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We are pleased to introduce this
development tool as a practical resource
to support emergent Clinical
Commissioning Groups with their
governance arrangements.

The Health and Social Care bill currently

before parliament offers England’s GPs

and other clinical leaders a unique

opportunity to help shape safe, effective,
responsive health services to meet the needs of local communities and deliver
health outcomes that are among the best in the world.

Delivering on this promise demands the harnessing of the knowledge, creativity
and energy of leaders while building governance that commands the confidence
of patients, the public, partners, regulators and policy makers.

Across the country, leaders are stepping up to this opportunity. As they develop
their commissioning organisations they are grappling with the need to create
robust, but proportionate, governance arrangements. The National Leadership
Council has commissioned this work in order to offer an informed contribution to
the thinking.

We hope that you find this evidence-based resource of real value.

Sir David Nicholson KCB CBE Elisabeth Buggins CBE
NHS Chief Executive Board Development Lead,
National Leadership Council
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This development tool is designed to support all those with responsibility for
shaping the development of Clinical Commissioning Groups. The document
aims to inform the debate about how to ensure the effective governance of
Clinical Commissioning Groups. The research, consultation and development of
the document took place over the Autumn of 2010 and into the Spring of 2011.

GPs and other clinical leaders are likely to have had variable experience of
the world of boards and governance. For some, ‘corporate governance’ has
too often seemed a byword for time-consuming bureaucracy, providing
reasons why something cannot happen and too little of the impetus to get
things done.

The reality is that this is by no means inevitable. It is entirely possible to
create lean, effective governance arrangements underpinned by strong
public service values to support a culture of transparency and accountability
and keep everyone safe:

The leaders who are taking on the accountability for commissioning
services

Patients and the public who depend on the quality of the judgments that
these leaders make, and

The Department of Health and NHS Commissioning Board, both of which
need to be assured that their trust and confidence are well placed.

The governance of clinical commissioning needs therefore to combine the
robust public accountability of an organisation with responsibility for public
money with the flexible, member-led culture and ways of working of a
membership organisation.

The lion’s share of the work for this development tool predates the
publication of the ‘Government Response to the NHS Future Forum
Report"” which sets out a wide range of proposed changes to the Health
and Social Care Bill. These include the following proposals relating
particularly to the governance of Clinical Commissioning Groups:

GP consortia to be called ‘Clinical Commissioning Groups’

To strengthen governance arrangements there will be a requirement for
every Clinical Commissioning Group to have a governing body with

! Government Response to the NHS Future Forum Report, Department of Health. June 2011




decision making powers, to ensure that decisions about patient services
and use of taxpayers’ money are made in an open, transparent and
accountable way. They will be required to meet in public, publish their
minutes and operate consistently with Nolan principles.

The governing body will be responsible for overseeing key elements of
the group's governance such as audit, remuneration and managing
conflict of interest.

Governing bodies will have at least one registered nurse and a doctor
who is a secondary care specialist. They must have no conflict of interest
in relation to the Clinical Commissioning Group’s responsibilities. They
will also include at least two lay members

The Government response also:

Strengthens duties across the system to involve the public, patients and
carers

Strengthens the duties of Clinical Commissioning Groups to secure
professional advice and ensure that this advice is from a full range of
health professionals

Creates a stronger role for health and wellbeing boards.

At the time of publication of this development tool, proposed changes to the
Bill were before Parliament. Since it would clearly be inappropriate to pre-
empt the outcome of the legislative process, the paper does not expressly
reflect these proposals. Rather it sets out principles drawn from the
evidence about what constitutes effective governance and poses a wide
range of questions for clinical leaders to consider as they establish and
develop emerging Clinical Commissioning Groups. The only proposed
change that has been reflected in the main document is the term ‘Clinical
Commissioning Groups’.

This development tool was commissioned by the National Leadership
Council in July 2010 to offer an evidence-based perspective on options to
support the effective governance of clinical commissioning. There is likely
to be considerable flexibility for Clinical Commissioning Groups to decide
the approach to adopt.

The development tool has been underpinned by:
A review of governance literature, national and international, in both




public and private sectors, within healthcare and beyond. This review
considered 144 recent sources and was prepared to support the
development of ‘The Healthy NHS Board: Principles for Good
Governance’

A supplementary literature review which looked more specifically at the
governance lessons emerging from research and evaluation of previous
forms of clinical commissioning. It also examined some of the available
international literature on physician-led commissioning. Finally it looked
for governance lessons from a range of organisational forms that may be
comparable to Clinical Commissioning Groups

Interviews with GPs and policy thinkers who are currently shaping the
development of clinical commissioning

The four parts of the development tool are set out in figure 1 below.

Figure 1: Overview of the development tool

The first part of the development tool sets out:

A description of the proposed essence of good governance to ensure
safe effective governance of clinical commissioning

A summary of the key messages from the governance literature relevant
to the essence of good governance

% The Healthy NHS Board: Principles for Good Governance, National Leadership Council,
February 2010




Ideas to guide the process of developing robust governance
arrangements, based on extensive experience in supporting governance
effectiveness across public services.

This paper aims to combine respect for local autonomy and self-
determination with an examination of what is known to constitute the sort of
robust governance that builds public and stakeholder confidence that their
healthcare, and public resources, are in safe hands.

‘Debating the Options’ offers a range of governance options and questions
for emerging Clinical Commissioning Groups to chew on as they develop
their governance arrangements. This has also been informed by key
evidence from the literature and interviews with GPs and policy thinkers.

This part develops the four key themes of strategy, accountability, culture
and building effectiveness.

Debating the Options is set out as a range of quest  ions. Readers are
encouraged to explore those questions that are of p articular interest.
It is designed to be used as a resource to dip into while exploring
aspects of governance.

This development tool is evidence-based. Much of the evidence is taken
from the existing review of recent governance literature produced for the
development of ‘The Healthy NHS Board’2. ‘Understanding the Evidence:
Supporting Governance of Emerging Clinical Commissioning Groups - A
Review of the Literature’ brings the evidence up to date in relation to the
governance arrangements for Clinical Commissioning Groups. It has been
written by the King’s Patient Safety and Service Quality Research Centre
and can be located on:

http://www.nhsleadership.org/images/library/files/Commissioning/Understand
ing the Evidence Governance Literature Review.pdf

%

The final part consists of the learning from five case studies of practice
based commissioning. These case studies are published separately, and
can be located on:

http://www.nhsleadership.org/images/library/files/Commissioning/Case studi
es supporting governance of clinical commissioning groups.pdf




The case studies were written in the Autumn of 2010 and into the early
Spring of 2011. The experience, learning, terminology and future plans
described reflect that time and context. In particular, in the future, the
organisational forms and some of the accountabilities will be different to
those described in the case studies.

They nonetheless offer very valuable and transferable learning to clinical
leaders currently shaping clinical commissioning groups

The case study sites are:
GatNet: Gateshead Practice Based Commissioning (GatNet)

Nene Commissioning : A community interest company covering 76 GP
practices across Northamptonshire (Nene)

Tower Hamlets: Practice Based Commissioning across Tower Hamlets
PCT (Tower Hamlets)

Sheffield: Practice Based Commissioning across Sheffield PCT
(Sheffield)

Whitstable Medical Practice (Whitstable)
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The key evidence in this section summarises the literature®, drawing out the
most salient aspects of research and evidence that underpins the proposed
'essence of good governance’.

*

The evidence starts by clarifying the crucial distinction between the
‘governance’ of any organisation and its ‘management’. To quote from the
Good Governance Standard for Public Services” ‘Good governance leads
to good management, good performance, good stewardship of public
money, good public engagement and, ultimately, good outcomes. It builds
public and stakeholder confidence that health and healthcare is in safe
hands’.

This accountability to the public, patients and stakeholders is fundamental.
It means that the governance arrangements for Clinical Commissioning
Groups need to give confidence:

In the quality and safety of health services, including by delivering optimal
health outcomes

In the transparency, inclusiveness and openness® of decision-making and
use of resources

That public money is spent in a way that is efficient and effective.

Clinical Commissioning Groups will, of course, also have to be well-
managed as well as well-governed. Management is the ‘hands on’ aspect
of running an organisation, focusing on effective implementation of the
strategy, and the operational leadership of the organisation.

® Understanding the Evidence: Governance of Clinical Commissioning Groups. A Review of the
Literature Ramsay and Fulop, July 2011

* Good Governance Standard for Public Services, Independent Commission on Good
Governance in Public Services, February 2005

® Centre for Public Scrutiny submission on the Health White Paper, June 2010
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Across the various organisational forms examined in the literature review
(including mutuals, social enterprise, family run firms, professional
partnerships and networks), there is a strong tendency for organisations to
adopt board-like structures as they grow in size and complexity, as a
means of providing effective governance.

The literature3 indicates that in most forms of physician-led groups there is
some form of governance structure, typically a board. So, for example,
Independent Practitioner Associations (IPAs) in New Zealand are governed
by management boards elected by members. These are 25% owned and
controlled by practitioners. Similarly, Accountable Care organisations
(ACOs) are generally led by a form of board. A review of networks in the
USA found almost all made use of a council or board, elected by ‘agency’
representatives. The boards of mutuals generally have fewer than 12
members. Similarly, larger professional partnerships create a centralised
structure around a board.

The literature® on composition of the top governance tier of organisations
shows that the unitary (or one tier) structure is desirable. A key feature of
the unitary model is the shared corporate liability amongst all members of
the board or group.

Non-health sector literature suggests the top governance tier should have a
balance of executive and non-executive members. This recognises the
importance of independent non-executive directors, and ensures that power
does not rest in the hands of a small number of individuals. The literature
also suggests that the roles of Chair and CEO should be kept separate.
These lessons are reinforced in relation to the failure of investment banks in
the 2008/9 financial crisis. For example, the board members of those that
failed were less independent than those that survived, and the Chair and
CEO role had not been separated.

Corporate governance guidance emphasises the importance of having
suitably rigorous recruitment processes for executive and non-executive
directors. Diversity of membership also has the potential to contribute to
more effective decision-making.

(G

The evidence on governance effectiveness overwhelmingly identifies the
formulation of strategy as a critically important governance role. There is a

® A Review of Guidance and Research Evidence Underpinning the Development of The Healthy
NHS Board. Ramsay, Fulop, Fresko and Rubenstein, February 2010.




sizeable literature that seeks to define strategy and describes an array of
approaches to its formulation.®

Common themes include:
Agreeing organisational purpose
Formulating mission and vision
Agreeing values
Incorporating outcome-focused goals.

The national and international literature about experience of giving
commissioning powers to primary care practitioners3 also offers important
lessons. A review of clinical commissioning notes that multi-practice
commissioning requires a central strategy with which to hold members to
account.

b

A review of the literature on other physician/GP-led organisations in the UK
and internationally, including Total Purchasing Pilots, Independent
Practitioner Associations in New Zealand and Accountable Care
Organisations in the USA, identified the importance of a number of aspects
linked to accountability:

Strong managerial infrastructure, supported by effective information
systems

Measures of quality outcomes, cost, efficiency, patient experience
Effective incentive structures, tied to these measures
Transparent systems covering conflicts of interest.

The literature on different organisational forms that may have some
resonance with Clinical Commissioning Groups, such as professional
partnerships, networks, mutuals and Community Interest Companies
concludes that:

Ensuring accountability across groups of small professionally dominated
business units is challenging. Similarly worker, partner and family
‘owned’ organisations find that as the organisation reaches a certain size
and complexity, accountability through collegiality becomes difficult.

All organisational forms recognise the importance of accountability
systems. For example, in more diffuse organisations, such as networks,
clear lines of accountability are seen as a foundation upon which inter-
organisational trust is built.




Work on networks and member/worker ‘owned’ organisations indicates
that many of the tools used in operating a single organisation can be
applied just as appropriately to ensure accountability across groups of
organisations.

Systems of control require a suitable degree of transparency and
challenge — addressing ‘groupthink’ is important in organisations that
might be professionally dominated.

The wider literature on governance draws on the importance of being
assured that a formal and transparent system is in place to hold the
organisation to account for the efficient and effective achievement of
strategic objectives, while not engaging in operational micro-management.
This system should support the identification of and response to significant
risks; internal and external reporting of quality; compliance with laws,
regulations and internal policy. The internal control system is formed of
policies, processes, tasks and behaviours, and good practice suggests that
it should be outlined in a statement of internal control.

Research indicates that it is important that all non-executive directors who
sit on audit committees should have independent status, so that the
benefits of having an audit committee are realised. These include,
monitoring systems of control and ensuring external auditors are not unduly
influenced by management.

The literature explores the complex relationship between culture and
organisational performance. Overall there is evidence that:

Effective governance flows from a shared ethos or culture as well as from
strong systems and structures

Those in governance roles play a key part in establishing and promoting
values and standards of conduct

Governors of effective organisations shape a culture which is ambitious,
self-directed, nimble, responsive, and encourages innovation.

The role that those in governance positions play in increasing the
prominence of quality and safety as an organisational value is especially
well described. A culture that prioritises quality and safety may be an
important factor in the achievement of quality objectives. Research in
healthcare suggests that, in such a culture, staff are more likely to engage
with incident reporting systems, with better reporting and learning from
errors.




The evidence from an exploration of networks describes some of the
attractions of networks as an organisational form. These include increased
flexibility and learning, stabilised inter-organisational relationships,
improved joint production, openness to innovation and better management
of cultural diversity. Since Clinical Commissioning Groups resemble
networks in a number of respects, this seems to augur well for their ability
to forge a nimble innovative culture able to accommodate a range of
organisational cultures.

Across the spectrum of organisational forms, the literature refers to the
critical role that shared ‘values’ and ‘mission’ play, suggesting the
importance of paying early and consistent attention to this aspect of
organisational development.

The ‘Essence of Good Governance’ section recognises the importance of
not creating a bureaucratic straitjacket for the newly developing Clinical
Commissioning Groups, while offering essential assurance and
transparency. Throughout this document the term ‘Governance Group’ is
used to describe the overarching governance structure sometimes referred
to in the literature as a ‘Board’.

Figure 2: Essence of good governance

This suggested approach, which emerging Clinical Commissioning Groups may
wish to consider first, is set out as 10 elements, organised under headings that
match the sectors of the model, as shown in Figure 2. These elements are




drawn from the evidence.

+

Element 1: Establish a governance group  for each Clinical Commissioning
Group that holds responsibility for the governance of the organisation.

A governance group includes independent lay members, who would offer
informed scrutiny and challenge, play a key role in operating effective systems
of control and ensure that the governance group is seen to act in the best
interests of the public.

Evidence suggests that at least one of these lay members has sufficient recent
and relevant financial expertise and be financially qualified to be able to chair or
contribute effectively to the audit oversight arrangements (see below).
Transparent nominations/ election/ appointments processes are important for all
members of the governance group.

The role of a governance group in scrutiny and challenge suggests that a
governance group would not be chaired by the Accountable Officer.

Element 2: Guidance and best practice suggests that a senior leader in a
governance group would hold the role of Accountable Officer. The
Accountable Officer would be supported in this role by the corporate
responsibility of the governance group. The role of the Accountable Officer
includes ensuring that the organisation carries out its functions in a way which
complies with its financial duties, promotes continuous improvement in the
quality of services it commissions and provides good value for money.

In addition, each organisation would have an appropriately qualified Chief
Financial Officer (CFO). The CFO would be in a position to offer key support to
the Accountable Officer and governance group in relation to all aspects of
financial stewardship.

Element 3: Evidence suggests that there should be governance arrangements
to develop a constitution which sets out the overall approach to governance for
the Clinical Commissioning Group, and is in line with guidance issued by the
NHS Commissioning Board.

% (-

Element 4: Evidence suggests that there should be governance arrangements
to ensure the development of a clearly articulated vision for the Clinical
Commissioning Group and for agreeing a set of outcome-focused goals or
objectives that are suitably challenging, but achievable.




These outcome-focused goals need to be aligned to the needs of the population
served, as identified in the joint strategic needs assessment, and the NHS
Commissioning Board’s national commissioning priorities and intentions.
Clinical Commissioning Groups will have a duty to have regard to and be an
integral stakeholder in the development of a joint health and wellbeing strategy
developed by the local health and wellbeing board. Active engagement of the
community and key partners will be key to informing local goals or joint
commissioning objectives.

The vision and outcome-focused goals provide the framework for the Clinical
Commissioning Group’s annual commissioning plans.

b

Element5: Appropriate governance arrangements would ensure the
safeguarding of quality, with a proposed new duty of securing continuous
quality improvement . Consequently, a key governance priority would be to
demonstrate how the Clinical Commissioning Group is delivering quality
outcomes specified by the NHS Commissioning Board, and how it is meeting
the quality standards of the Care Quality Commission (CQC) and the National
Institute for Health and Clinical Excellence (NICE).

Preparing and publishing a Quality Assurance Framework and Quality Accounts
may be two ways to demonstrate progress on the three aspects of quality
(effectiveness, safety, patient experience).

Element 6: Appropriate governance arrangements would be needed to
provide assurance that the organisation is complying with the financial duties
set out in legislation, including the duty to achieve financial balance.

Preparing and publishing financial accounts , overseen by the CFO, approved
by a governance group and then audited by external auditors would
demonstrate compliance.

Element 7: The establishment of audit oversight arrangements  for each
Clinical Commissioning Group would enable them to seek assurance that
financial reporting and internal control procedures are applied. These audit
arrangements would ensure the maintenance of an appropriate relationship with
the auditors. Two or more Clinical Commissioning Groups may choose to share
audit oversight arrangements, perhaps to cover a federation of Clinical
Commissioning Groups, provided there is no conflict of interest. Publishing an
annual audit letter from external auditors would be one important
demonstration of public accountability and transparency.

Good practice suggests that audit oversight arrangements include a minimum of
three independent people, at least one of whom would ideally be




financially qualified. Members could be drawn from the lay membership of a
governance group, as well as outside appointments if required. The CFO and
Accountable Officer may not be formal members, but may attend at the
invitation of members.

Element 8: The Clinical Commissioning Group needs to have in place a clear
declaration of interest and resolution of conflicts policy, which is actively
managed. This would include holding a register of interests for all members,
particularly those serving on a governance group and executive board or group.
This is particularly important to assure that commissioning decision-making is
transparent, fair and maintains patient choice.

Element 9: In line with public service values, the Clinical Commissioning
Groups would demonstrate transparency, inclusiveness, fairness and
accountability in decision-making. This includes the duty to publish the Clinical
Commissioning Group constitution and to uphold the principle of ‘no decision
about me without me’.

Element 10: The Clinical Commissioning Group should take account of all
duties, rights, pledges and values set out in the NHS Constitution when
performing NHS functions. This includes accountability to the public,
communities and patients that the Clinical Commissioning Group serves, and
being assured that the Clinical Commissioning Group is operating within the law
and in accordance with its statutory duties.




This section of the paper reflects on the sort of processes that may help
Clinical Commissioning Groups to arrive at the right judgments about the
approaches to developing effective governance.

A well-established principle in organisational design is that ‘form should
follow function’. The risk is that Clinical Commissioning Groups could come
under pressure to determine structures (form) prematurely and ahead of
building a clear and shared understanding of what they are trying to
achieve in their local context.

This discussion paper suggests the essence of good governance to help
ensure robust governance. However these arrangements would need only
to be in place when the Clinical Commissioning Group finally takes on full
leadership and accountability for local health service commissioning.

A key advantage of the lead time, to April 2013, before Clinical
Commissioning Groups are expected to take on this full accountability is the
opportunity to create an incremental process that allows Clinical
Commissioning Groups to test, reflect and learn as they go. The creation of
a programme of pathfinders will facilitate testing and experimentation and
enable the dissemination of vital learning across Clinical Commissioning
Groups at different stages of development.

The ‘lead-in’ creates the opportunity to build clinical commissioning on the
foundation of effective local relationships and good communications with
key stakeholders, including prospective member practices, local
government, including health and wellbeing boards, and with the existing
spectrum of local patient groups.

There is a unique opportunity to invest early in learning about respective
roles, priorities and ways of working and to build the strong bedrock of
shared values that is likely to underpin the success of clinical
commissioning.

The Clinical Commissioning Groups should play a central role in developing
a vision for local health service commissioning. However, it will be critical
that member practices, other professionals, partners and patient groups are




able see their needs, interests and contributions reflected in this vision. This
suggests a comprehensive process of local engagement, communications
and dialogue. Active engagement with emergent health and wellbeing
boards should ensure coherence across public health, NHS and social care
commissioning.

Constructing robust and transparent mechanisms for reconciling the range
of priorities emanating from member practices is likely to present a
particular challenge.

+

Clinical commissioning will operate through a complex network of
relationships. Putting hard budgets into the hands of Clinical
Commissioning Groups provides them with a considerable amount of the
power and authority necessary to shape local health services. As many
commissioners before them have discovered, however, the most effective
commissioning often requires that one swaps the illusion of control for the
reality of influence!

Clinical commissioners will often depend on behaviours that they do not
have the power to mandate — from member practices, from partners, from
patients and the public — and potentially from acute and other providers.

From the outset, Clinical Commissioning Groups will need to recognise the
critical importance of shaping a culture likely to give rise to the sorts of
behaviours that, in turn, will help to drive towards the achievement of
shared vision and objectives.

0) 1 *

Good organisational development practice suggests that the optimal
process begins less with structures and systems, and more with
relationships and engagement, vision and values and culture and
behaviours.

Ultimately, however, Clinical Commissioning Groups will need to put in
place structures and systems to safeguard transparency and accountability.
And, unlike predecessor organisations, Clinical Commissioning Groups are
in the enviable position of being given meaningful scope and freedom to
shape lean, proportionate governance models. Grasping this opportunity
requires that Clinical Commissioning Groups and their partners begin by
recognising the important role of proportionate, but robust, governance. The
learning from the pathfinder Clinical Commissioning Groups, as they
establish their governance arrangements, will be invaluable to Clinical




Commissioning Groups that develop a little later. Some Clinical
Commissioning Groups may choose to work together in federated
arrangements to strengthen their governance capacity, in a cost-
constrained environment.

Evolving a model that suits the particular needs, capacity and
circumstances of individual Clinical Commissioning Groups requires that
time is set aside for learning, debate, and exploration of options.

The evidence shows that processes which help those in governance roles
to make good judgments lie at the heart of good governance. These
judgments often require healthy debate about the many issues that are
simply not amenable to simple or uniform guidance and advice.

The ‘essence of good governance’ outlined in this part of the paper is just
that — the essence. The other parts of this discussion paper aim to help
Clinical Commissioning Groups explore and debate the spectrum of options
for robust governance.




Section 3 offers a range of governance options and questions for Clinical
Commissioning Groups to chew on as they develop their governance
arrangements. This has also been informed by key evidence from the literature,
interviews with a number of GPs and policy thinkers and the five case study
sites. This part develops the four key themes of strategy, accountability, culture,
and building effectiveness, shown in Figure 3.

Figure 3: Debating the options: four key themes

This section is set out as a range of questions; re  aders are
encouraged to explore those questions that are of p articular interest.
This section is designed to be used as a resourcet o dip into and
explore relevant aspects of governance.

When you see this symbol it means that here you
will find some ‘ideas to chew on’




A review of clinical commissioning
suggests that the experience of ‘networks’
as an organisational form might provide
useful lessons about effective ways of
governing multiple organisations. The
supplementary literature review that

supports this paper explores this learning and suggests that a consistent
message is that maintaining focus on a clear strategy and goals for the
network is a significant factor in success.

Work on Accountable Care Organisations (ACOSs) in the United States of
America suggests that ACOs should not be uniform, but rather reflect their
local context. Strategic focused goals — where payment is based on health
outcomes, not volume of provision — were identified as essential. Other
research identifies the need for a ‘strong mission focus’ as well as ‘a clear
vision of how the ACO will benefit the community’.

A review of the governance of ‘mutuals’ and co-operatives identifies the
challenge of balancing priorities in strategy and notes the importance of
processes to ensure that long-term strategy is prioritised and not lost in
operational detail. This need to balance short- and long-term goals is also
identified in the literature on previous attempts at primary care based
commissioning.

Finally, the review included literature on family firms, since many of the
issues faced by family firms resemble those that may be faced by members
of Clinical Commissioning Groups. While many advantages flow from this
organisational form, the limited research that has been done identifies
problematic gaps around organisational vision, culture development and
inter-organisational relationships. The literature also points to the tendency
of ‘owners’ to surround themselves with like-minded people, leading to a
risk of ‘groupthink’ especially in the development of strategy. Independent
voices in the governance of family businesses are seen as mitigating this
risk.




What should be the strategic focus of Clinical Commissioning
Groups?

Who leads on setting strategy?

How might Clinical Commissioning Groups make strategic
decisions?

What could be the role of health and wellbeing boards in
strategy?

5

There is a need for clarity in respect of the strategic
focus of clinical commissioning as the first step in the strategy
process. There are, however, a range of valid perspectives on what this
strategic focus might be.

At one end of the spectrum, is the ‘stick to the knitting’ argument —
suggesting that clinical commissioning needs to be realistic and focused in
its sense of purpose. Clinical Commissioning Groups need to build a
strategy that will allow them to commission outcome-focused, high-quality,
patient-centred, value for money healthcare services.

This perspective sees reducing inequality of access to healthcare services
as an important goal. However, a strategic focus which prioritises reducing
overall health inequalities is seen as significantly beyond the reach of
healthcare commissioners — and, moreover, this unrealistic purpose serves
as a distraction from goals that ought to be at the heart of healthcare
commissioning. The NHS Outcomes Framework refers to ‘amenable
mortality’ to describe the impact that health services can realistically have
on health outcomes.

The other end of the spectrum sees it as critical that healthcare
commissioners take a broader view and engage and collaborate widely with
partners, in order to play a full and equal part in the delivery of wider social
goals and the reduction in inequalities of health outcomes. Inevitably, there
are many whose positions fall between these two extremes.

The strategic focus that Clinical Commissioning Groups define for
themselves will have a significant impact on the way that Clinical
Commissioning Groups work and where they decide to put their energies.




For example, the extent to which Clinical Commissioning Groups invest
time and energy in relationships with partners including local government
and the voluntary sector, the approach taken to the composition of a
governance group, and the way that they set goals and monitor progress.

A key conclusion may be that it will fall to governance groups to work with
practices, patients and partners to answer this question and arrive at a
shared sense of purpose that can, in turn, inform goals and priorities and
ways of working.

As one way of exploring the ‘strategic focus’ question, governance groups
may usefully ask themselves the question, ‘how will we know if clinical
commissioning was working well in this locality?’

Some of the success indicators could include:

Demonstrable improvement in healthcare outcomes (value) for the
population for the money invested

Reductions in inequality of access to healthcare services

Demonstrable improvements in the patient experience across all
pathways

Less and/or more appropriate use of secondary care
Increased patient self-management

Growth in care closer to home, or at home
Improvements in access to information for patients

A demonstrable reality to the notion of ‘nothing about me, without me

Evidence of improvements in reducing the variation in the quality of
primary care.

CASE STUDY

One of the case study sites, GatNet, has focused on clinical
healthcare and preventative healthcare e.g. screening, and
demand management, rather than ‘public health’. However, with
additional time, support and capability, it would be keen to tackle
the wider health inequalities agenda.




CASE STUDY

Nene Commissioning has a number of service re-design
strategies underway. This includes a national pilot site for
integrated care. Its focus is on long-term condition management
to help patients remain independent for longer and have more
choice in their end-of-life care. A local agreement stating the
ethos and principles of the integrated care pilot was drawn up
and signed by nine partner organisations. Early signs are
promising: for example, the Ambulance Trust now has the lowest
conveyance rate, and emergency admissions are significantly
reduced for the target population.
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The literature is unequivocal in seeing the formulation
of strategy as a core governance role. Within the
organisational landscape described in the White Paper’ and

the BiIll, it is, however, important clearly to distinguish roles and role-players
in the strategy formulation process.

The White Paper and the Bill describes the creation of the NHS Outcomes
Framework as ‘a focused set of national outcome goals that will provide an
indication of the overall performance of the NHS’ and ‘... a means by which
patients, the public and Parliament can hold the Secretary of State for
Health to account...’

The NHS Commissioning Board (NHSCB) should play a key and leading
role in the strategy process setting overarching, national commissioning
priorities and intentions to deliver these outcomes. Informed by the NHS
Outcomes Framework set by the Secretary of State and the Quality
Standards developed by the National Institute for Health and Clinical
Excellence (NICE), the NHSCB will set out in a Commissioning Outcomes
Framework the improvements that clinical commissioning will be expected
to deliver at the local level. The NHSCB will develop strongly evidence-
based commissioning guidance to support GP commissioners. It is thus
envisaged that much of the work that is generally at the heart of effective
strategic processes, including long-term horizon scanning, would be
undertaken at the national level.

" Equity and Excellence: Liberating the NHS, Department of Health July 2010




Local health and wellbeing boards should also have a key role in shaping
local strategy in relation to health and wellbeing broadly, and in relation to
integrated commissioning in particular. Underpinned by the joint strategic
needs assessment, health and wellbeing boards will have a duty to produce
a ‘high-level joint health and wellbeing strategy that spans the NHS, social
care and public health and could potentially consider wider health
determinants, such as housing or education’. These strategies are likely to
have a significant influence on Clinical Commissioning Groups. Clinical
Commissioning Groups will be members of the health and wellbeing board
in their own right.

What then is the role for Clinical Commissioning Groups? This paper aims
to differentiate between governance and managerial roles within Clinical
Commissioning Groups. From a governance perspective, Clinical
Commissioning Groups will need to make sense of the ‘NHS Outcomes
Framework’ and patient pathway templates in the local context, and have
regard to the joint health and wellbeing strategy, in order to:

Set locally appropriate, outcome-focused objectives

Ensure that these objectives are informed by the local community and
patients and are open to local public scrutiny

Ensure that managerial processes are in place to undertake more
detailed planning — including the appropriate engagement of member GP
practices, partners, patients and the public. Such processes will include
the need to engage secondary care clinicians in shaping strategy and
patient pathways together with GPs. This may also include
decommissioning of some services. Consequent potential conflicts of
interest will need to be seen, demonstrably, to have been managed

Take into account key strategic risks.

To discharge its role in formulating strategy, a governance group would
require an understanding of:

Specific local health needs — drawing on the joint strategic needs
assessment undertaken in partnership with local government

Current local health outcomes

Current patterns of provision, including perspectives on quality,
sustainability and value for money

Views and perspectives of the community and patients about local health
services.

However, there inevitably are a range of views about the extent to which it
is either necessary or desirable to formulate strategy in a systematic way —




especially at a wider system level.

Clinical Commissioning Groups may well arrive at different judgments about
the nature and extent of the strategic process — and the consequent need
for strategic shaping across individual Clinical Commissioning Groups
boundaries. The important point is that this is a ‘governance’ judgment that
needs to be taken in a deliberate, purposeful and accountable way.

CASE STUDY

Nene Commissioning’s experience is that it takes a minimum of
15 months to translate an idea into a service change. To
minimise frustration, it recognises that small scale, rapid delivery
projects keep people interested.

CASE STUDY

They find it essential to involve front-line staff in delivering
changes to help ensure that they will use new services. They
also use multiple implementation strategies, including pilots and
rolling out major changes in waves. If a pilot does not deliver
benefits, then the service is de-commissioned.

Compelling evidence® from the private sector
emphasises the importance of translating strategy to
frontline activity. One study notes that ‘15% of the benefit from strategy
came from the intrinsic excellence of the strategy itself and 85% from the
excellence of the implementation...’

This suggests a need for high quality, strategic decision-making and this
clearly has implications for how Clinical Commissioning Groups marshal
excellent managerial capability - most notably the crucial importance of
high-quality reliable information. However, the principal governance
implication is the need for governance groups of Clinical Commissioning
Groups to:

Ensure alignment between decisions and the overall strategic direction
that has been set




Ensure that there is a clear scheme of delegation in relation to decisions
— so that it is clear which decisions need to be made by a governance
group, and which can be delegated

Ensure the application of criteria and rationales for decision-making that
are transparent, objective and evidence-based. This is an important
protection against judicial review of key decisions, and the process for
making decisions

Maintain high levels of effective engagement with constituent practices

Demonstrate adherence to the NHS Constitution requirements for
transparency, inclusiveness, fairness and accountability in decision-
making

Take account of perspectives of patients and partners

Construct decision-making mechanisms that demonstrably attend to any
actual, potential or perceived conflicts of interest, particularly in relation to
procurement.

CASE STUDY

Sheffield has four PBC groups that have agreed to work together
in a ‘confederation’, when appropriate. The purpose of the
confederation was to avoid reinventing the wheel within four PBC
Commissioning Groups, promoting the sharing of pathways and
approaches to implementation. Each PBC group leads on
specific clinical priority areas. Within each area there is now one
plan that is city-wide. The process to develop and agree this
involves each PBC group and is arrived at by mutual consent.
Each PBC group has a significant devolved budget that it can
use for local service re-design. Key Performance Indicators are
currently agreed with the PCT and applied to each service re-
design programme/project. Where clinical priorities are being
determined at confederation level, the service re-design is
handled on a city-wide basis. Milestones for city-wide
programme/projects are agreed with the PCT and monitored
regularly at confederation level.




The White Paper’ and the Bill sets out the duty on health
and wellbeing boards to develop a joint health and wellbeing
strategy. Clinical Commissioning Groups will need to participate actively in
health and wellbeing boards giving attention to:

Clinical Commissioning Groups’ membership of health and
wellbeing boards. Clinical Commissioning Groups may usefully
distinguish between the most appropriate governance versus
managerial relationship with local government. Arguably, the relationship
with health and wellbeing boards is essentially a governance

relationship. Clearly, the maintenance of the essential partnership with
local government is likely to require a spectrum of additional managerial
relationships with local government officers.

Differences in culture and ways of working between health and local
government. Local government are critically important strategic partners
and it will be important to ensure that this partnership is not undermined
by the challenge of evolving mutually satisfactory ways of working
together.
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The main evidence on
accountability has been summarised in
Section One.

Additional research in relation to
risk management includes the lessons
from the 2008/9 financial crisis. Reviews
have demonstrated that US banks’ main

failure was their inability to identify the major risks brought by their existent
strategies. Oversight of risk management was not seen as a priority by the
boards of these banks. There was a disconnection between the risk
management, strategy and management systems. Many recommendations
on how risk management might support effective governance have been
made in the wake of this financial crisis. It is suggested that risk should be
central to governance, informing strategy and allocation of resources, all
supported by an effective risk management system. Such a system can
only be effective if all levels of the organisation engage with and have
ownership of risk.

Some of the evidence in relation to handling conflicts of interest is drawn
from a review of family firms. There exists the risk that owners may take
decisions that benefit themselves rather than the company. In the US, a
survey of over 1,300 US family firms concluded that internal control
systems are ‘essential’ to ensure effective performance of these firms.
Similarly, a study of almost 2,500 Swedish small and medium enterprises,
mostly owner-managed, found that outside directors had a positive effect
on strategic change.

Discussion papers in relation to managing conflicts of interest in proposed
commissioning arrangements have highlighted the requirement for robust
arrangements to identify and govern potential conflicts where an overlap
occurs between services to be commissioned and services provided by the
members of the Clinical Commissioning Groups. Some approaches that
may help include competitive tendering for services, involvement of
members of the community, or the use of independent directors. Other
perspectives have cautioned that care should be taken in setting these
controls, as too many safeguards may demotivate clinical engagement and
too few may undermine patient confidence.




How might accountability work in these new arrangements?

How will the accountability relationship with the NHS Commissioning
Board work?

How to achieve mutual accountability with GP practices in a Clinical
Commissioning Group?

How will Clinical Commissioning Groups deliver their accountability for
the quality of commissioned care?

What will the Clinical Commissioning Group role be in relation to
accountability for the quality of primary care?

What approaches to adopt in managing conflicts of interest?

How to establish proportionate systems of financial stewardship and risk
management?

Key accountabilities for Clinical Commissioning Groups
include:

The NHS Commissioning Board :, for delivering quality outcomes and for
the financial resource allocated to achieve these outcomes

Practices: The GP practices within the Clinical Commissioning Group. This
is a mutual accountability that is explored further below

Patients: The local community, including the public and patients in the
locality.

In addition, Clinical Commissioning Groups will need to maintain effective
relationships with:

Partners: local government and neighbouring Clinical Commissioning
Groups

Partners: The proposed health and wellbeing boards and local government
more widely noting the distinct roles of the health and wellbeing boards and
overview and scrutiny committees.
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Current policy is explicit in its aspiration to ensure that ‘the headquarters of
the NHS will be in the consulting room, not the NHS Commissioning Board'.
This requires that the NHSCB will need to construct a very different
relationship with Clinical Commissioning Groups from those which have
existed between the DH, SHAs and PCTs.

The NHSCB will hold Clinical Commissioning Groups to account for the
guality outcomes that they achieve and for financial performance. It will only
have the power to intervene where there is evidence that Clinical
Commissioning Groups are failing, or likely to fail, to fulfil their functions.

A key accountability relationship for Clinical
Commissioning Groups will be that between the Clinical
Commissioning Groups and the member GP practices.

This will be a two-way relationship, and it may be helpful to consider what
each may be looking for from the other. The challenge is to encourage
effective co-operation across practices in the Clinical Commissioning
Group, while recognising that practices may have different styles and
cultures, and are competing with one another for patients.

Interviewees pointed to the reality that Clinical Commissioning Groups may
also inherit a legacy of long-standing disagreement between member
practices. The role of Clinical Commissioning Group leaders in reconciling
differences will be important.

A number of leading GPs and policy thinkers interviewed for this paper
identified options to involve and engage a wider group of GPs than those
who would sit on a governance group. This could involve having different
GPs leading on different patient pathways, or on other task and finish
groups. The aim would be to draw on a wide range of expertise and
interests, encourage their involvement and commitment in the work of the
Clinical Commissioning Groups, but require only a manageable time
commitment from them.

A governance group requires lean membership to ensure its effectiveness,
with the evidence favouring a membership of between 10 and 15.




What will Clinical Commissioning Groups and GP practices expect from

each other?

An example of areas for mutual agreement for Clinical Commissioning
Groups and constituent practices is shown in figure 4 below.

%
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Listen

Reflect GP practices’ views on
vision, commissioning plans and so
on

Commission competently on
practices’ behalf

Involve/engage/communicate well

Provide data: analyse, monitor,
including outcomes

Offer opportunities for risk sharing

Engage with Clinical
Commissioning Group leaders in
developing vision,
commissioning plans and so on

Cede authority to the Clinical
Commissioning Group leaders in
relation to commissioning

Comply with policy and
agreements regarding clinical
practice, referrals and
prescribing

Participate — including supporting
specific tasks and work-streams

Share information — both hard
and soft

Quiality is the organising principle of the NHS — and therefore a key
governance priority for Clinical Commissioning Groups.




There is emerging good practice in relation to the governance of all three
aspects of quality of healthcare:® effectiveness of care, patient safety, and
patient experience.

The proposed Health and Social Care Bill sets out that Clinical
Commissioning Groups will have to seek continuous improvements in
quality of services for patients and in outcomes, with particular regard to
clinical effectiveness, safety and patient experience. Clinical
Commissioning Groups will be supported by the NHS Commissioning
Board, which, supported by NICE, will develop a commissioning outcomes
framework so that there is clear, publicly available information on the quality
of healthcare services commissioned by Clinical Commissioning Groups.

Clinical Commissioning Groups will also assist and support the NHSCB as
regards its duty to exercise its functions with a view to securing continuous
improvement in the quality of primary care.

An early and key priority for governance groups will be to determine how
they can be assured of the quality of commissioned care. There is a real
appetite for addressing this, and a recognition that GPs have the levers,
power and credibility to effect change in relation to quality with providers.
There is an opportunity for the effective scrutiny of quality performance of
clinicians if it is undertaken by fellow clinicians, against agreed quality and
outcome standards.

Some interviewees, including GPs and policy thinkers, identified a number
of components required to exercising accountability in relation to quality:

Key is to focus on outcomes (including patient-reported outcome measures)
and not so much on the minutiae of how the job is being done by providers

The test is: ‘Are we getting value - maximum health gain for the resource
invested?’

The Clinical Commissioning Groups will need real assurance that the
evidence and data they receive on quality, whether in relation to outcomes,
safety or patient experience, is robust and reliable

Need clear penalties and incentives to ensure that Clinical Commissioning
Groups contract specifications with providers are met in relation to all three
aspects of quality

Need to build in regular meetings and other communication feeds with the
Clinical Commissioning Group members to hear how their patients are
experiencing commissioned services

® Quality Improvement Made Simple: What every board should know about quality improvement,
Health Foundation, 2010




Create portals and other channels for patients to provide real-time feedback
about their care experience

There is an opportunity to learn from the assurance frameworks and metrics,
including clinical governance arrangements, that PCTs set up — ‘don’t throw
the baby out with the bathwater’.

Develop a corporately agreed quality strategy that is shared and
understood by providers, with output goals that are reported on a regular
basis

Ensure quality improvement approaches are seen through the patient’s
eyes and include the whole of the patient’s journey

Be clear about the measures used to assess quality: good intelligence
on quality outcomes, including patient safety, is key. A quality dashboard
for the governance group could include measures for accountability;
comparability/ benchmarking and measures for improvement

Bring safety and quality alive through patient stories and by making
quality and safety the first item on the governance group agenda.

Organise regular quality walk-arounds or quality visits to key providers for
governance group members. A key lesson from the recent governance
literature is the importance of going beyond ‘paper-based’ accounts of
quality

Establish a quality committee, or similar, to focus on ensuring that there
are effective arrangements for monitoring and continually improving the
quality of healthcare commissioned on behalf of patients. (This could be
across more than one Clinical Commissioning Group for smaller groups
and where larger providers are ‘shared’ across a number of Clinical
Commissioning Groups.)

CASE STUDY

Case study sites, such as GatNet, have a track record of clinician
involvement in secondary care performance management. This
includes formal quarterly meetings with the providers’ clinical
directors to look at variances and change.




There are important questions about the role of Clinical Commissioning
Groups in holding to account in respect of the quality and consistency of
primary care itself. Contracts for primary care will be held at the NHS
Commissioning Board level. However, an explicit duty will be introduced for
all Clinical Commissioning Groups to support the NHS Commissioning
Board in continuously improving the quality of primary medical care
services.

Many interviewees recognise that the ability of Clinical Commissioning
Groups to deliver improved outcomes for patients will, to a significant
degree, depend on their ability to influence the quality and consistency of
the practice of Clinical Commissioning Group members. There are some
powerful examples of this already happening in current arrangements, such
as Tower Hamlets and Nene Commissioning.

Key points from these sites and from interviewees include:

Practices will need to reach an agreement about their approach to
primary care based treatment, referrals and prescribing, based on best
practice, and the strategic priorities agreed by Clinical Commissioning
Groups. This could include agreements by patient pathway

Excellent, shared, information systems and transparency in relation to
variation in practice will be essential if comparative performance
information is to be credible. This could include the use of practice
dashboards

There is real potential for peer pressure and influence to have an impact
on outcomes and coverage, for example, in relation to referrals and
prescribing. However, the style of leadership and challenge will be
important. As one interviewee pointed out, ‘it will be important not to
adopt a reductionist performance management style that is more likely to
alienate than to encourage change’

Some of the most recalcitrant practices, described as ‘fortress practices’,
may exhibit behaviours that present the biggest challenges for Clinical
Commissioning Groups, but, as one respondent put it, ‘they will need to
be dealt with firmly’.

The boundary of accountability in relation to quality of primary care is still
under negotiation. Clarity will be needed in relation to where, for example,




there are significant conduct, competence or health concerns with an
individual. In these cases, which are more of a contractual or regulatory
nature, the prime accountability may rest with the NHS Commissioning
Board, the GMC and the CQC, as appropriate.

CASE STUDY

Insights from case study sites, such as Whitstable Medical
Practice, emphasise the importance of accountability for quality
right along the patient pathway, including in primary care. This
changes the relationship between practices if one is under-
performing.

CASE STUDY

GatNet manages variation in primary care through a facilitative
approach. It uses information prepared by the PCT practice
based commissioning team analysts. It sees it as a cultural
change process, with peer review as the most effective
mechanism. An example of success was the reduction of high
referring practice rates to the cluster average through peer
review.

CASE STUDY

Nene Commissioning uses a balanced scorecard to reward
practices for implementing improvements that have been agreed
— encouragement rather than sanctions.
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There has been much debate about how to handle
the knotty challenge relating to conflicts of interest for GPs, as they become
both providers of primary care services and commissioners.

The ‘essence of good governance’ set out in part one of this development
tool includes the importance of having a declaration of interest and




resolution of conflicts policy, and then the active management of such a
policy.

Interviewees for this paper identified the importance of ensuring that there
is ‘clear blue water’ between the procurement process and those bidding to
become providers of service and provision. But they also identified the risk
that approaches to managing conflicts of interest could get in the way of
innovation, integration and improving outcomes.

In developing a balanced and appropriate approach it may be helpful to use
the following criteria as key tests. Clinical Commissioning Groups would be
wise to ensure that there is:

Probity in decision-making in relation to the use of public money
Openness and transparency

Real choice for patients

Patient and public confidence in decision-making

Consistency with standards of professional practice required of GPs
and

Encouraging integration of services that are in the patients’ interest
Not constraining innovation

Not creating unnecessary bureaucracy.

Whatever approaches Clinical Commissioning Groups adopt in relation to
conflict of interest, it will be important that the policy is actively applied.
This includes rigorous pursuit of any breaches.

Governance groups may wish to consider the involvement of independent
lay members for significant investment or procurement decisions.

CASE STUDY

An example from the case study sites is that of GatNet which has
a clear written statement on conflict of interest and has ensured
that different GPs take the leading roles on commissioning and
development of provision.




Financial stewardship and risk management are core
aspects of good governance and the essence of these requirements has
been set out in the 'essence of good governance’ section.

Financial stewardship is a corporate, shared responsibility. Itisn’t an end in
itself, but rather is an enabler to allow the Clinical Commissioning Groups to
achieve the outcomes it wishes to achieve with, and on behalf of, the
patients and public it serves.

A governance group would be well advised to receive informative financial
reports on a regular basis, showing income and expenditure, trends over
time, forecasts for the future, and benchmark comparisons. These are
important tools to assist in making judgments about value for money.

It is also possible that Clinical Commissioning Groups may, over time, take
ownership of primary care estate. This would necessitate oversight of a
robust estate and capital plan by a governance group.

It is not good practice for financial information to be looked at in isolation.
Commissioning, financial and quality decisions are more likely to be well
informed if looked at together, to understand the relationship between them.
This is developed more in the intelligence section. Lessons from
governance failures in the past demonstrate the importance of
understanding the impact of financial decisions on the quality and safety of
care.

The Chief Financial Officer will be an important enabler of financial
stewardship and this professional input, together with good intelligence, and
a governance group’s corporate focus on financial stewardship, will enable
the Accountable Officer to feel well supported.
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Some senior GPs have had exposure to risk management arrangements in
PCTs, and have found them unhelpfully bureaucratic and procedural. And
yet there is an appreciation of the need for proportionate risk management.

The approach to risk management needs to be systematic, but it is
important that governance groups do not allow too much effort to be




expended on processes. What matters is recognition of, and reaction to,
real risks — not the unthinking pursuance of bureaucratic processes.

An effective risk management process provides appropriate checks and
balances, gives assurance and confidence to policy-makers, patients,
practices and partners that the Clinical Commissioning Group is acting with
probity and is less likely to be derailed by an unexpected risk. There are a
number of elements to risk management that could prove useful to Clinical
Commissioning Groups:

Consider development of a Risk Assurance Framework that draws on
best practice

The Accountable Officer may be required to sign a Statement of Internal
Control, which summarises the approach the Clinical Commissioning
Group is taking to ensure there are effective internal controls in place

The audit oversight arrangements could be asked to monitor the Risk
Assurance Framework on behalf of a governance group, but it will be
important that a governance group reviews it on an annual basis. They
could also have an important role in monitoring the robustness of the
quality data and intelligence that a governance group receives

The audit oversight arrangements could be asked to appoint internal
auditors to provide some of the assurance about how risks are being
managed. This is well-established practice in most medium-sized and
larger organisations. These audit oversight arrangements could also
oversee Clinical Commissioning Group counter-fraud arrangements. If
internal auditors are appointed, their programme of work should be
directed to focus on areas of greatest risk

A governance group can also use the Risk Assurance Framework to
assure itself that the Clinical Commissioning Group is operating within the
law and in accordance with its statutory duties.

The literature reviews show that there is likely to be a trade-off between
size and risk for Clinical Commissioning Groups. Smaller Clinical
Commissioning Groups may face more difficulty in managing financial risk,
while larger Clinical Commissioning Groups may be better able to manage
financial risk, but may find it more difficult to influence service change at a
local level. This suggests that for smaller Clinical Commissioning Groups,
some of the financial risk mitigation strategies may include working together
to commission services jointly.




CASE STUDY

The PBC collaboratives in Sheffield were increasingly aware of
the range of risks they have to manage, as a result of their
quarterly performance reviews with the PCT. They recognised
one of the challenges is to take a wider corporate perspective in
relation to risk management.

CASE STUDY

Whitstable Medical Practice offers a number of examples of
innovative service development that have allowed care to be
delivered closer to home. Benefits have included cost savings,
shorter waiting times and an enhanced patient experience in
dermatology, surgery in primary care, carpal tunnel syndrome
and epilepsy. One of the factors in delivering these
improvements has been the willingness of the practice to take
risks to invest in services and facilities. This large practice has
given careful consideration to the scale of its appetite for risk and
the consequent need for systematic and sophisticated
approaches to the tracking and management of risk.
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The main evidence on culture has
been summarised in section one.

Why does culture matter?
Shaping culture — how to harness the best of both worlds
How to develop a culture of transparency
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Culture matters, because we know, from the
literature, that effective governance flows from a shared
ethos, as well as from strong systems and structures.
Those in governance roles play a key part in establishing

and promoting public service values and high standards of conduct.

Governance groups of Clinical Commissioning Groups will need to consider
how they:

Exemplify and model the values, principles and behaviours that they seek
to promote

Ensure that there is a demonstrable and consistent match between these
values and principles and the lived reality for patients, partners and staff.

The NHS Constitution sets out core values and principles for all NHS
organisations and Clinical Commissioning Groups will likewise be statutorily
obliged to demonstrate their commitment to these values and principles.




The values set out in the NHS constitution are:

Respect and dignity
Commitment to quality of care
Compassion

Improving lives

Working together for patients
Everyone counts

Interviewees whose contributions informed this paper noted that many new
leaders of Clinical Commissioning Groups, while they may be experienced
practitioners, will be occupying a formal corporate public service role for the
first time. They pointed to the importance of ensuring that new leaders of
Clinical Commissioning Groups embrace the ‘seven principles of public life’
as the basis for their personal conduct. The seven principles (sometimes
called the Nolan principles) are:

Selflessness
Integrity
Objectivity
Accountability
Openness
Honesty
Leadership

One approach to consider is the development of a code of conduct, in
relation to conduct between practices and the Clinical Commissioning
Group, signed up to by all participating GPs/ practices.
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In developing this discussion paper, some fairly
consistent messages emerged about the prevailing culture
in general practice.

Interviewees described a culture that is pragmatic and reactive, but also
highly flexible, creative and innovative. This culture can tend not to be
outward-looking, favouring an immediate rather than long-term view, and
seeing individual patients more clearly than whole populations.

Clearly different practices, and different practitioners, will exemplify a much
wider range of cultures than can be captured in rather crude descriptions of
this kind.

Time and again, interviewees emphasised the importance of not replicating
the culture and processes within predecessor organisations that are
thought to have stifled innovation. They also referred to the need to bridge
the perceived cultural divide between GPs and secondary care clinicians, if
real change across patient pathways is to be achieved.

The best GP leaders bring an energetic, creative, innovative, flexible, can-
do culture. The ‘membership organisation’ model originally conceived for
clinical commissioning groups is designed to harness the best of this
culture. But governance groups within Clinical Commissioning Groups will
need to ensure that this co-exists with a culture that also embraces
proportionate, transparent, accountable, risk-managed corporate
processes. These need to be seen, not as the ‘dead hand’ of bureaucracy,
but inherent in having direct responsibility for stewardship of large amounts
of public money and accountability for the quality of services.

Arguably one of the most powerful lessons from recent catastrophic
governance failures in the private sector has been that robust, formal
systems of control are necessary, but not sufficient for effective
governance. Systems need to be combined with a culture that recognises,
respects and exemplifies the values of transparency and accountability.
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A crucial value is that of transparency. Indeed, most
of those interviewed for this paper recognised the




importance of transparency in the way the Clinical Commissioning Groups
conduct themselves. But what might this mean in practice?

The Centre for Public Scrutiny has explored this issue in some depth and
may be an important source of advice for Clinical Commissioning Groups,
especially in the early stages of their development. It notes that:

Providing information to help people understand the context in which the
NHS operates gives them a powerful tool to take part in discussions and
debates about how the NHS works and how it is responding to people’s

needs

Giving people information could lead to greater involvement, but there
needs to be a balance between giving information directly and pointing
people to sources of information that they can analyse themselves

Key examples of areas where the NHS needs to be transparent include:
the state of public health

the challenges of planning and running health services, including value for
money

decisions on priorities and choice of services for investment and
disinvestment

how services are performing locally and in comparison to other places
when things go wrong
how decisions are taken about improving services

how people can take more decisions about their care and choose where to
get treatment

where people can find information themselves
how people can best get their voice heard.

A further consideration for governance groups is whether they are going to
conduct their meetings in public, at least some of the time. It is common
practice for NHS organisations currently to take formal decisions in public,
and publish meeting papers. As public bodies, Clinical Commissioning
Groups will also be subject to the Freedom of Information Act 2000, which
places significant demands on public bodies to make a wide range of
information available.

Clinical Commissioning Groups are likely to be required to hold an annual
general meeting, make their commissioning plans available to the public,
and publish an annual report, including giving an account of progress in
joint arrangements with local government and patient and public
consultation. It also indicates that remuneration arrangements are to be
made public.
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In this section, a number of aspects
of supporting governance effectiveness
are explored. These include:

Composition and ways of working
Intelligence
Engagement.

There is extensive literature on building governance effectiveness and, in

particular, in relation to building the capacity and capability of governance
arrangements. Some of the most salient research is summarised here.

Governance Structure

The literature suggests that the top governance tier ‘should be of sufficient
size that the balance of skills and experience is appropriate for the
requirements of the businesses.’” Lessons following the 2008/9 financial
crisis suggest the ideal size for this top tier ranges from 10-12. Other
research suggests that the size of the group might justifiably increase with
increases in organisational size and complexity. Other research indicates
an inverted U relationship — performance was lower where boards were too
large or too small’.

Research has demonstrated that the approach to Board member selection
in co-operatives and mutuals (i.e. drawing only from the membership), may
allow representation of members, but it may not bring sufficient expertise to
the Board. Board members may lack suitable knowledge and skills to set
strategy effectively, act as ‘boundary spanners’ or to hold management to
account... instead becoming ‘passive receivers of information’.

Learning, Development and Review

The literature also identifies the importance of development and learning
support in establishing physician-led organisations. Independent




Practitioner Associations emphasise developing systems and approaches
to facilitate cross-organisational learning.

The more mature of the Accountable Care Organisations are incentivised to
act as mentors to those still developing their leadership and management
skills. Resources are dedicated to supporting the development of effective
leaders — who are, in turn, assessed on evidence-based competencies.

Many reviews note the importance of evaluating performance of the top
governance tier, its members and committees, regularly and rigorously, to
be assured that it is fit to carry out its roles and activities.

Questions of remuneration are outside the scope of this review. However,
much of the literature discusses the benefits of appropriate incentive
structures, tied to measures including quality outcomes, cost, efficiency and
patient experience.

Building Corporate Accountability and Effective Rel ationships

There is now a considerable body of evidence to demonstrate that
governance effectiveness, while it requires effective ‘architecture’ and good
systems of financial stewardship, also relies crucially on
collective/corporate responsibility and effective interpersonal relationships.

The literature identifies collective responsibility as ‘an important feature of
effective governance with responsibility shared by all members of a
governance group’. An approach known as ‘policy governance’ notes that
governors ‘speak with one voice, or not at all’.

Considerable learning has also been derived from looking at serious
governance failures, both within the NHS and in the private sector. Private
sector research has found that ‘what distinguishes exemplary boards is that
they are robust, effective social systems’. This research points to the
importance of building ‘a virtuous cycle of respect, trust and candour’, as
well as fostering a culture of open, constructive challenge. Reviews of high-
profile NHS failures identified Board dynamics as a causal factor, citing
autocratic leadership styles and a ‘culture of denial’ at the most senior
governance levels.

The most effective governance is thus seen as emerging from an
investment of time and energy in the development of mature relationships
and ways of working. As leading academic, Jeffrey Sonnenfeld”, notes in
his work on private sector governance failure ‘it's not the rules and
regulations, it's the way people work together’.

° Sonnenfield, J. ‘What Makes Great Boards Great' Harvard Business Review 2002;80(9):106




Delegating Appropriately

The literature suggests that the following delegations need to be set out
clearly:

The functions reserved for a governing body — in the case of Clinical
Commissioning Groups, the governance group — and those that have
been delegated to individuals or groups delivering executive/managerial
roles

The functions delegated to committees of a governance group.

In the case of NHS bodies, the tools available to describe these delegations
are:

The standing orders for the organisation — which provide a
comprehensive description of how the organisation will conduct its
business

The standing financial instructions (SFIs) — which detail the financial
responsibilities, policies and procedures that have been adopted

The scheme of reservation and delegation — which sets out the
responsibilities and accountabilities that remain at the most senior
governance level and those that have been delegated to committees and
to executives, together with the reporting arrangements that ensure
governance oversight.

The establishment of an Audit Committee is a universally accepted element
of effective corporate governance within the NHS and the private sector. It
is on this basis that this development tool identifies establishing audit
oversight arrangements as a key element.

Corporate governance guidance from all domains also describes a critical
role for a Remuneration Committee responsible for setting overall pay
policy for the organisation and setting the remuneration of key senior
leaders of the organisation. This is not set out as a key element in the
‘essence of good governance,” because it may be that the NHSCB will be
responsible for remuneration policy, thus relieving Clinical Commissioning
Groups of this obligation. Whatever approach is chosen, it is considered
critical that remuneration is set independently and transparently.

A number of recent studies have also pointed to the value of a quality-
focused committee.

Embedding Governance Disciplines

As they establish themselves, Clinical Commissioning Groups will need to
evolve a wide range of overall organisational disciplines and ways of
working. This part of the development tool refers specifically to the




disciplines that are known to contribute to effective governance.

Guidance on corporate governance effectiveness in the private sector notes
excessive focus on ‘process matters’ in meetings and urges an increased
focus on ‘matters of substance’. Likewise in the NHS, there is a recognition
that governance agendas often fail to focus on key strategic issues. Recent
research recommends a suitable balance between formulating strategy and
monitoring activity, while careful agenda management is seen as an
effective means of ensuring that important topics, such and quality and
safety, are afforded sufficient time.

International research demonstrates the value of placing quality and safety
as a standing item on a governance group’s agenda. Dedicating significant
governance time to quality (at least 20%) is associated with improved
guality outcomes.

What are the options for composition of governance groups?
What are the relative merits of appointment and election?

What are the key leadership roles including that of the Accountable
Officer?

What approaches to learning, development and review may help?
How can we build corporate accountability and good social processes?

What might be the implications for the organisational form of Clinical
Commissioning Groups?

What role could committees play?
How can we manage the business of the governance group?

5

The majority of the interviewees who contributed their
early thinking to this development tool recognised that
Clinical Commissioning Groups would need some sort of board or group to
oversee the governance and manage the Clinical Commissioning Group.

This development tool recommends that Clinical Commissioning Groups
establish a governance group as one of the key elements in the ‘essence of




good governance’, and proposes that this may include independent lay
members.

There is a wide range of options for the composition of a governance group.
In developing ideas about the composition, consideration should be given
to achieving a balance of skills and experience appropriate for the
requirements of the business.

Interviewees recognised the value in having some lay involvement. This
could include the public or patient perspective, or perhaps local government
in some form. Others recognised the value of non-executive director-type
roles in relation to business acumen, offering ‘grit in the oyster’, external
challenge and scrutiny. Others questioned their value (citing examples of
governance failures and asking ‘where were the Non Executive
Directors?’). A few addressed the question of having other professionals at
the governance tier, and many recognised the criticality of working
effectively with these professionals in delivering care.

There are likely to be a range of models and approaches that Clinical
Commissioning Groups will develop. The key is to ensure ‘form follows
function’, as highlighted earlier.

The factors to consider when identifying the leaders of Clinical
Commissioning Groups include:

What are the skills and competencies required to undertake each role,
including getting a balance and diversity of skills and perspectives (on a
governance group and on the executive body)? How and by whom will
these person specifications be drawn up?

How much time/ how many sessions will be required for those serving on
a governance group?

What should the balance be between the time required to lead and the
time to be a practitioner?

Whatever the model, what is clear from the literature'® is that governance
groups will need strong and effective management support. Several
interviewees talked about the need for a ‘small and very effective team'.
Some expressed the importance of not losing expertise from PCT boards
and their teams. There is a need to ‘reap the best through the transition’.
Clinical Commissioning Groups may well need to procure commissioning
expertise; this will require very tight contracts, which then need to be tightly
managed.

Doctors in leadership: learning from international experience. C. Ham, The International Journal of Clinical
Leadership 2008




This development tool addresses the composition of governance groups of
Clinical Commissioning Groups. There will be other linked arrangements
which will also require good governance, including commissioning support
organisations and confederations of Clinical Commissioning Groups.

CASE STUDY

Nene Commissioning has a board of 10 directors. There are
eight GP directors, including the chair, and two practice manager
directors.

Two representatives from each locality are elected to join the
board.

The two directors are appointed from within the practice manager
community, following a proper process to scrutinise applicants’
skills and abilities. They have an appointed CEO.

CASE STUDY

GP leaders in Sheffield are aware that new Clinical
Commissioning Groups will have many more responsibilities for a
wider range of NHS services and that there will be different
expectations from the new Commissioning Board in relation to
accountability. Leaders of the new Clinical Commissioning
Groups will need to be willing and able to be held accountable for
quality and financial stewardship. They will need to occupy
leadership roles because they bring specific knowledge and
skills, as well as because they are motivated to contribute.
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The underlying assumption is that the Clinical
Commissioning Groups will be led by GPs. The issue of
whether those in leadership roles in the Clinical Commissioning Groups
should be appointed or elected generated a range of views in the
interviews.




A number of interviewees expressed concern about the number of GPs
who have both the skill and the will to take on these responsibilities. It will
be important to encourage some of the newer GPs, who have new ideas, to
come forward. As one informant said, ‘you have to get the wild ones!” To
do that, this new generation will need to see the benefits of getting involved,
and feel that they would be supported in taking on these roles.

In considering how to go about organising the leadership of Clinical
Commissioning Groups, it will be important to remember the
governance/management distinction that has been drawn throughout, and
to therefore understand the body or group to which leaders are being
appointed or elected (for example, a governance group or the executive
team).

Issues to consider include:

How important is it that the leaders have a democratic mandate from the
constituent practices? (Many informants to this paper felt it was important
that there was some democratic mandate.)

What approach is likely to ensure that the candidates for these roles are
both competent and acceptable, in that they command the respect and
support of member GP practices?

If election is part of the process, for GP leaders, how could the process
be conducted in an open, democratic way to achieve the duality of
competence and acceptability? (Some have suggested that the LMC
could play this role locally, others that the LMC roles should focus on
GPs in their provider role.)

What term of office would be appropriate? And when would
elections/appointments need to be held/made again? (Some have
suggested not more than three years as an initial term of office. Terms
may need to be staggered so not all members’ terms come up for review
at the same time.)

What appointment/election process would be preferable for independent
lay members of a governance group? And for partner and patient
members?

If other professionals (e.g. nurses, AHPs, pharmacists) are to be involved
on a governance group, what processes would be appropriate, as their
employment structures and arrangements may be very different from
those of GPs?




CASE STUDY

GatNet in Gateshead has a board with a clear structure and with
roles clearly defined. There is a matrix arrangement whereby
each board member links to a professional group and a number
of specific practices. The Chairman has one day per week
allocated, the Vice-Chair 0.5 days.

CASE STUDY

Nene Commissioning Board members each have eight hours per
week allocated, the chair of the company has 12 hours per week,
and the Vice-Chairs 10 hours per week each.

To preserve the integrity of the clinical commissioning

model, the Accountable Officer role should, ideally, be
occupied by leading local GPs although this is not mandatory. If the
Accountable Officer role is not occupied by a GP, other professional
leadership roles will need to be introduced. Interviewees informing this
document described anxiety among some GP colleagues about
arrangements that require individuals to take on the onerous duties of
accountability.

The role of the Accountable Officer in this context is becoming increasingly
clear. In essence, the role will be to ensure that the Clinical Commissioning
Group complies with its obligations including:

The duty to exercise its functions effectively, efficiently and economically

The duty to secure continuous improvement in the quality of services
provided to individuals for, or in connection with, the prevention,
diagnosis or treatment of iliness. This will include acting with a view to
securing continuous improvement in the outcomes that are achieved from
the provision of services with respect to:

The effectiveness of the services
The safety of the services, and
The quality of the experience undergone by patients.




Having regard to guidance published by the NHSCB

The financial duties of Clinical Commissioning Groups, including a duty to
break even in relation to revenue and capital expenditure

Keeping proper accounts and proper records, in relation to the accounts,
preparing annual accounts in respect of each financial year and ensuring
that they are properly audited

Exercising its functions in a way which provides good value for money.

There will be a range of other leadership roles on governance groups of
Clinical Commissioning Groups. As these roles become clearer, it will be
important that leaders holding these roles have or are developed to have the
right skills to undertake them competently.
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There will be a considerable learning curve for
governance groups as they begin to form and to operate.
The section below outlines the importance of investing time in developing
effective ‘social processes’. It will also be important that the members have
the opportunity (and therefore the time and resources) to develop the
knowledge, skills and ways of working required for effective governance.

Once governance groups have been operating for a period, it is good
practice for them to create opportunities to reflect on their own performance
and effectiveness.

In time, this review will include regular appraisal of members’ individual
contributions and performance as a member of a governance group.

CASE STUDY

GatNet in Gateshead, has established an organisational and
leadership development programme for Board members and
clinical leads. This has included 360 degree appraisal and
psychometric tests. The development programme with the Board
included other clinicians, with an eye to succession planning. It
also has time-outs to work through the shape and function of the
Commissioning Board.




CASE STUDY

Sheffield PCT has provided a range of leadership development
opportunities to GPs to help build capacity.

Governance groups of Clinical Commissioning Groups
may wish to give early attention to the embedding of good
social processes. Some of the ways of working that are known to support
these processes include:

Ensuring a crystal clear understanding of the role of the governance
group and the specific roles of individual members

Actively working to develop and protect a climate of trust and candour

Building cohesion by taking steps to know and understand the
backgrounds, skills, particular interests and motivations of members

Encouraging all members of the governance group to offer constructive
challenge

Establishing corporate responsibility and collective decision-making as a
principle at the outset

Agreeing clear values and ways of working for the group

Ensuring that individuals with positional authority (the Chair, Accountable
Officer, and Chief Financial Officer) avoid using their authority in a way
that stifles debate and wide participation.

The Centre for Public Scrutiny® promotes four principles of good scrutiny
that are mutually reinforcing and lead to improved public services through
community leadership. These may also offer a helpful guide to developing
effective social processes. Good public scrutiny:

Provides ‘critical friend’ challenge
Enables the voice and concerns of the public

Is carried out by ‘independent-minded governors who lead and own the
scrutiny role

Drives improvement in public services.
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The question of corporate accountability may require particular attention by
Clinical Commissioning Groups. The technical position is that Clinical
Commissioning Groups will be statutory bodies, with an Accountable
Officer.

However, as has been noted, the evidence suggests that governance is
most effectively exercised by a governance group acting corporately and
taking on collective accountability.

Thus, while Accountable Officers and CFOs may have the specific duty of
providing key assurances, these duties are best underpinned by the full
understanding, support and sense of the collective accountability of a
governance group.

Establishing governance arrangements and ways of working, where the
relationship between individual and collective accountability is clearly
described and understood, will be needed to allay these concerns.

I G

It is understood that Clinical Commissioning Groups, as membership
bodies, are likely to be governed by individuals who wear a variety of hats.

It is foreseeable that individuals in governance roles within Clinical
Commissioning Groups may need to take (and, indeed, stand up for)
decisions that are less than ideal when viewed from the perspective of the
other roles that they occupy. A climate of trust and candour, together with
the discipline of collective responsibility, are crucial in navigating through
these tricky situations.

Existing formal organisational forms: a number of existing Practice Based
Commissioning entities across the country (including some of the exemplar
sites that informed this paper) are sufficiently well-developed to have
established a recognised, formal organisational form, for example, being
established as Community Interest Companies (CICs). However, Clinical
Commissioning Groups, once established, will be statutory organisations
and so cannot remain as CICs.

Such forms already demand rigorous governance arrangements and it will
be important that, for these organisations, pragmatic non-




bureaucratic judgments are made about how to smooth the path from PBC
to Clinical Commissioning Groups.

CASE STUDY

A number of case study sites have established their own
organisational form. For example, GatNet in Gateshead is a Not
for Profit Company limited by guarantee. Nene Commissioning
is a Community Interest Company.
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There is no doubt that committees can play a vital
role in governance effectiveness, providing time and focus
for issues that cannot realistically be made available within

the overarching governance group. But committees are also resource-
intensive, demanding time for preparation, papers, agendas, minutes and
attendance.

It will be important, however, for Clinical Commissioning Groups to
distinguish between committees that have a governance role and
committees or task groups that allow wider participation from member
practices in delivering management functions.

In establishing committees with a core governance function, Clinical
Commissioning Groups may wish to apply the following tests:

Is this really a governance need, or is it an executive function that may be
able to be carried out in a less resource-intensive way?

Is a standing committee really required, or can the task be undertaken by
a short-life group?

Are there good reasons why the proposed functions can’t be undertaken
by a governance group as a whole?

Is this committee being established because of one major incident or
issue? Is this a proportionate response?
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As has already been indicated, a number of recent research studies'* have
recommended a dedicated quality committee, noting associations between
the presence of such a body and lower mortality levels and emphasising a
membership that is suitably knowledgeable on quality issues. Further
international research indicated that high-performing healthcare
organisations (in quality terms) were significantly more likely to have a
quality committee.

The challenges of the Clinical Commissioning Group’s role in holding to
account in respect of quality have been explored in the section on
‘accountability’. Once again, it is important to distinguish between day-to-
day operational activities in relation to quality and the proposed approach of
the Clinical Commissioning Groups to providing assurance in a governance
sense about the quality of local healthcare services.

From a governance perspective, the key role is to enable patients, partners
and the public to have confidence in the quality of commissioned healthcare
services.

There is overwhelming evidence to support the view that disciplined, value-
adding governance processes rely, to a significant degree, on giving
thoughtful attention to agenda planning and management. And yet, across
the country, within the NHS and beyond, too many governing bodies
continue to be confronted with overloaded, poorly planned agendas that
turn meetings into a gruelling test of endurance.

The person chairing the governance group should be central to the
process of agenda planning and will wish to be vigilant in ensuring that a
complex range of balances is maintained:

Jha AK, Epstein AM. ‘Boards and Governance in US Hospitals and the Relationship to quality
of Care. Health Affairs 2009’

""Baker GR, Denis J-L, Pomey M-P, Macintosh-Murray A. Effective governance for quality and
patient safety in Canadian Health Services Research Foundation and the Canadian Patient
Safety Institute. Ottawa: Canadian Health Services Research Foundation and Canadian Patient
Safety Institute




Between strategy and monitoring
Between activity, finance and quality

Between the priorities of the Clinical Commissioning Group and the
demands of principals and regulators

Between information-sharing (presentation) and discussion.

The governance group and any committees established should be
supported by an annual plan that sets out a coherent overall programme for
meetings. The plan should, in turn, be informed by the likely cycle of
executive activity, including key watershed events, such as contract
negotiations, budget setting and so on.

The forward plan is a key mechanism by which appropriately timed
governance oversight, scrutiny and transparency can be maintained in a
way that doesn’t place an onerous burden on those in executive roles or
create unnecessary or bureaucratic governance processes.

, # $

Core disciplines for papers include:

Timeliness: Best practice suggests that papers should be provided a
week ahead of meetings

Cover sheets : Include, for each paper, the name of the author, a brief
summary of the issue, anywhere else where this issue or paper has been
considered and an explicit indication of what is being asked/required of a
governance group

Executive summaries : Succinct executive summaries that direct the
readers’ attention to the most important aspects

Action logs : An action log helps to keep track of actions agreed and
should include an indication of who is responsible for the action, due
dates and current status.

(
There is a rich literature on the importance of good intelligence in enabling
effective governance. This includes the Intelligent Board Series.




Some of the lessons from other models of GP/physician-led organisations,
including Total Purchasing pilots in England, reinforce the importance of
good information systems.

Independent Practitioner Associations (IPAs) are supported by
comprehensive information systems, computerised practice registers,
personalised feedback and peer group discussion of guidelines. Good data
allows comparison of individual practitioner performance across IPAs.

Similarly, the lessons from Accountable Care Organisations demonstrate
the centrality of having relevant data on cost, quality and patient
experience. This includes accurate measurement of performance across
patients, including clinical quality indicators.

What are the hallmarks of good governance intelligence?
Intelligence: buy or make?
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A number of GPs interviewed for this paper
emphasised the centrality of good intelligence to support
Clinical Commissioning Groups in their development of strategy, and in the
subsequent monitoring of performance. From these perspectives and from
the literature, it is clear that governance groups need to be supported by
two broad categories of intelligence:

Performance information, which describes how the Clinical
Commissioning Group is performing, both strategically and operationally:

guantitatively (performance metrics, provider utilisation, primary care
performance)

gualitatively (such as staff, practice, patient/public and partner
perspectives)

This performance information needs to allow a governance group to
scrutinise performance in the round — that is, in relation to activity,
quality, financial and the workforce and across patient pathways.




Intelligence on the external environment. This would include a full
assessment of health needs, of which the joint strategic needs
assessment will be a key part.

It is important that both the performance and external environment
information is timely, reliable, and comprehensive. Research evidence
supports the view that too much or too little information can be a significant
risk to effective governance. So the key is to strike the right balance,
between providing sufficient meaningful information without overloading
members. An early priority for governance groups may be to specify what
intelligence they will need to undertake their roles in relation to strategy,
accountability and culture.

Some of the intelligence will relate to aspects of primary care performance
of participating practices.

CASE STUDY

In Tower Hamlets, participating practices have agreed to share
data relating to performance for agreed care packages (for
example, diabetes, immunisation and vaccination). They have an
integrated dashboard which shows performance across a
number of key domains.

CASE STUDY

GatNet has invested time and energy in information systems to
support decision-making, benchmarking and communication.
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An early decision that Clinical Commissioning
Groups may have to make is whether they have access to
the intelligence that they need to function and govern
effectively.

Many NHS Boards have had concerns about the quality of the intelligence
that they receive. So identifying this as an early priority, specifying what
intelligence will be required and then determining how it can realistically be
provided — make or buy - will be key for the success of Clinical
Commissioning Groups.




The literature on engagement is wide-ranging, but clusters around the
following themes:

Engagement of fellow GPs and wider clinical team
Engagement of staff

Engagement of patient and the public

Engagement with partners, including local government.

In particular the evidence from the literature in relation to clinical
commissioning3 draws out the following points:

In relation to engagement of GPs and the wider clinical team
Independent Practitioner Associations (IPAS) prioritise engagement with
other professionals outside the IPAs e.g. nurses and midwives

Creating a culture of ownership, ensuring buy-in, was a major challenge
in previous attempts at clinical commissioning. Experience of practice
based commissioning suggests it will be challenging to engage the
majority of GPs in commissioning

The approach to engagement is also important, so one researcher notes
that efforts in the past have focused on ‘engaging enthusiasts’, whereas
others suggest that this does not achieve universal buy-in and an
engagement strategy which focused on the less enthusiastic players is
important

Further clinician engagement between GPs and secondary care
clinicians, for example, is proposed as a growing priority to develop more
care in community settings.

The literature on engaging staff includes models of staff or employee
‘ownership’, broadly defined as ‘any form of employee financial
participation’. Examples cited include cooperatives, mutuals, social
enterprise and professional partnerships. The evidence from these cites
the importance of developing a culture of ownership. There must be
engagement in the process that demonstrates to staff that they have
influence.

Literature on engaging patients and the public, in relation to clinical
commissioning, suggests that effective patient and public engagement was
more difficult in larger groups. Evidence from the Total Purchasing pilots
suggested that GPs saw themselves as agents for patients, so tended not
to focus on accountability to patients, or involving patients in decision-




making.

The Total Purchasing pilot research highlighted the importance of having
supportive relationships within the wider health economy , including
engagement with partners and local government. Similarly, the work on
cooperatives and mutuals notes the importance of a strong focus on
stakeholders.

How do we engage effectively with the wide range of
Stakeholders?

What are the options for engaging with other Clinic al
Commissioning Groups?

The wide-ranging literature demonstrates that effective
governance means giving priority to understanding the
perspectives of key stakeholders — both internal and beyond the Clinical
Commissioning Group. Engaging effectively is an important way that a
governance group and the Clinical Commissioning Group as a whole can
demonstrate its openness, transparency and, ultimately, accountability.

The key will be to identify with whom a governance group needs to engage
and for what purpose. There is a judgment to make between ensuring that
good engagement is given priority by those in managerial roles and the
extent to which members of a governance group undertake engagement
directly themselves.

The Accountability section identifies the following stakeholders as those
with whom Clinical Commissioning Groups are likely to have an important
relationship:

The NHS Commissioning Board for delivering quality outcomes and for
the financial resource allocated to achieve these outcomes

Practices: The GP practices as members within the Clinical
Commissioning Group. Include the multi-professional team in this
category too.




Patients: The local community, including the public and patients in the
locality within which the Clinical Commissioning Group is operating. This
includes the crucial relationship with local HealthWatch

Partners: Local government, including the health and wellbeing boards
and overview and scrutiny committees. Neighbouring Clinical
Commissioning Groups, and potentially police, prison service and
probation.

An additional stakeholder could be added here too, which is:

Providers: Particularly clinicians in provider organisations (both NHS,
private and 3" sector), for planning shifts in patient pathways, or
transferring care into the community.

This list would be a good starting point for Clinical Commissioning Groups
to formulate engagement plans.

A number of key insights have emerged from the interviews in relation to
engagement. All interviewees were committed to effective and sensible
patient and public engagement. Some of this may be achieved through
Local HealthWatch.

Many practices already have established patient representative groups, and
there is potential to make the connection between a network of all the
practice based patient groups and HealthWatch. This may also be the
device through which formal consultation on significant service changes is
managed (this duty to consult remains a statutory duty now passing to
Clinical Commissioning Groups).

Clinical Commissioning Groups may wish to consider the optimal blend in
the use of relatively sophisticated social marketing techniques and more
informal approaches to consultation and relationship building with patient
and public groups. There are practical approaches to strategic decision-
making and priority setting that Clinical Commissioning Groups may want to
draw on. An example is a socio-technical approach to priority setting,
developed by the London School of Economics and supported by the
Health Foundation, which has been tested in the Isle of Wight and
Sheffield"?,

Many GP practices are in the enviable position of enjoying long-term
relationships with the patient community served. There is an opportunity to
think creatively about how to use these relationships to engage on wider
commissioning matters beyond specific practice issues.

'2 Commissioning with the Community, The Health Foundation, January 2010




CASE STUDY

Patient and public engagement has been shown to be achievable
at practice level in a number of the case study sites, and a good
building block for engagement for commissioning. For example,
Whitstable Medical Practice, which has 33,000 patients, has an
active patient user group. Its involvement has resulted in a
number of key changes to both primary care provision and
commissioning decisions. These have included: insulin start-ups
in the community for diabetics, with good outcomes, local
ophthalmology service introduced to reduce travel to DGH and a
successful campaign to secure a bus service.

CASE STUDY

GatNet has particularly focused on communication and
engagement with member practices and partner organisations,
through electronic means and meetings. This includes engaging
with member practices through quarterly Time In/Time Out
meetings (TITO), annual visits to each of the 34 practices, a
newsletter and a website. Attendance at TITO has risen from 45
to 300.
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There is considerable debate about the optimal size for
Clinical Commissioning Groups. Whatever the conclusions of
this debate, however, it is likely that there will be merit in Clinical
Commissioning Groups developing an agreed approach to engaging with
their neighbouring Clinical Commissioning Groups.

The purpose of this engagement could be:

To achieve commissioning scale where needed, particularly in relation to
commissioning from large providers

To share resources, including staff and infrastructure resources, to
enable the most effective use of any management allowance.




This development tool has drawn comprehensively on the evidence in order
to identify a range of questions for Clinical Commissioning Groups to
explore and ‘ideas to chew on’ as they develop their governance
arrangements.

It recognises that the governance arrangements for Clinical Commissioning
Groups will differ from the established board arrangements that exist in
current NHS Trusts. However the need to establish lean, proportionate,
effective governance arrangements underpinned by strong public service
values to support a culture of transparency and accountability remains.

Evolving a model that meets these requirements and responds to the
particular circumstances of individual Clinical Commissioning Groups will
involve GP and other clinical leaders in a process of learning, debate and
exploration of the options. The paper aims to support this developmental
journey.
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GatNet: Gateshead Practice
Based Commissioning

Whitstable Medical Practice

Sheffield: Practice Based
Commissioning across
Sheffield PCT

Nene Commissioning: A
community interest company
covering GP practices across
Northamptonshire

Tower Hamlets: Practice
Based Commissioning across
Tower Hamlets PCT

Wide range of informal
consultation with GPs and
policy thinkers through the
development stages.

Consultation responses
received by 31st January 2011
from attendees at an
Accelerated Learning Event on
5th and 6th January. This event
was attended by a wide range
of Clinical Commissioning
Group Pathfinder leaders.
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Audit Committee: The committee provides advice and assurance in
relation to the reliability and robustness of the organisational systems and
processes for ensuring internal control. This usually includes seeking
assurance about the reliability of financial, quality and risk control systems.
The Audit Committee would usually maintain an appropriate relationship
with the organisation’s auditors.

Commissioning: Commissioning in the NHS is the process of ensuring
that the health and care services provided effectively meet the needs of the
population. It is a complex process with responsibilities ranging from
assessing population needs, prioritising health outcomes, procuring
products and services, and managing contracts with service providers.

Conflict of interest: A conflict of interest occurs when an individual or
organisation is involved in multiple interests, one of which could possibly
corrupt — or may give rise to the perception of corrupting — the motivation
for an act in the other. A conflict of interest can only exist if a person or
organisation is entrusted with some impatrtiality and is in a position of trust.

Financial stewardship: The process by which governors of an
organisation assure themselves that the organisation is operating
effectively, efficiently, economically and with probity in the use of resources.

Governance: There are many definitions of ‘governance’. Within the NHS,
it refers to those systems and processes that build public and stakeholder
confidence that their health and healthcare are in safe hands. This
accountability is delivered by building confidence in the quality and safety of
health services; that resources are invested in a way that delivers optimal
outcomes; in the accessibility and responsiveness of health services; that
the public can appropriately shape health services to meet their needs and
that public money is spent in a way that is efficient, effective and
transparent.

Provider: Refers to any service provided using NHS resources

Risk management: There are two dimensions to risk management — firstly,
ensuring that an informed consideration of risk underpins strategy,
decision-making and the allocation of resources; secondly, ensuring that
the organisation has processes for the systematic identification,
assessment and mitigation of quality, corporate and financial risks.




Scheme of reservation and delegation : Sets out the responsibilities and
accountabilities that remain at the most senior governance level and those
that have been delegated to committees and to executives, together with
the reporting arrangements that ensure governance oversight.

Social marketing: Recognises that the application of the same marketing
principles that are used to sell products to consumers can be used to ‘sell’
ideas, attitudes and behaviours. It seeks to influence social behaviours, not
to benefit the marketer, but to benefit the target audience and the general
society.

Standing Orders: Provide a comprehensive description of how the
organisation will conduct its business.

Standing financial instructions (SFIs): Detail the financial
responsibilities, policies and procedures that have been adopted.

Strategy: There are many definitions of strategy. In general a strategy
reflects a compelling longer-term vision for the future, taking account of the
external context in which the organisation is operating, underpinned by
clear objectives that are reflected in an explicit statement of desired
outcomes and key performance indicators. Or, as one commentator defines
it, ‘A plan of campaign to achieve a clearly defined goal'.

Statement on Internal Control:  The Statement on Internal Control (SIC) is
a public accountability document that describes the effectiveness of internal
controls in an organisation and is personally signed by the Accountable
Officer.

Scrutiny: Public scrutiny can be defined as the activity by one elected or
appointed organisation or office examining and monitoring all or part of the
activity of a public sector body with the aim of improving the quality of public
services. Scrutiny ensures that executives within bodies that spend public
money are held accountable for their decisions, that their decision-making
process is clear and accessible to the public and that there are
opportunities for the public and their representatives to influence and
improve public policy.







