its private session in October 2013 and in which the core 
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team set out three possible options including its assessment of the key issues surrounding 
each option. This information was used by Governing Body to make its decision but 
together with other details such as the work to date on the potential financial envelope, is 
not included in the business case attached for information to this report, because this is 
considered confidential or sensitive at this stage of the process.  Governing Body is 
reminded that it agreed that option 2 should be pursued; that is mobilise discussions with 
the current main provider, testing out within three months whether a partnership approach 
is feasible and capable of delivering the desired service outcomes for the CCG.  In 
making this decision, Governing Body was clear that when a final decision is taken in 
January 2014 on the way forward it must offer the CCG value for money and be in the 
best interest of patients. Exploration of a partnership approach was supported in the 
context that the CCG is already working closely with key partners in the city on a number 
of major programmes of service redesign such as Right First Time and the partnership 
model is already bringing benefits to patients. 

3. Taking Forward Governing Body’s decision in October 

The core team has had an initial “setting the scene” meeting with STHFT directors, lead 
clinicians and managers on 15 October 2013 and has agreed clinical and 
contracting/finance work streams to test out the CCG requirements agreed at October 
Governing Body. A tight timetable has been set up for a series of meetings and workshops 
to allow a report back to Governing Body in January 2014. 

A formal project board chaired by the Joint Clinical Director as sponsor director and 
bringing together the current core team of Programme Manager, Clinical Lead and Acute 
Services Clinical Portfolio Lead, with the Director of Finance (or nominated deputy) and 
Head of Contracting. This recognises that the project has a number of detailed 
workstreams, but broadly those which need to be clinically led (eg outcomes framework) 
and those that need to be led by finance and contract experts. 

4. Recommendations 

The Governing Body is asked to note that following the decision at its October meeting 
(private session) to proceed with option 2 in the business case, discussions have 
commenced with Sheffield Teaching Hospitals NHS FT and that a paper will be presented 
in January 2014 setting out options for the way forward. 

Paper prepared by: Alastair Mew – Senior Commissioning Manager (Elective Care) 
Julia Newton – Director of Finance 

On behalf of: 	 Dr Charles Heatley – Acute Services Portfolio Lead 
Dr Zak McMurray – Joint Clinical Director 

October 2013 
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Foreword by Dr Oliver Hart 

A ‘Move More’ approach for the city 

Collectively we have ambitious healthcare aspirations for the city of Sheffield, and I 
contextualise here the key part that the musculoskeletal (MSK) system in Sheffield plays 
in that vision. 

The aim within the next eight years is for the people of Sheffield to become the most 
physically active in the UK, and ultimately amongst the most physically active in the world. 
In order to achieve this commissioning partners, in particular Sheffield Clinical 
Commissioning Group and Sheffield City Council will need to align their policies, their 
strategies and their approach to commissioning care. They will need to work with people, 
communities and businesses to understand how, where, when and why they wish to 
“move more.” By creating the right opportunities, facilities and environments to enable 
these goals to be reached, the potential benefits to the city as a whole in terms of 
improved health, wealth and wellbeing will be enormous. 

This proposed and crucial redesign of the MSK health programme is an excellent 
opportunity to support and enhance the objectives of the Move More Plan, and to create a 
health system that encourages and makes it easier for people to move more. This will be 
brought about by a mixture of contractual outcome measures, engagement in activity 
and/or by creating an ethos of patient activation and engagement in their own self-
management. 

The overall ethos of the new MSK integrated service should be: 

How can our MSK system make it easier for people to move more and enjoy better 
health? 
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Executive summary 

This paper outlines a transformational change in commissioning musculoskeletal 
(MSK) care in Sheffield and proposes a system that is driven and informed by 
patient outcomes. 

The model proposed provides a significant step change from the current activity 
based model to a system that is informed, driven and incentivised by patient 
outcomes. 

The cost of providing MSK services in Sheffield is significant and has the potential to 
increase in the context of a population which is expected to grow and within that the 
proportion of elderly people is projected to rise. This means increasing demand is likely to 
be put on the care provided, the budget and the MSK service as a whole. The proposed 
model is designed to put financial efficiencies into the service provided, but also to 
integrate the MSK services, providing a more effective and efficient service for patients 
based on outcomes. The model supports care closer to home through moving care into 
the community setting where practical and if the CCG’s Governing Body supports its 
development. It will be designed with the full engagement of the public, patients and 
clinicians. The new model is also intended to support balanced decision making as well as 
supporting improved patient involvement in their own care options. 

A central part of the model is the appointment of a prime contractor who would have full 
budgetary, management and clinical control of the end-to-end MSK system. However, a 
rigorous commercial and outcome-based contract would enable Sheffield Clinical 
Commissioning Group (SCCG) to maintain overall oversight and control of the services. 

The scope of the service (to be fully worked up in granular detail as part of the project 
process) is broadly as follows: Adults (aged 16 and over) who are either registered with a 
general practice member of SCCG or otherwise the commissioning responsibility of SCCG, 
and are eligible for NHS care. This system of care should encompass the diagnosis, 
treatment and management of all diseases of the musculoskeletal system and connective 
tissue. 

The clinical scope of the proposed model is: 

A. Elective Orthopaedics 
B. Rheumatology 
C. Chronic Pain 
D. Community MSK 

The scope includes inpatients and outpatients and any currently separately funded 
hospital prescribed high cost drugs such as Anti TNF drugs. 

Specifically excluded from the scope would be: 

A. Patients with a confirmed diagnosis of cancer 
B. Assessment and management of suspected cancer 
C. Assessment and management of life-threatening conditions 
D. Patients requiring trauma care 
E. Children 0–16yrs 
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F. GP provided services (including direct enhanced services) which are contracted for and 
funded by NHS England and GP prescribing 
G. Services and treatment which through the national rule set are designated as 
“prescribed services” (formally specialised services) and hence contracted for directly by 
NHS England 

The anticipated key benefits are sustainable local MSK services with providers 
incentivised to deliver improved quality of patient care by focusing on clinical outcomes 
and enhanced performance of the local MSK system brought about through a combination 
of innovation and integration. In addition it is anticipated that the model should reduce 
expenditure by the CCG. 

Background: Current Clinical and Financial Landscapes: 

Earlier this year SCCG commissioned COBIC Solutions Ltd and Better Value Healthcare 
(BVHC) to undertake a piece of work to explore  how SCCG might meet the challenge of 
likely increased demand and hence expenditure allied to an aging population and live 
within its means for the provision of MSK services  and yet still best meet the needs of 
local patients. 

Whilst the report set out a coherent case for change based around an integrated model, 
SCCG did not feel that a compelling business case existed that clearly defined the model, 
its financial benefits, and detail around the planning, execution and resources required to 
manage the project to commission the new model. 

A significant amount of engagement around a potential new model has already taken 
place with both patients and clinicians which was extremely well received locally.  

Sir Muir Gray Chief Knowledge Officer for NHS England chaired two interactive 
consultation afternoons with total of fifty attendees which included patients (7), GPs (10), 
physiotherapists (4), nurses (2), rheumatology consultants (3), chronic pain consultants 
(2), voluntary sector organizations, NHS managers and academics. 

Sir Muir Gray also led two additional sessions consulting smaller groups including NHS 
managers from the local teaching hospital, and consultants from the orthopaedics, chronic 
pain, rheumatology departments along with GPs, other senior clinicians and managers 
from within SCCG. 

Following on from this earlier exploration and engagement the core project team 
consisting of the Co-Medical Director and Executive Sponsor, GP Clinical Lead for MSK 
and Senior Commissioning Manager for Elective Care have produced the following paper 
which aims to clearly set out the case for change, the proposed commissioning model, its 
key elements, benefits timeline and the project and resources required to define and 
commission the MSK services using the new model. 

MSK Clinical Landscape: 

MSK and related conditions are extremely common amongst the UK population and 
frequently have an adverse influence on health and quality of life and for many individuals 
can also limit daily activity. 
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Statistics referenced in the recent Lancet paper in August 2013 show that they are the 
most commonly reported type of work-related illness taking up more than thirty percent of 
all GP consultations and resulting in the loss of an estimated 10.7 million working days in 
England. It is now recognised in the NHS that there are shortcomings in their 
management.1,2 

In Sheffield there has been significant clinical and managerial leadership in this clinical 
area in the last five years and there is much to celebrate. The Sheffield back pain pathway 
is recognised nationally as leading innovation in the area. It has featured as RIGHTCARE 
and GMC examples of best practice and has been replicated by many teams in other 
parts of the country, forming the basis for the Map of Medicine British Pain Society spinal 
pathway. The locally created www.sheffieldachesandpains.com, a suite of websites 
promoting self-management, is well used both locally and nationally and won a regional 
innovation prize with Medipex. 

However the implementation of innovative practice has been challenging and at times 
patchy, despite significant clinician buy-in from primary, intermediate, and secondary care. 
The main barrier to implementation has been the lack of incentives for change for 
secondary care providers implicit in the national Payment by Results (PbR) contract 
system. This contracting system does not incentivise hospital involvement in developing 
patient led self-management and enhanced management in primary care. With each 
attendance at outpatient departments or inpatient procedure attracting a tariff payment, 
the system appears to have an inherent incentive to grow capacity and fuel demand for 
these services. Consequently the extensive work to date has only had a modest and 
unsustained impact on value of services delivered in MSK programmes. 

Initial stakeholder engagement has identified that the current system frustrates managers 
and clinicians in all sectors as the ‘rules’ constrain innovation, and a focus on patient led 
outcomes (the preferred driver of quality care) make it a challenge to provide alignment 
with key local and national policy, in particular The Health and Wellbeing Strategy for 
Sheffield and the national outcomes framework 2013–14. 

An outcome based approach to MSK would allow close alignment and integration with the 
aspirations for the city, in particular around three to five key work programmes looking at 
food and physical activity, care closer to home, and health and employment. Already a 
significant amount of related work has been carried out by SCCG examining publicly the 
best way forward for the MSK pathway. The team has also conducted two public MSK 
integration workshops facilitated by Sir Muir Grey and this has been coupled with excellent 
multidisciplinary clinical engagement. The project if pursued would, however, incorporate 
the need for any formal scrutiny and consultation. 

It is the conclusion of those involved that the current system hinders this implementation 
and that a move towards outcome focused commissioning, as opposed to activity based 
commissioning, would support a better overall quality of service. 

1CMO annual report Pain- breaking through the barrier, 
2008 – L. Donaldson. 

2Joint Delivery, an updated audit of implementation of MSK framework inEngland– Arthritis andmusculoskeletal alliance Jan 2012. 
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MSK spend – the current financial landscape 

Work is continuing to identify the expenditure associated with the MSK services which it is 
proposed are included within the scope of the model. We have had broadly stable spend 
over the last 4 years at around £40m per year but substantial further work is needed to 
confirm the financial envelope. 

The next stage would be to create a financial envelope for the proposed 5 year contract. 
This is discussed in the section below on Sustainable Expenditure, but essentially would 
need to take into account what we think will happen with PbR and tariff efficiencies, 
demand changes due to demographic changes and other factors and then the potential 
efficiencies to be achieved from the outcome based approach. 

Case for change: 

SCCG currently commissions MSK care from a small number of providers offering 
different services across the whole of the musculoskeletal system pathway. However, 
there is a dominant provider partner in the form of Sheffield Teaching Hospitals NHS 
Foundation Trust (STHFT) who provides the vast majority of the services. We need to 
ensure the model for the future will deliver wholesale efficiency and redesign, providing for 
a better more integrated pathway of care for MSK patients. 

Publications such as the Department of Health’s Musculoskeletal Services Framework 
(2006) also make a strong case for the shift of MSK resources from the acute setting into 
the community, and delivering integrated multidisciplinary assessment and treatment that 
ultimately produces better value and improved patient outcomes. In particular, the 
Musculoskeletal Service Framework promotes a fully integrated care pathway. 

Evidence that integrating MSK services can work: 

Integrated commissioning is a new approach in the UK and one that appears to have 
captured the imagination of senior health officials and ministers alike. Both David 
Nicholson, the Chief Executive of NHS England, and Norman Lamb, Health Minister, have 
been quoted as advocates for integration. The outcome integrated approach is quite 
widely utilised in the USA and parts of Europe, and whilst the approach is in its infancy in 
the NHS it is now rapidly gathering momentum. 

There are two examples of real integration projects for MSK in the NHS; one in Oldham 
and one in Bedfordshire. 

In Oldham, the Pennine MSK Partnership 3 provides a service that was set up and 
commissioned specifically to co-ordinate the delivery of MSK care funded via a 
programme budget and prime contractor approach. The Oldham example has 
demonstrated a more effective care pathway showing benefits from the removal of 
unwarranted variation and duplication. By having a single and clinically led pathway 
service, with clear accountability and budget for the whole pathway, quality and 

Pennine MSK Partnership: A case study of an Integrating Pathway Hub (IPH) “Prime Contractor” 
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productivity, Pennine MSK Partnership is able to use clinical judgment and skills to 
improve both the patient experience and value for money element. This model of 
commissioning and delivery has developed over a ten year period. 

The Bedford commissioners have taken the Oldham example and widened the 
parameters further, designing a new fit-for-purpose integrated pathway and formally going 
to the open market for service provision. The new type of 
contract outsources all elements of the MSK budget and clinical delivery, with a prime 
contractor delivering against “super outcomes” and enjoying the potential for commercial 
gain share. 

The proposal in this paper is that Sheffield builds and deploys a similar model to that in 
Bedford, learning from both Bedford and Oldham approaches. It would be a 
commissioning model that keeps the commissioning power with the CCG (budget holder) 
as the owner/driver of change and enables, through partnership, a new design that should 
improve the end-to-end system of MSK patient care, promote innovation and seek to 
provide better value for money than the current model. 

This new commissioning model has gained a very high profile nationally and many CCGs 
are already closely examining the benefits that this new model of integrated care can bring. 
Currently Bedford, Kent, Brighton, Coastal and Sussex, Oxford, Cambridge and 
Northampton are all planning or actually starting projects based around this specific model 
for both MSK as well as other pathways. However, all remain at early stages and hence 
there is little data to demonstrate actual levels of improvement. 

The proposed new model: 

The current standard model of commissioning healthcare in the UK is a fragmented 
approach that involves multiple contracts with individual providers, with each contract 
covering one discrete part of the care pathway, and typically it is activity based. In contrast, 
the prime contractor model requires there to be a single point of responsibility (the prime 
contractor) between the client (the Clinical Commissioning Group) and the supply chain 
(the individual providers of care). And crucially the service will be set on an axis of patient 
outcomes. The objective of prime contracting is to achieve an improved experience for 
patients through integrating the pathway and having one prime provider who is 
accountable for the whole of the system. The proposal therefore is to combine the prime 
contractor model with outcome-based commissioning, moving away from the traditional 
Payment by Results model. 

Commissioners will adopt the prime contracting model described above in order to bring 
about the circumstances that Sheffield already have in evidence, namely a prime 
contractor in the form of the large local teaching hospital. However, the ability to reap the 
benefits of the whole of the new model effectively would surround the ability to work 
closely together with the current main provider in a way that would result in new 
commercial arrangements, a new model of delivery and a more integrated MSK care 
pathway, as well as providing for the transfer of some of the current hospital based 
services to the more appropriate and more cost effective setting in the community. 
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Taking an integrated approach means moving beyond productive/technical efficiency (i.e. 
maximising the efficiency of any one institution) towards whole system efficiency (i.e. 
maximising the efficiency of a pathway served by more than one provider). To incentivise 
collaboration and consideration of efficiency, commissioners can align financial incentives 
for providers into delivery of a single set of outcome measures, shared by all providers 
within the system of care. The ‘prime contractor’ model provides strong power for the 
integrator, since they have both the clinical and financial accountability (and budget) for 
the whole programme of care, and can create the new integrated incentives across their 
sub-contractors that will make integrated care possible. 

By considering the entire MSK system of care and using the CCG’s financial resources to 
incentivise the delivery of improved patient outcomes, the opportunity to systematically 
encourage providers to identify and remove waste, duplication and poor patient 
experience from MSK care can be realised. A successful MSK system should ensure that 
the available budget delivers as much benefit to patients as possible whilst delivering the 
highest possible value of care. 

How will the clinical outcomes be developed? 

The Clinical and managerial leads have gained experience from working with Rightcare, 
COBIC team and those involved in the Bedford process. They are confident of delivering a 
methodology to develop an outcome based approach. This will involve a combination of 
large open workshops, with targeted invitations to cover all key stakeholder groups 
(patients, clinicians, managers, business, voluntary sector etc), and some smaller 
workshops with key clinicians and managers. There will be a collaborative approach to 
setting outcome measures that matter to patients and clinicians, considering national and 
international evidence base and suggested outcomes (e.g. National outcome framework 
and NICE clinical standards). The framework will be finalized by a small steering team 
with support and scrutiny from key external advisors. It is expected, as has been the 
experience elsewhere, that there will be consideration made for the outcomes to evolve 
and finesse in light of local experience, and new evidence base over the course of the 

 12 



 

 

 

 

 

 

 
 

 

 

 

                                                        

contract. 

As suggested by evolving evidence4, it is expected that the outcomes will be a mixture of 
process outcomes (such as minimum time from referral to first specialist assessment of 
patient with suspected new diagnosis of inflammatory disease), and patient specific 
measures (such as confidence to self-manage, ability to work, or level of participation in 
physical activity). 

It is also the purpose of this new system to encourage a systematic population based 
approach, so that the outcome of the whole population is considered rather than just those 
referred to the service. As an example we may want to consider outcomes tied to 
expected prevalence of conditions, or variations in emergency presentations. So an 
outcome might be based around active case finding for people suffering with gout, so that 
adequate preventative treatment can be started and morbidity and emergency admissions 
for poorly controlled gout be reduced. 

When thinking about specific measures we will be mindful of Dr Andrew 
Bertagnolli’s(clinical lead for Kaiser Permanente) key questions: 
 
 
- Can this measure result in actionable improvement efforts? 
- Is there evidence supporting the relationship between the measure and the clinical 

outcome? 
- Is the measure scientifically sound? 
- Does it allow for differences in patient beliefs and preferences for care? 
- Is it sensitive to change? 
- Is it easily understood? 
- Is it susceptible to being "gamed"? 
- Is it easy to collect across an episode of care? 
- Is it reliable/complete in collection method and resulting data? 
- Is it easy to retrieve from either EHR or paper records? 

We will also consider the strengths and weaknesses of different methods of data 
collection, ranging from surveys, interviews, focus groups, comment cards, online ratings, 
patient stories, patient panels, public meetings, appreciating the range of variability in 
generalisability, and depth of description.5 

See Appendix A – for more detail on potential outcome measures to consider (note not 
intended to be exhaustive). 

How will delivery of these outcomes link to contractual agreements? 

A selected amount of the contract value would be attributed to the outcome measures and 
act as an incentive to the provider (in effect the profit margin for the provider). It is 
anticipated that this would be linked on a proportional scale according to level of outcomes 
achieved. As this is a new process it maybe that experience gained in the first year of 
contract contributes to the baselining of outcomes. 

However it should be stressed that the new contract would require the prime contractor to 
commit to a culture change from services governed by activity to services governed by 

4Eurohealth - Volume 19, Issue 2.5Measuring Patient Experience. The Health Foundation, June 2013. 
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outcome. The recent seminal report lead by Donald Berwick,6 reflecting on lessons from 
Mid Staffs, highlights the need to ensure “culture change trumps rules’ in order to 
maximise safety. The wording and subsequent monitoring of any outcome based contract, 
and the on-going relationship between provider and commissioner will ensure that 
capturing and reporting outcomes remains central. 

Again responding to Berwick’s call to “reassert the primacy of working with patients and 
carers to set goals” it is expected that a patient led panel will be involved in scrutiny and 
on-going design of outcome reports as the contract develops, with some ability to 
influence future monitoring and the remuneration,. But perhaps more importantly in a 
culture where clinical and managerial pride in delivering excellent patient care dominate, 
this body would provide feedback on quality of service to the provider. 

Objectives and system benefits 

The overall aim of commissioning an integrated MSK system in Sheffield through this 
project would be to deliver high quality experiences to patients, significantly improve 
outcomes and deliver value for money across the system. At the same time the model 
would be designed to ensure that national expectations are also met such as patient 
choice and 18 weeks from referral to treatment. It is felt that the three key overarching 
themes set out below together form the basis for a robust system for MSK in Sheffield. 

1. Clinical quality: 

Improve the experience and outcomes of the patients of Sheffield 

A. 	 Improve the quality of life for people living with MSK conditions 
B. 	 Involve patients, both individually and collectively, in their care 
C. 	 Deliver seamlessly integrated care for patients 
D. 	 Provide evidence-based pathways commensurate to level of need 
E. 	 Increase the use of clinically appropriate alternatives to surgery 
F. 	 Promote and support research that aims to measure and improve  

outcomes 
G. 	 Better utilisation of GP time and resource 
H. 	 A recognized centre of excellence for MSK in Sheffield 
I. 	 Promote education and training 
J. 	 Direct link in to national Health and Wellbeing Strategy 

2. Costs: 

Lower per capita costs delivering better value through better care 

A. 	 Eliminate treatments with low clinical value from care pathways 
B. 	 Focus on preventable measures now rather than treatment later 
C. 	 Remove duplication and waste from the care pathways 
D. 	 Ensure resources available are allocated equitably 
E. Plan for future increased need for MSK services 

A promise to learn- a commitment to act, Improving the safety of patients in England, National advisory group on the safety of Patients 
in England, August 2013 
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F. 	 Delivery of savings through innovation and competition 
G. 	 Providing certainty around the budget 

3. Performance and assurance: 

Enhance the management and clinical leadership of the integrated system 

A. 	 By redesigning the pathway along integrated lines and through  
measuring and monitoring outcomes, clinical leaders can improve their overall 
control and use the information to continually improve clinical outcomes. 

B. 	 Improve the system of care delivery by capturing and utilizing centralized 
management information to inform operational and strategic decision making. 

C. 	 Improve the current status of supply chain efficiency for MSK within  
Sheffield. 

D. 	 Be able to report annually on the state of MSK care (including the 
outcomes achieved for the funding available) to the population served. 

E. 	 Provide for a tighter, more accountable management of the system. 

Sustainable Expenditure 

The proposed model is driven by a desire for improved patient outcomes and a more 
efficient joined up service. However, particularly given the context of expected significant 
pressures on NHS resources in the foreseeable future, it is important that the model 
delivers good value for money for the CCG and efficiencies in excess of those which 
would be achieved by the “do nothing” approach of maintaining the current contractual 
arrangements. It is expected that an integrated prime contracting type approach is likely to 
provide efficiency through a more clinically (and community) focused, coherent outcome 
based specification. 

Establishing the Financial Envelope effectively falls into two stages: 

Stage 1 Setting the Financial Envelope 

To set the financial envelope requires the CCG to consider a number of factors as follows: 

a) Likely NHS inflation and NHS efficiency requirements which will be built into 
national pricing arrangements over the life of a contract. This would apply in option 
1 (maintain current arrangements) so would need to be achieved as a minimum in 
options 2 and 3 as well. 

b) 	Demographic changes. The CCG’s information team holds data on existing spend 
on MSK acute services by population age band. It also holds expected population 
changes (increases) by age in 5 year bandings and sex and this has been applied 
to the existing MSK expenditure age profile.  At this stage we do not have any 
information to suggest the impact of changes in patient expectation or 
increases/decreases in sedentary life style. Further work is needed to “stress test” 
our assumptions on what it is reasonable to include in the financial envelope for 
underlying demand pressures on the services included in the model. 

c) 	Changes in demand for high cost drugs (anti TNF drugs). Demand has been 
growing substantially year on year in recent years and more work is needed by the 
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CCG to consider what would be a reasonable budget for such drugs to be included 
in the envelope. 

d) 	Confirm inclusion within the envelope for ALL spend on included services including 
where patients exercise their right to choice of a different provider – i.e. this would 
be facilitated and funded as part of the arrangements by prime contractor. This may 
need to exclude NCAs as these would be difficult to incorporate within a prime 
contractor arrangement. 

e) 	Envelope at this stage would include national CQUIN funding – ie 2.5% in 2013/14. 
We need to understand how this funding would work with the outcome framework 
incentive payments discussed in stage 2 below. 

Stage2 Further Efficiencies and Outcome Based Incentive Scheme 

Once the financial envelope has been put together per stage one, a proportion would be 
set aside. The intention would be for part of this to be retained by the CCG to contribute to 
its QIPP requirements and part would be used to fund an incentive scheme based on the 
delivery of patient outcomes. 

The assumption is that through the integrated model providing additional freedoms 
(clinically, financially and operationally) this should enable the delivery of additional 
efficiency savings above and beyond the national efficiency adjustment described in stage 
one. However, it is likely that we would have to work with the prime contractor to build up 
the evidence base and we might develop an approach to incentive payments which is 
capable of being flexed during the life of the contract 

It should be noted that if either option 2 or 3 is pursued it is expected that there would be 
additional transactional costs of implementing the new arrangements, both initial non 
recurrent implementation costs and then ongoing contract management/monitoring 
arrangements. It is likely that most of these costs would fall against the running costs 
budget of the CCG and we would need to be confident that these could be accommodated. 

Patient choice: 

It is recognised that patient choice remains an important part of the NHS Constitution. 
However, it should be noted that this concern was raised as part of Bedford’s recent 
market testing and the Competition Panel attended one of their bidder events to make 
clear that “competition it is not to be a barrier to integration” and that the Prime Contractor 
model put forward by Bedford was valid. 

In terms of individual choice all patients in the proposed model are an essential feature of 
the model referred into the Prime Contractor centre by GPs. The patients are then 
provided with all of the necessary information about the advantages of the local services 
for MSK in Sheffield, and therefore it is expected that they would remain within these 
services for any or all treatment for MSK. In the event that a patient expresses a 
requirement (for whatever reason) to go elsewhere for any or all of their treatment then 
through patient choice that would be facilitated for them. The premise is that patients will 
ultimately have a choice if they request it, even if any new central integrated service and 
its in-built efficiency is able to cater for their needs. (It should be noted that if patients 
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choose an alternative provider then the Prime Contractor will still be responsible for the 
costs of their care.) 

As an important (but secondary) consideration, it should be noted that a model that 
secures the vast majority of the patients and budget provides for a more attractive 
proposition for bidders in the event that a market testing or competition is required. From 
both a practical and commercial perspective keeping as many patients within the new 
system provides improved potential for efficiency and overall management for the SCCG. 

Options: 

Summary of options: 

Option one: 
Maintain the current commissioning model. 

Option two: 
Mobilise discussions with the current main provider surrounding the new model as set out 
in this document, testing out within 3 months whether a partnership approach is feasible 
and capable of delivering the desired outcomes for the CCG 

Option three: 
Formal competitive procurement for the provision of the new model as set out in this 

document. 


Business case prepared by: 

Dr Oliver Hart – Clinical Lead for MSK 

Alastair Mew – Senior Commissioning Manager (Elective Care) 

Julia Newton – Director of Finance 


On behalf of: 

Dr Charles Heatley – Acute Services Portfolio Lead 

Dr Zak McMurray – Joint Medical Director 


October 2013 
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Appendix A 

Examples of specific outcomes to measure(not intended to be 
exhaustive) 

What matters to patients: 

Shared decision making (SDM)-could measure the proportion of people offered 
sufficient decision making support (e.g. online, paperbased, health trainer supported). 

Understanding their condition and how to manage it- patient activation measure/ 
health literacy measures– backed up by Commonwealth report 20117, more engaged 
=less harm/ better outcomes (better pain management lower opiate use- could measure). 

Timely access to care- waiting time for inflammatory arthritis new appointment.-could 
also reduce costs 
. 
Maintaining function- employment, level of activity, oxford scores, eq5d, getting back to 
work (could measure integration with occupational health programmes). 

ARMA (the Arthritis and Musculoskeletal Alliance) highlight– SDM, self-management, 
Care planning- manifesto on website. 

What matters to clinicians: 

Prevention is embedded in all clinical pathways- in case of MSK where OA is the biggest 
underlying cause – keeping people physical activity is crucial (could quantify support for 
PA, or even measure levels of physical activity- integration with voluntary sector/ rehab 
programmes where physical activity level is key outcome). 

Reducing harm/ variation – operations where there is no improvement, or worse 
deterioration (better patient selection), infection rates or redo rates. 

Inequalities- across populations- look at variations in MSK related disability – back pain/ 
OA- target reduction in levels. Variations in admissions for poorly controlled gout. 

Ease and reliability of data capture for outcomes- mix questionnaires, adverse events, 
complaints, focused groups – all have pros and cons. 

7International Perspectives on PatientEngagement: Results From the 2011 Commonwealth Fund Survey, Journal of 
Ambulatory Care Management, June 2012, vol35,issue 2, 
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