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Use your expertise to release the hold
of Dupuytren’s contracture with XIAPEX3

NICE Recommended1

>> Proven efficacy: 85% of all joints injected (172/203) showed clinical improvement*
>> Sustained efficacy: 16% of successfully treated joints received further medical/surgical
treatment over the 5-year course of follow-up.
>> Resumption of normal activities: The median time to recovery was 4 days
>> Cost comparison: Cost of treatment compares favourably to fasciectomy
>> New lower price
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Choose Xiapex – proven to be an effective and well-tolerated
non-surgical treatment for your patients with Dupuytren’s contracture3
XIAPEX® Abbreviated Prescribing Information (Dupuytren’s
contracture) (See XIAPEX Summary of Product characteristics for
full Prescribing Information)
Presentation: Powder and solvent for solution for injection for
intralesional use. The vial of powder contains 0.9 mg collagenase
clostridium histolyticum.
Indications: Treatment of Dupuytren’s contracture in adult patients
with a palpable cord.
Dosage: Xiapex must be administered by a physician appropriately
trained in the correct administration of the product and experienced
in the diagnosis and management of Dupuytren’s disease. The
recommended dose of Xiapex is 0.58mg per injection into a palpable
Dupuytren’s cord. Approximately 24-72 hours after injection, a finger
extension procedure may be performed to facilitate cord disruption.
Injections and finger extension procedures may be repeated up to 3
times per cord at approximately 4-week intervals. Injections in up to
two cords or two affected joints in same hand can be administered.
No more than 3 attempts per affected joint and up to 8 injections in
total are recommended. For specific details see SmPC.
Contraindications: Hypersensitivity to the active substance or to any
of the excipients.
Warnings and Precautions: Allergic reactions - 17% of Xiapex-treated
patients in phase 3 placebo-controlled clinical studies had mild
allergic reactions (i.e. pruritus). Physicians must be prepared to
address any severe local or systemic allergic reactions including
the potential for anaphylaxis following injection, and possibly
following repeated use. Tendon rupture or other serious injury to
the injected extremity – Injection of Xiapex into collagen containing
structures of the hand other than the Dupuytren’s cord may result
in damage to those structures including possible tendon rupture
or ligament damage. Care should be taken when injecting Xiapex

into cords contracting the PIP joints as clinical studies indicate an
increased risk of tendon rupture and ligament injury associated with
treatment of PIP contractures with Xiapex. Signs or symptoms that
may reflect serious injury to the treated finger/hand after injection
or manipulation should be promptly evaluated because surgical
intervention may be required. Use in patients with coagulation
disorders – Xiapex must be used in caution in patients with
coagulation disorders or those taking anticoagulants. See SmPC for
details. Immunogenicity - As with any non-human protein medicinal
product, patients may develop antibodies to the therapeutic protein.
Long-term safety - Long-term safety of Xiapex is not fully
characterised. The impact of treatment with Xiapex on subsequent
surgery, if needed, is not known.
Drug Interactions: Use of Xiapex in patients who have received
tetracycline antibiotics e.g. doxycycline, within 14 days
prior to receiving an injection of Xiapex is not recommended.
Pregnancy & Lactation: Not recommended in pregnancy. Xiapex can
be used during breast feeding.
Driving and operating machinery: Xiapex may have a major
influence on the ability to drive and use machines due to swelling
and pain in the treated hand. Other minor influences include
dizziness, paraesthesia, hypoesthesia, and headache. Patients must
be instructed to avoid potentially hazardous tasks.
Side Effects: In clinical trials, the most frequently reported adverse
reactions during Xiapex therapy were local injection site reactions.
Injection site reactions were very common, occurring in the vast
majority of patients, were mostly mild to moderate in severity and
generally subsided within 1-2 weeks post injection. Serious adverse
reactions of tendon rupture, tendonitis, other ligament injury and
complex regional pain syndrome related to the medicinal product
were reported. Very commonly reported adverse reactions include

lymphadenopathy, pruritus, ecchymosis, pain in extremity, oedema
peripheral (including injection site oedema and oedema), injection
site haemorrhage, injection site pain, injection site swelling,
tenderness, contusion. Commonly reported adverse reactions
include lymph node pain, paresthesia, hypoesthesia, burning
sensation, dizziness, headache, nausea, blood blister, blister, rash,
erythema, hyperhidrosis, arthralgia, joint swelling, myalgia, axillary
pain, inflammation, injection site inflammation, swelling, injection
site erythema, injection site pruritus, injection site warmth, injection
site vesicles. For further information refer to summary of product
characteristics.
Legal Category: POM.
Marketing Authorisation Holder: Swedish Orphan Biovitrum AB
(publ), SE-112 76 Stockholm, Sweden
Package Quantities, Marketing Authorisation Numbers and Basic
NHS Price: XIAPEX 0.9mg powder and solvent for solution for
injection, EU/1/11/671/001, £572.00.
Eire List Price: Available on request.
Further information is available on request from: Swedish Orphan
Biovitrum Ltd. Suite 2, Riverside 3, Granta Park, Great Abington,
Cambridgeshire, CB21 6AD Tel: +44 (0) 1223 891854
Date of Preparation: June 2017 Company Reference: PP-2680

Adverse events should be reported.
Reporting forms and information can be found at:
www.mhra.gov.uk/yellowcard and in Ireland they can be
found at www.hpra.ie
Adverse events should also be reported to Swedish
Orphan Biovitrum Ltd by email: drugsafety@sobi.com

References 1. NICE. Collagenase clostridium histolyticum for treating Dupuytren’s contracture. NICE Technology Appraisal Guidance 459. NICE, July 2017. www.nice.org.uk/guidance/ta459
2. Xiapex API June 2017 3. Xiapex Summary of Product Characteristics. May 2016 4.Hurst LC, Badalamente MA, Hentz VR et al. N Engl J Med 2009; 361(10):968–79. 5. Peimer CA, et al. J Hand
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*Clinical improvement was defined as a reduction in contracture of 50% or more from baseline 30 days after the last injection
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EDITORIAL

Championing
success in
specialised
healthcare
Alastair Whitington, Consultant Editor for Specialised Commissioning

W

About the author

elcome to the first issue of
Specialised Commissioning,
a new publication
that will promote excellence in
specialised healthcare and provide
a focus on new models of care and
service development across the
commissioning pathway.
Before becoming Consultant Editor
of Specialised Commissioning I spent
32 years as a senior NHS manager,
both as a provider and commissioner,
predominantly in specialised services.
I have long felt that this important
area of healthcare has not received
the attention it should: it currently
incorporates 146 services, often at
the forefront of innovative practice
and technological development, and is
responsible for £16.6 billion of taxpayer
expenditure. There is good work being

4

Alastair Whitington is the Consultant Editor for Specialised Commissioning and
also a trustee for Neuroblastoma UK.
Alastair led NHS England specialised commissioning engagement with providers and
eight CCGs in North West London from 2013–2015. He was also Programme of Care
Lead for London, responsible for the design and development of the commissioning
framework and delivery of national strategies for over 100 specialised services. Alastair
previously managed the Cancer Drug Fund and Individual Funding Request process for
specialised services in London.
* alastair.whitington@mgp.co.uk

undertaken in the clinical reference
groups, senates, clinical networks,
vanguards, and alliances, but much of it
receives little coverage. The launch of
Specialised Commissioning will provide
an exciting opportunity to redress the
balance and share best practice.
So why, and how, is the journal
relevant to you?
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Our aim is that Specialised
Commissioning will be the ‘must-read’
journal for healthcare professionals
and managers who have a role or an
interest in specialised services. This
will include clinicians, commissioners,
providers, clinical networks,
and senates, and organisations
representing the public voice in
specialised services.
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Specialised Commissioning will highlight
new policies, innovation, and best
practice in healthcare, together with
the opportunities and challenges in
both commissioning and providing
specialised services. It will cover whole
pathways, as well as those linked to
specialised care, recognising that
the principles and learning can be
readily applied between specialties
and services.
The role of Specialised Commissioning
will be to champion success in
specialised healthcare, showcasing the
best in innovation and practice and
pathway development. In this first issue
we cover a variety of topics relevant to
specialised healthcare.
Lord Sharkey, Chair of the Specialised
Healthcare Alliance, outlines the
work of the alliance and explains why
its first priority is increasing patient
involvement in service reform (see
pp.7–8).
Turn to pp.9–12 for my second editorial
in this issue, in which I explore the
role of NHS England in commissioning
specialised services and highlight its
2017–18 priorities.
Jacob West, National Lead of the
New Care Models Programme at NHS
England, discusses how the models
of joint working that are being tested
by the acute care collaboration (ACC)
vanguards can be scaled across the
NHS (see pp.13–16). You can also find
out more on pp.17–22 about the work
of the vanguard team at Moorfields
Eye Hospital NHS Foundation Trust:
Programme Director Karen Reeves
discusses their online toolkit, which
helps organisations decide if networked
care is right for them.
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On pp.23–28, Dr Lawrence
Goldberg—Chair of the South
East Clinical Senate and Consultant
Nephrologist—explores how clinicians
and clinical commissioners can take
forward value-based approaches in
partnership with patients.
We conclude this issue with some
perspectives from the pharmaceutical
industry: Leslie Galloway, Chairman
of the Ethical Medicines Information
Group (EMIG), discusses some of the
challenges facing the pharmaceutical
industry in navigating NHS England’s
specialised commissioning processes
(see pp.29–30); and Mike Ringe,
NHS Engagement Partner (London)
and Specialised Commissioning Lead
for the Association of the British
Pharmaceutical Industry (ABPI), outlines
how he believes the NHS is in a unique
position to benefit from the ‘golden
era’ of drug development that is making
treatment more personalised (see
pp.31–32).
Future issues of Specialised
Commissioning will include news,
feature articles, and interviews, and
will signpost policy notifications and
events. We will highlight progress
on key NHS priorities linked to
specialised commissioning, including
implementing the National Cancer
Strategy and developing mental health
services, together with learning from
those pioneering new models of
service delivery. Perspectives from
NHS England and other important
stakeholders, including NICE and patient
organisations, will also be featured.
We hope that you find Specialised
Commissioning useful, informative, and
relevant, and welcome your feedback at:
sc@mgp.co.uk

Julia Van Danzig MSc
@Julia_GinP
Editorial Director, MGP
After a lot of hard work, discussion,
and development, it is exciting to
present to you our launch issue
of MGP’s new journal, Specialised
Commissioning.
If you are not familiar with us, MGP is
a medical publisher that—through its
content—aims to improve patients’
lives by promoting best practice in
healthcare.* Through the launch of
Specialised Commissioning we are
extending our reach to help you to
ensure any of your patients with
specialised healthcare needs receive
the right treatment and care that
the evidence shows they should be
receiving. Alongside sharing best
practice and new models of care,
we aim to stimulate debate in this
evolving and complex area, and
update you on developments from
key parties, including NHS England,
NICE, healthcare professionals, patient
groups, and the pharmaceutical
industry.
If you would like to get involved,
please do get in touch at:
sc@mgp.co.uk. For further details
on how to sign up for your free copy,
turn to the inside back page.
* MGP’s established brands include: Guidelines,
Guidelines in Practice, Guidelines for Nurses,
Medendium
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NEWS

NHS England shines a Spotlight on specialised services
NHS England (NHSE) has published
Spotlight on specialised services, a
document offering insight into the
specialised services that are already
being delivered and those which will
continue to be rolled out over time.
Spotlight on specialised services
highlights the national and regional
role of NHSE in planning and arranging
specialised care in England. In practice,
the role of NHSE is to:
• support service transformation
• set national standards of quality and
access
• ensure value for money.
The number of patients in need of
specialised services is rising due to

the ageing population and advances
in medical technology. As a result, the
increased specialised services budget of
£16.6 billion in 2017–2018 will be needed
to cover both increasing demand for
existing services and to fund new
breakthroughs and treatments.
In addition to rolling out new and
existing specialised services in targeted
therapeutic areas, including cancer,
blood and infection, internal medicine,
mental health, trauma, and women
and children, NHSE is supporting
world‑leading research into new
treatments and better understanding of
certain conditions, such as:
• the 100,000 Genomes Project,
which aims to sequence 100,000

people’s genomes by the end of
2018, to enhance the knowledge
about the genetic basis of some rare
or inherited diseases
• mitochondrial donation evaluation—
research into a form of IVF through
which a future baby's mitochondrial
DNA comes from a donor egg
to avoid passing on inherited
mitochondrial diseases
• evaluative commissioning and
supporting research—a £25 million
Commissioning through Evaluation
programme to test an innovative
approach to investigating potentially
promising treatments for which
there is not yet enough evidence to
fund routine commissioning.
bit.ly/2ikgaUh

Commissioning framework for biological medicines
highlights opportunities
NHS England is supporting
commissioners to act promptly on
opportunities presented by biological
medicines, including biosimilars, in its
new Commissioning framework for
biological medicines.
Biological medicines can significantly
impact on a patient's disease. Of the top
ten medicines (by spend) prescribed
in NHS hospitals, six are biological
products.
There is a key opportunity to improve
access to these medicines, as many are
coming off patent and biosimilar drugs,
which are very similar to their biological
counterpart, are often less expensive
than the originator medicine.
To be licensed, a biosimilar must be
shown not to have clinically meaningful
differences from the originator medicine
in terms of quality, safety, and efficacy.
This similarity means that, where NICE
has recommended the originator, the
same guidance applies to the biosimilar.

6

It is thought that annual savings of
£200–£300 million could be realised
throughout the NHS by 2020/2021 if a
proactive strategy is used to introduce
the best value biological medicines.
The purpose of the commissioning
framework is to:
• support commissioners to act
promptly on opportunities presented
by biological medicines, including
biosimilars
• set out a collaborative approach
to the commissioning of biological
medicines, including biosimilars
• describe how these objectives and
approaches could be achieved.
Areas covered by the commissioning
framework include:
• background and purpose
• scale of opportunity
• the role of patients, prescribers,
providers, and commissioners
• regional coordination and support
• funding of biological medicines.
bit.ly/2z47vzu
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News in brief
The Department of Health has
announced that, from April 2018,
the Accelerated Access Pathway
will allow a fast-track route into the
NHS for ‘breakthrough' medicines
and technologies. Products with the
greatest potential could be available up
to 4 years earlier (see bit.ly/2h960Ji).
NHS England (NHSE) has released the
following publications:

• Achieving world-class cancer

outcomes: a strategy for England
2015–2020, a progress report on
the ongoing NHSE national cancer
transformation programme
(see bit.ly/2x4huAO)

• The NHSE Consultation guide

on commissioning policies, which
indicates how responses to the
consultation on four so-called
'generic' commissioning policies
have shaped the development of the
new policies (see bit.ly/2xJSEqd).
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FEATURE ARTICLE

Patients can
provide solutions
to the challenges
that the NHS faces
Lord Sharkey explains why increasing patient
involvement in service reform is the Specialised
Healthcare Alliance’s ﬁrst priority

A

s Chair of the Specialised
Healthcare Alliance (SHCA), I
am delighted to contribute to
the inaugural edition of Specialised
Commissioning. I hope that the journal
will provide an important source of
information for stakeholders within the
specialised commissioning world as well
as an opportunity for greater dialogue
and debate regarding the actions that
are required to improve services for the
patients our members serve.

About the author
Lord Sharkey
Chair of the Specialised Healthcare Alliance
Lord Sharkey joined the House of Lords as a Liberal Democrat life peer in 2010

supporting a few people with very rare
conditions.

The SHCA is a coalition of over 120
charities, supported by nine corporate
donors (i.e. pharmaceutical companies),
which campaigns for improvements in
services, experiences, and outcomes
for people with rare and complex
conditions who require specialised care.

Specialised
services are, by
their nature,
highly complex

Formed in 2003, the Alliance has a wide
and growing membership representing
a diverse range of people living with
conditions that require specialised
treatment, from mental and childhood
illnesses to genetic and neurological
disorders. Its constituent members also
vary significantly in size, from umbrella
organisations representing broad
groups of patients to small charities

Specialised services are, by their
nature, highly complex. Each of the
146 services in the current specialised
commissioning portfolio is different
and the experience of each patient in
interacting with these services is unique.
However, despite their different areas
of focus, the SHCA’s members are
united by their desire to work together

Specialised Commissioning | November 2017 | Issue 1

on behalf of patients. Therefore, the
Alliance focuses its work thematically,
aiming to identify high-level
improvements that can unlock better
care for all patients supported by the
NHS’s specialised services.

the shca’s priorities
The SHCA’s work programme and policy
positions are determined by members’
views on the most pressing issues facing
patients living with rare and complex
conditions. Its work currently centres
on three priorities:
• increasing patient involvement
• encouraging transparency in decision
making
• ensuring that the need for additional
flexibility when assessing treatments
for rare diseases is acknowledged by
the NHS when allocating resources.

Promoting excellence in specialised healthcare
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NHS England’s strategy for specialised
services sets out a clear ambition to
deliver change. At a time of significant
financial pressure, it is inevitable that
cost savings will be a focus of this
programme of reform; however, it is
vital that cost savings do not limit the
extent of NHS England’s ambition.
Considerable challenges exist related to
the planning of services, the operation
of decision-making processes, and equity
for patients with rare diseases. These
challenges must be addressed, but they
are not insurmountable and the SHCA
works closely with NHS England to
co-create solutions. Patients, and the
charities that represent them, have the
knowledge, expertise, and insights that
are too often an untapped resource. This
is why increasing patient involvement is
the SHCA’s first priority.
The Alliance is also keen to encourage
greater patient involvement in decisionmaking mechanisms, such as the
prioritisation process for determining
new investment in specialised
treatments. As part of this, there must
be greater transparency in decision
making—the Alliance’s second priority.
Shining a light on decisions is important
so that patients have confidence in the
process and lessons can be learned
by those who put together future
propositions.
Recent scientific advances have
increased the number of rare diseases
that can be identified, diagnosed, and
treated. The SHCA’s third priority is
to ensure that patients benefit as a
result and are not disadvantaged by
decision-making processes that are not
suitably flexible to assess rare disease
treatments. While the prospect of new,
or even first, treatments are promising
for those living with these conditions,
unless the system is set up to assess
them appropriately, there is a risk that
they will be unavailable to patients.
The SHCA continues to challenge
NHS England to ensure that its processes
are fair and equitable for all patients,
regardless of their conditions.
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working with the nhs and
government partners

Disease Forum in England and the Rare
Disease Implementation Oversight
Group in Scotland.

Alongside the SHCA’s work programme,
it undertakes bilateral work with NHS
and Government partners.

The Alliance is also actively involved
in the development of NHS England’s
implementation plan for the UK Strategy
for Rare Diseases.

I have worked with Vice-Chairs, Baroness
Wheeler and Baroness Redfern, to lead
the SHCA’s interactions on a crossparty basis with NHS England’s senior
leadership, Government ministers, and
other partners. The Alliance also works
closely with its corporate supporters to
share insights and discuss common areas
of concern.
The SHCA meets quarterly to discuss
developments in specialised services
and agree action in response. Each
meeting also includes a question and
answer session with a guest. This
year the Alliance has welcomed Julie
Wood, Chief Executive of NHS Clinical
Commissioners; Jonathan Ashworth MP,
the Shadow Health Secretary; and John
Stewart, Acting Director of Specialised
Commissioning at NHS England. It looks
forward to welcoming Health Minister
Lord O’Shaughnessy to its October 2017
meeting.
Ahead of these quarterly meetings, I
meet with the leaders of NHS England’s
specialised commissioning directorate to
discuss policy developments and address
members’ concerns. Through these
meetings the Alliance has established
a constructive working relationship
with NHS England, which has enabled
it to contribute to the forthcoming
framework for sustainability and
transformation partnership involvement
in specialised commissioning, and the
new NICE commissioning support
programme, for example.1
The SHCA also supports the
implementation of the UK Strategy
for Rare Diseases.2 It ensures that the
patient perspective is front and centre
in discussions about implementation
as part of its membership of the Rare
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conclusion
The NHS is facing one of the most
challenging periods in its history.
Funding, demographic, and staffing
pressures risk threatening its status
as one of the world’s leading health
services. However, it is also a time of
discovery and innovation. Specialised
services are at the sharp end of both
of these forces. There is a great
opportunity for new approaches to
these services to deliver a step change
in the lives of people living with rare
and complex conditions. To realise
this opportunity, service leaders must
recognise the value that patients
can provide at a time of constrained
resources. The SHCA will continue to
campaign for patients to be viewed as
solutions to the challenges that the NHS
faces.
The SHCA also looks forward to
contributing further to this Specialised
Commissioning journal, to ensure
that the patient perspective is at the
forefront of the debate on how to
improve specialised services.
Find out more at: www.shca.info
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An introduction
to commissioning
specialised
services
Alastair Whitington looks beyond the acronyms to explore the role of NHS
England in commissioning specialised services and highlights its 2017–18 priorities

T

he Health and Social Care Act
2012, which came into force
on 1 April 2013, significantly
changed the way in which specialised
services were commissioned, enabling
a single, national commissioner (NHS
England) to put in place national
standards and service specifications
across the country. This introductory
editorial summarises how NHS
England’s specialised commissioning
arm is organised, its role and current
priorities, and outlines the annual
prioritisation process and management
of the Cancer Drugs Fund (CDF).

NHS England is
responsible for
commissioning 146
specialised services
with a budget of
£16.6 billion
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Specialised services
NHS England is directly responsible
for the commissioning of specialised
services.1 Four factors determine
whether NHS England commissions
a service as a prescribed specialised
service. These are the:
1. Number of individuals who require
the service
2. Cost of providing the service or
facility
3. Number of people able to provide
the service or facility
4. Financial implications for clinical
commissioning groups (CCGs) if
they were required to arrange for
provision of the service or facility
themselves.

NHS England is responsible for
commissioning 146 specialised services
with a budget of £16.6 billion—15%
of the total NHS budget—grouped
into six national programmes of care
(NPoC):2
1. Internal medicine—digestion,
renal, hepatobiliary, and circulatory
system
2. Blood and infection—infection,
immunity, and haematology
3. Cancer
4. Mental health
5. Trauma—traumatic injury,
orthopaedics, head and neck, and
rehabilitation
6. Women and children—women and
children, congenital, and inherited
diseases.
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providers of specialised services in
their regions on behalf of NHS England.

Figure 1: Specialised services with the highest costs, 2014–20154

Although health is a devolved policy
area there is UK-wide cooperation on
specialised commissioning through the
Rare Diseases Advisory Group, which
makes recommendations to all four
nations on implementation of the 2013
UK Strategy for Rare Diseases.6
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National Audit Office. The commissioning of specialised services in the NHS. London: NAO, 2016. Available at:
www.nao.org.uk/wp-content/uploads/2016/04/The-commissioning-of-specialised-services-in-the-NHS.pdf
(Reproduced with permission).

Each NPoC has several clinical
reference groups (CRGs).2 These
groups consist of clinicians,
commissioners, public health experts,
patients, and carers. They lead on the
development of clinical commissioning
policies, service specifications, quality
standards, and outcome measures, and
advise NHS England on the best ways
to provide specialised services.

Decision making
The specialised commissioning
decision-making hierarchy is as follows:
• The Specialised Services
Commissioning Committee (SSCC),
which reports to the NHS England
board, provides advice on the
development and implementation
of NHS England’s commissioning
strategy and assurance of quality,
performance, and value for money
• The Specialised Commissioning
Oversight Group (SCOG) has
operational responsibility for
specialised commissioning
• The Clinical Priorities Advisory
Group (CPAG) recommends
the commissioning position of
treatments and interventions for
adoption, or otherwise, by NHS
England

• Six NPoC
• A total of 42 CRGs.
NHS England commissions only
from providers who comply with its
service specifications. The Manual
for Prescribed Specialised Services
2017/18 describes which elements of
the 146 services are commissioned
by NHS England and which by CCGs.3
In 2014–2015, 10 services accounted
for 63% (£9.8 billion) of the spend on
specialised services (see Figure 1). 4
Total expenditure on specialised
services will increase to £18.8 billion by
2020–2021. 4

Commissioning teams
Specialised commissioning is delivered
through teams based in five regions:5
• North of England
• Midlands and East of England
• London
• South West
• South East.
In 2015–2016, 489 full-time equivalent
staff worked for NHS England on
commissioning specialised services. 4
Teams of service specialists and
contract managers, with public health
input, commission NHS and private
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Around 300 health
organisations are
commissioned by
NHS England to
provide one or
more specialised
services

Around 300 health organisations
are commissioned by NHS England
to provide one or more specialised
services, although in 2014–2015,
28 acute teaching trusts and
20 specialist acute trusts accounted for
58% of specialised services activity by
cost. 4 For many trusts, NHS England
represents over 50% of their income
and, in the case of specialist acute
trusts, up to 95% of their income.
NHS England publishes commissioning
intentions7 outlining changes and
planned developments in the
commissioning and delivery of
prescribed specialised services. This
includes proposals for future devolution
of some commissioning responsibilities
for specialised services from NHS
England to CCGs including renal dialysis
and surgery for morbid obesity.
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The NHS Five Year Forward View8
confirmed the intention to offer CCGs
progressively greater influence over
the total NHS budget for their local
populations, including specialised
services. As of April 2017, 197 out
of 207 CCGs had some form of
co-commissioning agreement with NHS
England.9
A House of Commons briefing
paper10 provides a useful summary of
specialised services commissioning
in England and the devolved
administrations of Scotland, Wales, and
Northern Ireland.

Priorities for 2017–2018
The priorities for 2017–2018, which
were identified in the NHS England
strategic framework for specialised
services,11 will be implemented through:
• improving patient care, particularly
for mental health, learning
disabilities, and cancer
• financial control and achieving
financial savings for 2016–2017 to
2020–2021
• place-based commissioning where
appropriate
• improving use of data and
information, including
implementation of NHS RightCare12
for specialised commissioning
• determining which new treatments
will be routinely commissioned by
NHS England
• identifying opportunities to
maximise value from medicines.

Box 1: Annual prioritisation process

• Clinical priorities advisory group (CPAG) submits commissioning
recommendations to specialised commissioning oversight group (SCOG) on
the clinical and cost effectiveness of treatments
• SCOG assesses the impact of any decisions to commission new treatments in
light of the financial resources available
• Based on SCOG’s assessment, the specialised services commissioning
committee (SSCC) ranks treatments in terms of cost benefit and decides
which will be routinely commissioned
• Treatments not routinely commissioned may still be commissioned on an
exceptional basis through individual funding requests.

Treatments assessed as cost neutral or
cost saving for the NHS are processed
as in-year service developments, while
treatments with an associated cost to
the NHS are considered through NHS
England’s annual prioritisation process
(APP) (Box 1).

As of April
2017, 197 out of
207 CCGs had
some form of
co‑commissioning
agreement with
NHS England
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Where there is insufficient evidence to
refer a treatment through either NICE’s
HST evaluations or NHS England’s
commissioning processes, patients
may potentially access treatments
under the Commissioning through
Evaluation (CtE) programme.16 The CtE
programme generates new data for
evaluation by NICE and to inform the
APP.

Cancer Drugs Fund

Annual prioritisation
process
NHS England assesses treatments—
with the exception of those under a
National Institute for Health and Care
Excellence (NICE) technology appraisal
or highly specialised technology
(HST) evaluation—through its routine
commissioning processes based on
their cost effectiveness.

Committee13 criticised the specialised
commissioning process, including a lack
of transparency about decision-making
and its financial management. NHS
England has since published details of
the roles and functions of specialised
services advisory committees, for
example, CPAG14 and decision-making
bodies and guidance15 on how new
clinical policy is initiated, developed,
evaluated, and decisions made.

Future APP decisions will be informed
by NICE, which will provide a summary
of available clinical evidence, together
with the financial impact of new
treatments.
In 2016, reports by the National Audit
Office4 and the Public Accounts

The CDF was set up in 2010 to allow
people access to drugs that were not
otherwise routinely available on the
NHS. It was significantly revised in 2016
after criticism about its effectiveness
and financial management.10 A national
list of drugs that can be funded by the
CDF is maintained by NHS England.17
For 2017–2018, the fund is worth £340
million.10
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All new systemic cancer treatments
expected to receive market
authorisation are assessed by NICE
with a final appraisal published within
90 days of authorisation. This appraisal
results in one of three outcomes:
1. Recommended for routine
commissioning (‘yes’)
2. Not recommended for routine
commissioning (‘no’)
3. Recommended for use in the CDF.
Where the recommendation is ‘yes’,
the CDF can be used to make the drug
immediately available, rather than the
usual 90-day wait to implement NICE
recommendations. After 90 days, the
drug is funded from NHS England
commissioning budgets rather
than from the CDF. Where NICE
recommends ‘no’, treatments can still
be accessed on an exceptional basis
through individual funding requests.10
NICE recommendations ‘for use in the
CDF’ apply when there is potential for
a drug to be considered for routine
commissioning but more evidence is
required about its clinical effectiveness.
This allows the drug to be funded
for a fixed period of time, usually no
more than 2 years, to gather more
data on clinical effectiveness. After
this period it will be reappraised and
a ‘yes’ or ‘no’ decision made. The CDF
can also be used to fund off-label
treatments where the clinician wishes
to use the drug outside of its marketing
authorisation.10
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NEW CARE
MODELS: Creating
communities of
acute hospitals
The acute care collaboration vanguards are testing models of joint
working that can be scaled across the NHS, explains Jacob West

I

n 2015, 50 vanguards were
selected across England to lead the
development of new care models
that would act as the inspiration—and
blueprints—for change across the
health and care system.
While many of the new care models
focus on a specific geography
or population, 13 ‘acute care
collaboration’ (ACC) vanguards are
aiming to link hospitals together
across traditional boundaries.
In simple terms, these vanguards
are creating ‘communities’ of acute
providers.

The need for hospital
collaboration
Collaboration between hospitals
has three key drivers: improving and
standardising the quality of care;
improving financial efficiency; and
maintaining workforce sustainability.
Patients rightly expect to receive the
same high-quality, consistent care
wherever they live and, by working
together, hospitals can find new ways
of delivering on these expectations.
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Many hospitals, particularly smaller
district general hospitals (DGHs),
struggle to recruit and keep staff in
their own right, and hence cannot
sustain certain services without
working with other institutions.

Patients rightly
expect to
receive the same
high‑quality,
consistent care
wherever they live
NHS hospitals have, of course, always
collaborated to overcome these
challenges, but this collaboration
has tended to be informal, based on
personal clinical relationships, and
small in scale. The vanguards are

testing models that could potentially
be scaled across the country, and
which build on the Dalton review
of options for providers of NHS
care1 and the Carter Review of
productivity in NHS hospitals, 2 as
well as international examples of best
practice.

Supporting sustainable
services
A number of the vanguards have
developed single-service networks,
which involve networks of trusts
and clinicians working on a specific
service area. The other models involve
hospitals collaborating across multiple
specialties or forming ‘hospital
groups’ that bring together whole
institutions.
The vanguards collaborating on
service-level networks include
Moorfields Eye Hospital NHS
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Foundation Trust; the Cancer
Vanguard; Cheshire and Merseyside
Women’s and Children’s Services;
East Midlands Radiology Consortium
(EMRAD); Mental Health Alliance for
Excellence, Resilience, Innovation and
Training (MERIT) West Midlands; the
Neuro Network; and the National
Orthopaedic Alliance (NOA).
While these vanguards cover a
diverse range of services, they are
using similar strategies to achieve
their goals.

implemented across the vanguard to
ensure everyone meets the required
standards.
Similarly, the NOA is aiming to support
standardisation of care, but this
time through member organisations
right across the country (see
www.england.nhs.uk/noa/). This
vanguard is providing a framework
based on a quality standard
membership model. Membership
brings with it the responsibility to
implement these standards, but also
the support to do so.

Reducing variation in care
by standardising clinical
practice
First, these vanguards are addressing
variation in care by ensuring their
member organisations work together
to standardise clinical practice.
For example, the Cheshire and
Merseyside Women’s and Children’s
Services vanguard is delivering
the ‘Improving Me’ programme: a
partnership of 27 NHS organisations,
commissioners, and clinical networks
aiming to improve the experiences
of women, children, and families (see
www.improvingme.org.uk for
further details).
The vanguard has established clinically
led networks across 10 trusts in the
four specialty areas of paediatrics,
maternity, neonatal, and gynaecology,
and has held a number of clinical
summits to discuss the challenges
faced across those specialties
and how they can be addressed
collaboratively. These discussions,
alongside an economy-wide data
analysis and engagement with people
with lived experience of services,
have informed their case for change
and provided the backbone to the
change programme. Standardised
care pathways, clinical protocols, and
quality dashboards are now being

Services such
as imaging and
pathology offer
real potential
for creative
collaborative
solutions

The overall aim is to ensure patients
across the country receive the same
quality of patient-centred care, good
outcomes, and a positive experience,
and are treated using the same
evidence-based, reliable, and safe
processes.
The vanguard team is creating tools
for providers and commissioners
to achieve consistent quality
and efficiency, including a clear
benchmarking system. In addition,
it is developing flexible contracting
mechanisms to ensure that
commissioners can adopt the
quality-assured new model of care in
different local health systems.
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As part of the alliance, 30 providers
are now being supported and work
on writing the standards is well
underway, with interest continuing to
grow in replicating the NOA model
across other specialties.

Optimising clinical
support services
Coordinating clinical support services
across and between organisations can
often help improve patient experience,
smooth patient flow, and save money.
Services such as imaging and
pathology offer real potential for
creative collaborative solutions. This
is well evidenced by the EMRAD
vanguard, where seven trusts across
the East Midlands have pooled their
resources to procure a single system
for storing images and patient
information (see www.england.nhs.
uk/emrad/).
The system allows radiologists and
clinicians across the vanguard to
see patients’ records in real time,
regardless of their geographical
location. This reduces the time
patients have to wait for diagnosis and
increases provision for out-of-hours
major trauma and stroke services
by allowing, for example, clinicians
in Nottingham to review images
taken in Lincoln. Importantly, it also
offers enhanced support to clinical
colleagues running services in smaller
hospitals or outpatient services.
In addition to the improvements in
patient care, there is also a financial
benefit, with a savings target of
£30 million over 10 years.
In another move designed to
optimise clinical support services
and at the same time improve patient
experience, MERIT, a collaboration
of mental health trusts in the West
Midlands, is developing a coordinated
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bed-management system across its
four partners (see www.england.
nhs.uk/merit/). Use of the system
will increase the likelihood of patients
being admitted to a bed within the
region rather than being transferred
out of area.
This is a hugely important
improvement to the way in which
patients and their families experience
care. It will have a significant impact
on longer-term care outcomes as
patients maintain their links with the
local community mental health team
and support networks.

Developing flexible
workforce solutions
Specialist services often face
problems with recruitment and
retention, particularly in smaller
hospitals. Where possible, the ACC
vanguards are developing ways for
staff to work across a number of sites
to deliver services in locations where
they may not otherwise be viable, such
as in DGHs.
For example, MERIT is developing
flexible bank arrangements for clinical
and non-clinical staff among the four
partners. The trusts involved are also
developing a standard approach to
training through a ‘training passport’
to make it easier for staff to move
between them. This should help the
partners reduce the annual cost of
agency staffing by £3–4 million a year
(see www.england.nhs.uk/merit/).

Forging external
relationships
The new care models programme may
be focused on the NHS and its social
care partners, but there is also an
enthusiasm for working with external
partners.
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The Cancer Vanguard’s ‘Pharma
Challenge’ is one such example.
The vanguard covers a population
of 10.8 million and brings together
some of the most pioneering cancer
providers in the country. This creates
an opportunity for innovative projects
in partnership with industry.
The aim of the Pharma Challenge is to
improve the availability and delivery of
chemotherapy and systemic medicines
for cancer, including delivering
chemotherapy closer to patients,
particularly in community settings.
Five pharmaceutical companies were
chosen to take their proposals forward
and were required to meet the full
cost of the projects themselves and
show wider benefit to the NHS (see
cancervanguard.nhs.uk/pharmachallenge for further information).

Championing whole-system
solutions
These models of hospital collaboration
cannot exist in isolation. Acute
collaborations must be strong
partners in their local health and
care systems. Vanguards are
contributing to Sustainability and
Transformation Partnerships and the
emerging accountable care systems
by championing the development of

whole-pathway approaches to care
redesign, coordinating with primary
and community-based services, and
investing in prevention.
The Neuro Network, led by The Walton
Centre NHS Foundation Trust—the
only specialised neurosciences trust
in the UK—is working to deliver
a joined-up approach through a
partnership between tertiary and
secondary care, GPs, community
services, the third sector, patients,
carers, commissioners, and NHS
England.
For example, the vanguard has
redesigned clinical care pathways
for headache, seizures, and back
pain, improving quality and reducing
unnecessary referrals (see www.
england.nhs.uk/neuro-network/).
It is able to do this thanks to a new
way of working whereby all partners
operate as a single neuro network in
Merseyside and parts of Cheshire. Since
being piloted, the pathway has led to an
increase in primary care management
of patients with minor headaches
and migraines and a 2% reduction in
referrals to The Walton Centre.
The Neuro Network has also designed
a new role of integrated neurology
nurse specialist to provide a link
between primary, secondary, and
tertiary care and act as a point of
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contact for patients in the community.
The benefits include increased local
access to specialist services, improved
patient experience and satisfaction, and
improved management of neurological
conditions in primary care, which in
turn reduces inappropriate medication
usage, avoidable referrals to tertiary
care, A&E attendances, and subsequent
hospital admissions. Since the role was
introduced, community clinics where
patients can access the service closer
to home have increased from 13 to 27
and home visits are also provided.

Sharing the learning
Part of the commitment to the new
care models programme is that
vanguard sites actively share their
learning.
Moorfields Eye Hospital NHS
Foundation Trust has been using
a network model of delivering
services across a number of sites for
over 30 years and its vanguard was
created to take advantage of that
experience (see www.england.
nhs.uk/moorﬁelds/). The vanguard
team has developed a comprehensive,
practical ‘networked care’ toolkit to
help other organisations through
the decision-making process when
considering how to develop more

sustainable services, and to help them
find the right solution for their trust.
The toolkit also helps teams to spot
the tell-tale signs of a struggling service
such as problems with recruitment and
retention, and whether there is enough
focus on teaching and learning.
It not only delivers support for other
areas to replicate the Moorfields model
where appropriate, but also enables
all other specialist services—and even
mainstream services—to investigate
their own solutions, supporting
smaller organisations to maintain
delivery of specialist care by working
together in true partnerships rather
than through the more traditional
model of mergers or acquisitions.
The toolkit can be found at:
www.networkedcaretoolkit.org.uk

• the potential implications for new
relationships with commissioners
and regulators.
The ACC vanguards are testing models
of hospital collaboration that can be
scaled across the NHS, both within and
across local systems. These models of
provider collaboration may also offer
insights for other sectors, including
mental health and community services.
I hope that healthcare organisations
across England and beyond will be able
to take some valuable learning from the
ACC vanguards.

References
1.

Department of Health. Examining new
options and opportunities for providers of
NHS care: the Dalton review. London: DoH,
2014. Available at: www.gov.uk/government/
uploads/system/uploads/attachment_data/
file/384126/Dalton_Review.pdf

2.

Department of Health. Operational
productivity and performance in English NHS
acute hospitals: unwarranted variations—an
independent report for the Department of
Health by Lord Carter of Coles. London: DoH,
2015. Available at: www.gov.uk/government/
uploads/system/uploads/attachment_data/
file/499229/Operational_productivity_A.pdf

Looking ahead
Learning from the vanguards featured
above and the new care models
programme as a whole is ongoing;
however, some implementation
considerations are already emerging,
including:
• the fundamental importance of
building and sustaining relationships
• the different governance and
organisational forms
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How to develop
sustainable single
specialty networked
healthcare

Karen Reeves discusses how an online toolkit that helps
organisations decide if networked care is right for them
is also relevant for commissioning specialised services

A

n ageing population, more
treatable conditions, expensive
drugs, increasing disease
prevalence, and more high-tech
equipment mean that the NHS
needs financially viable models of
care to ensure sustainable services.
Inconsistent quality in diagnosis and
treatment, diagnostic duplication,
unnecessary appointments, and poor
clinical outcomes must be avoided.
The pressures facing acute hospitals,
particularly smaller district general
hospitals (DGHs), are often complex.
These organisations find it increasingly
difficult to afford delivery of safe
and effective care across all clinical
specialties and sub-specialties.
District general hospitals need to
continue meeting their local population
health needs while remaining financially
viable. Patients want services to
be provided at their local hospital
rather than having to travel for care.
Commissioners want safe, affordable
services. Clinicians want to provide
safe, high-quality services with good
outcomes. This challenging context is
unlikely to change.
Understandably, smaller clinical
specialties are rarely a high strategic
Specialised Commissioning | November 2017 | Issue 1
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Whole‑system
solutions need to
be implemented
to sustain smaller
clinical services
or operational priority for DGHs
and often lack the benefits of scale
in a local setting. In the absence of
a critical mass of patient numbers
or specialty workforce, care
provision may become clinically
or financially unsustainable. These
difficulties are often compounded
by competition generated by local
commissioning arrangements and
other providers.

As yet, there is no consensus about
the best approach to delivering smaller
clinical services in this context. The
risk is that these services will either be
subsumed by larger teaching hospitals
or scattered across primary care, which
will neither enhance the quality of local
care nor support the sustainability of
DGHs. Whole-system solutions need
to be implemented to sustain smaller
clinical services.

New models of care
Moorfields Eye Hospital NHS
Foundation Trust’s innovative approach
to delivering care across multiple
sites, which was initiated in 1994, has
been referenced in various national
policies on new models of care. In
2014, the NHS five year forward view1
proposed a model where a smaller
local hospital might have some of its
services on a site delivered by another
Promoting excellence in specialised healthcare 17
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specialised provider, citing Moorfields
as an example. The model would help
to sustain local hospital services and
enable smaller hospitals to remain
viable. The Dalton review2 published
in 2014 categorised this approach as
a contractual arrangement, which
it described as a service-level chain.
Often referred to as ‘the Moorfields@
model’, it is an example of franchising
or networked care.
In 2015, Moorfields was selected by
NHS England to develop an acute
care collaboration (ACC) vanguard as
part of the national new care models
programme.3 These ACCs link hospitals
together to improve their clinical and
financial viability.
Single specialty networked care
models, where one provider delivers
services across multiple sites, enable
clinical services to continue to be
delivered locally, avoiding the need
for patients to travel for care, and
preventing local services becoming
diluted or isolated resulting in lower
standards and compromising care. They
can also be embedded in large-scale
transformation planning in hospital
groups, mergers, and sustainability and
transformation partnerships (STPs).
Identifying where the expertise exists is
of critical importance before exploring
how best to share that expertise across
a wider geography and developing the
right partnerships to achieve this.
Many other NHS and commercial
organisations deliver care across
multiple sites, both in ophthalmology
and other specialties, and have gained a
wealth of collective experience. As part
of the vanguard programme we asked
colleagues dealing with these challenges
day after day what it was like for them,
what worked, and what did not, in the
hope that their experience would help
others trying to find the answers to
difficult questions.
The Moorfields’ vanguard was, and is,
an ongoing evaluation of the benefits
and challenges of networked care

and how a replicable, standardised
approach to single service provision can
benefit the wider NHS. The greatest
challenge was that there was no clear
picture of the final output. The process
was iterative: it involved continuing
learning and adjusting information
gathering as ideas came together.
The final challenge was codifying the
extensive learning into one useful tool
that would be relevant and usable for
years to come.

the Networked care toolkit
The outcome of the Moorfields’
vanguard is an interactive, online toolkit
for sustainable single specialty services:
www.networkedcaretoolkit.org.uk. 4
Launched in April 2017, it is free to
access on registration, has 118 pages
and 38 downloadable resources, 19
of which are templates. Any single
specialty service can use the toolkit
to evaluate if networked care is right
for them and adapt its resources to fit
local circumstances. It should be noted
that the toolkit has been developed
so the principles can be applied to the
development of any type of service
across more than one site.

How to use the toolkit
The toolkit contains: best practice;
evidence-based learning (EBL);
and practical advice, guidance and
frameworks. It is organised under four
categories, each of which has three
sub-categories (see Box 1). A short film
available on the toolkit website helps
users navigate the resource:
1. Login or register at www.
networkedcaretoolkit.org.uk 4
2. Select one of the four categories or
do a search
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3. Access EBL, guidance, practical
advice, tools, and resources.
The toolkit contains 10 steps to a
networked care model, which helps
organisations consider if networked
care is right for them. It also includes a
process to follow at each stage until the
networked care model is ‘live’:
1. Identify service concerns or other
reason for review
2. Agree a specialty review
3. Plan the review visit
4. Review visit methodology
5. Review visit report and feedback
meeting
6. Develop a memorandum of
understanding
7. Develop the networked care
solution
8. Design the improved service
9. Business case
10. Mobilisation and transition.

Toolkit uptake and impact
Uptake is being measured through
communications analyses. Since the
toolkit was launched there has been
a steady month-on-month growth in
uptake (see Table 1). The impact of the
toolkit on users is yet to be determined,
but will help to quantify its value in
terms of time saved, replication, and
spread.

Moorfields@ model
features and benefits
The overarching governance is an
essential feature of the Moorfields@
model. Moorfields employs the staff
across all 32 sites where it delivers care.
Initially, several of its early networked
sites were on a sub-contracted
basis. Apart from one, however, they
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'Single specialty
networked care models ...
enable clinical services to
continue to be delivered
locally'
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Box 1: Networked care toolkit categories and sub-categories4
1. Prelude: the development of the networked care model in the UK and overseas,
detailed examination of Moorfields’ experience, and case studies on other models.

• Moorfields’ network history
• Moorfields’ network today
• Why single specialty networked care?
2. Purpose: why organisations might use networked care, the critical success
factors, how to assure service quality and safety, and the potential benefits to
the wider NHS.

• Assurance
• Quality and safety
• Standardisation.
3. People: how to work in partnership with patients and overcome challenges
facing the NHS workforce:

• Patients
• Workforce
• Partners.
4. Practicalities: guides, films, and tools to help organisations setting up
networked care models:

• 10 steps to a networked care model
• IT considerations
• Communications.
soon moved to the full-ownership
model with directly commissioned
services, which has given Moorfields
the best provider accountability. At
five of the sites, or partnerships, it
provides clinical staff only and has
no contractual relationship with the
commissioners.
Different service delivery
models and different partnership
arrangements exist within the
overarching governance arrangement.
Moorfields provides complex eye
services on DGH sites but more lowrisk services in the community. With
host DGHs it has both lease/licence
arrangements for space occupancy
and service-level agreements that
cover any mutual clinical support, such
as anaesthetic cover and ward visits to
the host trust. At smaller community
hospitals and health centres there
is a lease/licence arrangement with
the landlord with no clinical service
interdependency.

Best practice
should inform
the design of any
network
Networked care providers operate
a number of different models. The
type of model adopted can be driven
by circumstances: from a host trust
needing clinical support to asking
another organisation to take over the
service. Best practice should inform
the design of any network to ensure
it delivers the best patient experience
while meeting stakeholders’ needs.
Networked care sustains local services
by the specialist provider delivering
the service for neighbouring DGHs. At
DGHs this has brought more specialist
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care locally and at community sites lowrisk services are now delivered locally,
saving patients travel time. Staff are
part of a consistently led single specialty
network with the support and wider
development opportunities this brings.
Better learning is achieved across a
wider cohort of patients and staff from
incident reporting and shared learning
through improved quality and safety.
Specialist care delivered locally brings
improved clinical outcomes and the
opportunity for standardisation, which
is critical for reducing unwarranted
variation and waste of resources.

Best practice in networked
care
Networked care works. The rationale
for the Moorfields’ model of ‘owning’
the network has developed through
over 20 years’ experience. From shared
learning with other networked care
providers, the critical success factors for
best practice in a networked care model
can be identified (see Box 2).
While the focus is on sustaining local
services, providers who are best
positioned to support these smaller
services need to be incentivised. A
well-performing service provider
is unlikely to want to take on the
problems of another hospital that needs
investment in staff and equipment.
The type of model adopted will have
to take account of all these issues. The
Moorfields’ ‘ownership’ or ‘franchise’
model gives the specialty provider
scope to plan a business model that
improves patient experience, delivers
longer-term sustainability, and provides
a contribution back to the specialty
provider trust; or to make an assessment
that these conditions cannot be met.

Standardisation
The new care models programme
aims to promote standardisation and
replicability across the NHS. After
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Table 1: Uptake of networked care toolkit, April–June 2017
Month Number of registered users
(demographic breakdown)

Number of website visits
(new vs returning)

Number of video views

Number of documents
downloaded

April

222 (64% NHS)

992 (665 vs 327)

743

1820

May

266 (63% NHS)

365 (219 vs 146)

841

129

+20% compared with April

–63% compared with April

+13% compared with April –93% compared with April

298 (60% NHS)

314 (164 vs 150)

1066

191

+12% compared with May

–14% compared with May

+27% compared with May

+48% compared with May

June

staffing, standardisation is essential
to reduce unwarranted variation and
improve quality and safety. However,
although standardisation is the key to
delivering high-quality care, it is not
always easy to achieve.
Neither national nor international
geography should be a barrier to
standardised governance frameworks.
Flexibility for local innovation can be
built into standardised models; the
need to adapt to local conditions
should not be a reason not to adopt a
standardised approach.
In any well-governed organisation,
everyone needs to know what they are
supposed to be doing and how they
are supposed to do it. Some variation
is necessary to enable individual
sites to respond promptly to local
conditions; how much variation is
acceptable must be established. A
robust clinical governance framework
with standardised guidelines, policies,
and protocols across all sites is
essential if care, surgery, and outcomes
are to be consistent.
Networked care offers standardisation
a platform on which to grow across a
health system. The Moorfields’ care
model suggests this is best achieved
by a provider with the specialist
knowledge to take on the challenge
of networking to other provider units.
The form this network takes is for
local agreement and it will have to
take account of local commissioning
arrangements.
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Specialist
care delivered
locally brings
improved clinical
outcomes and the
opportunity for
standardisation
Next steps
In year two of the vanguard
programme, Moorfields is considering
the benefits and challenges for
stretching the model geographically
or numerically across STP boundaries
and assessing the implications for
commissioning and regulating the
model.
The vanguard programme is also
learning from, and trying to replicate,
the process used by the National
Orthopaedic Alliance (NOA) ACC
vanguard,5 which brings together
orthopaedic units across England
in a membership model. It builds
on the Getting it Right First Time
(GIRFT) programme to provide a
national framework for improving
quality in orthopaedic care.6 Clinicians
and managers from member units
work together to agree standards
and recommendations based on:

high-quality, relevant evidence from
comprehensive literature reviews;
published national guidance by, for
example, the National Institute for
Health and Care Excellence (NICE) and
applicable professional bodies; GIRFT
data and similar; together with expert
consensus.
Ophthalmology is the first area for
replication, supported by the NOA and
the Moorfields vanguard programmes,
the ophthalmology clinical reference
group, the ophthalmology GIRFT
leads, and the Royal College of
Ophthalmologists. Ophthalmology
providers and other organisations
are working together nationally to
agree quality standards, best practice
pathways, and service specifications;
supported by informed evidence
allowing benchmarking of processes
and outcomes to improve standards.
Key trusts that provide ophthalmology
services were invited to consider
the proposal, along with other
stakeholders, and potentially become
founder members of an ophthalmology
alliance. This is an exciting project
that will see ophthalmology providers
improving standardisation and best
practice.
The UK Ophthalmology Alliance has
now been established and will help
smaller services to better understand
if they can achieve these standards to
remain sustainable and help providers
across a system to align services
and benchmark with each other.
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Box 2: Critical success factors for best practice in a networked care model

• Excellent staff who are able to work well at a distance but know when to
escalate

• Organisational buy-in—a clear strategy on the purpose of the network is
•
•
•
•
•
•
•
•
•
•
•

required and may need to change as the network evolves
Professional buy-in—do consultants believe in the network model and do they
support each individual venture?
Choice of partner—be clear on the terms of the relationship and align
understanding of what a successful partnership will look like
An understanding of the health needs of the population the network is seeking
to serve and the expectations of those who commission/purchase care
The importance of reputation and protecting the brand
A well thought-out management structure with clear lines of responsibility,
communication, reporting, and escalation
Standardised processes with tightly controlled variation to ensure consistent
quality
Excellent links between sites and the centre to spread learning
A central learning and development team that moves between sites
A values-based culture, embodied by strong leadership
Clear agreements with host sites
Excellent remote connections and systems.

the benefits and challenges in any given
service scenario.
As accountable care systems
develop, networked care is an
option for managing smaller
service specialties across the health
economy to standardise provision,
avoid unwarranted variation, reduce
duplication, and offer financial
sustainability. Clinical networks will
go some way to achieving these
outcomes, but networked care may
offer additional benefits such as:
improved access to local services that
may not otherwise be sustainable;
a greater range of sub-specialties;
improved equity of access to services;
better fit with the local commissioning
landscape; and improved careers and
opportunities. For patients, it can offer
best in class delivered locally.
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Understanding value
in healthcare
Dr Lawrence Goldberg explores how clinicians
and clinical commissioners can take forward
value-based approaches in partnership with
patients

D

elivering value in healthcare,
that is, achieving the best
patient-defined outcomes for
the expended resources, is key to
sustainable services in the 21st century.
Understanding value requires:
• a redefinition of meaningful
outcomes from healthcare
interventions: prevention,
diagnostics, and treatments
• more active patient participation
in deciding on their best treatment
through shared decision making
• a better health economic
understanding of the full pathway
costs of the different treatment
options available.
Changing our focus to delivering value
requires an adaptation in the way
clinicians, patients, and commissioners
think about, and make, health-related
decisions. The changes in culture,
mindset, and practice require support,
training, new outcome measures, better
health economics, and the promotion
of shared decision making.
Recognising the low level of awareness
among healthcare professionals of the
value-based approach, the South East
Clinical Senate undertook to enhance
understanding of its importance and
benefits. It has produced a briefing
document for clinicians and clinical
commissioners on how they can take
the approach forward in partnership
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with their patients, populations,
and managerial colleagues,1 which is
summarised in this article.

Delivering value
in healthcare ... is
key to sustainable
services in the 21st
century

Background
The demand for healthcare in England,
and across the world, is increasing
inexorably and needs to be delivered

in a finite NHS budget at whatever
level that budget is set. Therefore, all
who provide, commission, and manage
healthcare must ensure the available
resources are used to achieve the best
outcomes for patients and populations.
The NHS Constitution states: ‘The NHS
is committed to providing best value
for taxpayers’ money and the most
eﬀective, fair and sustainable use of
finite resources,’ 2 while the General
Medical Council has published specific
guidance for doctors.3
The relationship between outcomes
and resources expended should be
fundamental in determining the health
services and care we should and can
provide; this relationship is defined
as ‘value’. The concept of value in
healthcare was pioneered by Michael
Porter and Robert Kaplan. 4 It is now
the subject of intense focus in the
NHS, thanks to the vision and advocacy
of Professor Sir Muir Gray, as a new
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Box 1: Measuring the value of an intervention

Value can be represented as follows:
Value (of an intervention) =

Outcomes (patient or population)
Resources required (to deliver the outcomes)

paradigm for how we think about
healthcare delivery at a patient and
population level.

Value in healthcare
See Box 1 for how value can be
represented. While at first glance this
information appears to be an equation,
it is more a representation of the
key relationship between the three
components of value, outcomes, and
resources.
In this context, ‘outcomes’ refers to the
net, long-term impact of the proposed
intervention—an investigation,
treatment, or preventative measure—
on the patient or the population. It
takes account of the potential benefits,
risks, and adverse events associated
with the intervention, and the effects
on functional status and wellbeing.
‘Resources’ refers to the totality of
resources required to deliver the
intervention across community,
hospital, and social care, not just the
provider tariff or medication costs.
It should also take account of the
impact of unnecessary, duplicate, and
fragmented care (‘waste’); the costs
of adverse events; the clinical time
expended; the environmental impact;
and opportunity costs.
The relationship between increasing
the resources applied to a healthcare
intervention and the value obtained
is summarised in Figure 1. When
considering patients or populations

for specific interventions, the criteria
for interventions should be referenced
against the ‘point of optimality’ beyond
which value decreases. Using this
approach, healthcare professionals
and clinical commissioners can
evaluate the clinical impact and cost
effectiveness of the different types of
care they could offer, and determine
what treatments should be prioritised
if of higher value, or restricted or
withdrawn if of lower or no value.

Value for individual
patients or the population
The value concept can be applied to
both the care of individual patients
and to the commissioning and
delivery of care to populations; while
the conclusions may be different
and potentially conflicting when
applied to each, the principles for
determining value are the same.
For example, for an individual patient
there may be a net overall benefit
to them from a high cost treatment.
However, at a population level, a
greater value may be obtained by
spending the available resources in
other ways, including prevention,
and restricting access to the high
cost treatment (such as high cost
medicines for rare conditions) even
if it is evidence based. This is an
unavoidable and inherent tension
for clinicians and managers in the
NHS, but it needs to be explicitly
recognised by all those who are
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commissioning and delivering clinical
services.

When determining
the value of the
healthcare we
provide, we should
focus on what
makes a difference
to patients’ lives

Value depends on outcomes
that improve people’s lives
When determining the value of the
healthcare we provide, we should focus
on what makes a difference to patients’
lives. Outcome measures are, therefore,
best described and defined together
with patients (co-produced), rather
than using those that are process
based or use surrogate measures
such as clinical indicators. The need
for such outcome definitions and
data is increasingly recognised. The
King’s Fund reviewed the benefits of
putting patient-reported outcome
measures (PROMs) at the heart of NHS
decision making.6 An example from
orthopaedics shows the benefits of
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using PROMs to monitor the impact of
treatments on patients’ self-reported
functional status.7
The development of conditionspecific patient outcome measures
requires clinical leadership undertaken
in partnership with patients and
supported by an evidence base. The
International Consortium for Health
Outcomes Measurement (ICHOM)
provides international leadership on
this work and has already published
standard sets covering nearly 50% of
the global disease burden.8 The medical
royal colleges, NICE, and specialist
societies are increasingly focused on
developing such metrics. A succinct
and powerful case for the development
and international standardisation of
outcome measures relevant to patients
has recently been made by Porter and
colleagues.9

Shared decision making
and the importance of
understanding patient
preferences
Making the right decisions for
patients is a collaborative process in
which patients and clinicians decide
on treatment and care together. It
takes into account the best evidence
available and, critically, patients’ values
and preferences. This process has
been termed ‘shared decision making’
(SDM).10 Together they share:
• the clinician’s expertise—such as on
treatment, care, or support options;
evidence, risks, and benefits
• what patients know best: their
preferences, personal circumstances,
goals, values, and beliefs.
Patient preferences, however, often
differ from what doctors or even
family members think they want. When
patients are well informed and are
asked to consider the outcomes that
matter to them, they make different
choices about their treatment. How
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Figure 1: The relationship between increasing resources and benefit,
harm, and value5

Gray M. A culture of stewardship: the responsibility of NHS leaders to deliver better value healthcare. London: NHS
Confederation and Academy of Medical Royal Colleges, 2015. Available at: www.nhsconfed.org/~/media/
Confederation/Files/Publications/Documents/NHS%20DoV%20Briefing%20Document_WEB.pdf (Reproduced with
permission)

they decide also depends on how the
information is presented.11–15 The risk
of misdiagnosing patient preference
relates to both clinician and patient
knowledge. Addressing so-called
‘preference misdiagnosis’ can result
in choosing less complex treatments,
better outcomes as described by
patients, and less expenditure on
procedures that patients may not
want.
Key to SDM is evidence-based
information on the benefits and risks
of the potential range of treatments
available, presented in an unbiased way
that is easily understandable to the lay
person: much more work is required
in this area. Where possible these
SDM discussions should take place in
primary care, but for a discussion of
more specialist treatment options they
may also take place after referral. Of
note, NICE has produced a series of
decision support tools for patients on
a range of conditions.16
Shared decision making may involve
longer or several consultations,
but as the final decisions made
should result in better value care,
consultation resources should be
targeted accordingly. The need for
more time spent with the patient
can be mitigated by the provision of
printed or online decision aids and by

asking non-medical staff to initiate or
progress the discussions.
Of course, some patients may wish
to take a more passive role and have
decisions made for them. In these
situations, involving carers and family
in decision making, with a patient’s
agreement, can help to ensure the best
decisions are made.
Clinicians should be aware of the many
factors that influence the decisionmaking process between them and
patients, and that poor decisions
will likely result in lower-value care.17
Examples are shown in Box 2.

Delivering appropriate and
efficient care
Value involves using available resources
to best effect and avoiding clinical
activities that add little benefit to
patients or populations. There is
increasing awareness of overdiagnosis
and overtreatment in a number of
clinical areas, brought to prominence
by:
• the Choosing Wisely UK
programme18
• BMJ’s Too Much Medicine (see
www.bmj.com/too-muchmedicine)
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Box 2: Patients’ and clinicians’ beliefs and behaviours that contribute to
poor decision making17
Patients

• Medicine is based strictly on science
• Testing, especially high-tech testing,

is accurate (poor understanding of
error rates and other limits in tests and
treatments)

Clinicians

• Evidence contradicts training or
practice experience

• Clinician innumeracy
• Over-reliance on

pathophysiological and anatomical
reasoning and faith in surrogate
outcomes

• Unquestioning trust in doctor’s
expertise

• Fear of offending clinician by asking

• A so-called better-to-know bias that

• ‘My neighbour/niece/co‑worker had this

• Improper weighing of relative risk

• Demand induced by providers and

• Regret of omission overriding

questions

done, and they had a good outcome’
other commercial actors in the
healthcare industry

• More care is better care, especially in
a system without continuity of care,
whereby the measure of caring is by
doing rather than by it being present

• Misplaced assumptions and mistrust
about financial motives of providers

might not be warranted
versus absolute risk

regret of commission

• Therapeutic or technological

Evolving methodologies
for assessing value in
healthcare
A health economic approach is
necessary if the values of different
interventions are to be compared.
This requires data on both meaningful
patient outcomes and the full pathway
costs of interventions.26 Robert Kaplan
outlined approaches to determining
costs and value in an important
report for the Healthcare Financial
Management Association.27 The Best
Possible Value initiative, in the NHS’s
Future-Focused Finance programme, is
starting to develop methodologies for
comparing value.28

enthusiasm

• Recent adverse outcome, rear-view
mirror bias (a manifestation of the
affect heuristic)

• Defensive medicine-avoiding

• Anxiety about uncertainty and adverse

litigation.

outcomes.

Adapted from: Saini V, Garcia-Armesto S, Klemperer D et al. Drivers of poor medical care. Lancet 2017; 390 (10090):
178–190. (Reproduced with permission)

• the King’s Fund’s Better Value in the
NHS initiatives19
• the Lancet Right Care series20
• NICE’s Do Not Do
recommendations.21
NB Some of the ways these problems
can be addressed have been well
summarised in a recent BMJ article.22
Value also requires the avoidance of
that unwarranted variation in outcomes
(such as that identified in NHS RightCare
analyses), 23 which if addressed would
increase value. It also requires efficient
and lean services for patients using
the work of the Carter Review24 and
the Getting It Right First Time (GIRFT)
programme, 25 among other approaches.

Understanding the
concept of value
in healthcare, and
providing it, are
essential for a
sustainable NHS

Conclusion
Understanding the concept of value
in healthcare, and providing it, are
essential for a sustainable NHS that
delivers the best outcomes for patients
and populations within available
resources. This requires a re-definition
of outcomes that matter to patients’
quality of life, the more active
involvement of informed patients in
deciding their treatment through the
process of shared decision making, and
a much better understanding of the full
pathway costs and resources required
for the different treatment options for
different conditions.
Value for individual patients and
populations is often but not always
aligned, and the tension between the
two needs to be explicitly recognised in
deciding on which health interventions
are commissioned.
To help develop and embed valuebased healthcare in local health
systems, the South East Clinical Senate
report on value produced a range of
recommendations for clinicians and
commissioners to consider, and these
are summarised in Box 3.

References are on p.28
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Box 3: Recommendations

1. Professional bodies, NICE, clinicians, clinical commissioners, and patient groups should expand their
work in co-producing meaningful and relevant outcome measures to support value-based decisions
using the International Consortium for Health Outcomes Measurement standard sets8 as the starting
point.
2. Clinicians, patients, and commissioners should work together to determine the relative value of
treatments and interventions at both a patient and population level, by agreeing then using relevant
outcome measures and determining comparative whole pathways costs.
3. Health systems, such as STPs or more local place-based partnerships, should undertake a clinically
led programme of work to identify the causes of any significant variation in patient outcomes and
clinical practice, such as those identified by NHS RightCare data23 and the Getting It Right First Time
programme.25 They should then focus on those that, if addressed, could have the greatest impact on
improving value. The various screening and disease prevention strategies should be included in this
evaluation at a national level.
4. Clinicians require training in shared decision making and the appropriate communication skills.
Organisations should make this part of mandatory training to help embed a culture and the
supporting competencies. Available resources include the training module on Health Education
England’s e-Learning for Healthcare website.29 Medical schools for undergraduates, and medical royal
colleges for trainees, should include the concept of value and the benefits of shared decision making
in their curricula.
5. Advice and tools are available to help organisations embed shared decision making, such as KPMG’s
review,30 the King’s Fund’s overview of patient preferences,15 and tools developed by the Advancing
Quality Alliance and NHS RightCare.31
6. Healthcare professionals should ensure that they and their patients have access to relevant, accurate,
comprehensible, and balanced information on the potential outcomes (benefits and harms) of
their treatment choices. This information should include local audit data and published results of
complication rates. In this way patients are given deserved autonomy in making decisions about their
healthcare that are consistent with their aspirations and beliefs.
7. Commissioners and clinicians should aim to enhance patients’ confidence and ability to make more
active decisions about their healthcare. The 10 key actions described in the Health Foundation and
Nesta’s Realising the Value report32 are recommended.
8. Health systems should review the additional consultation time required for shared decision making,
how doctors can be supported in this activity by other healthcare professionals and decision support
tools, and its potential cost effectiveness from reducing referrals for specialist procedures if fully
informed patients choose less costly alternatives.
9. The public needs to be informed about the importance of providing value in healthcare, and their role
in supporting this through shared decision making. This should be promoted at local, regional, and
national levels. The NHS should develop a clear and consistent message.
STPs=sustainability and transformation partnerships
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of instruments to measure the quality of
breast cancer treatment decisions. Health
Expect 2010; 13 (3): 258–272.
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Medicines should be
made available more
quickly
Leslie Galloway discusses some of the
challenges facing the pharmaceutical industry
and patients who require access to medicines
through specialised commissioning

I

t’s always impressive to have ‘unique’
and ‘a first’ in the same sentence,
but this describes Specialised
Commissioning. At last, stakeholders,
industry, and patients have a platform
on which to discuss the issues for
this critically important sector of
healthcare. It’s a privilege for me to be
invited to write for this inaugural issue
and I encourage everyone to engage
with it.
In industry, as often in life, we do
not have to look far these days to
find challenges. Yet the process of
understanding how to solve these
challenges can make the approach to
them all the more daunting.
The common pharmaceutical industry
perception of NHS England’s specialised
commissioning processes is: ‘They are
ﬂuid, lack transparency, and appear to
be designed to delay access to patients.’
Context is important in order to
understand why many in industry hold
this perception. It is no secret to us that
the NHS is broke and it makes some
sense that its survival takes precedence
over adopting innovation. However,
when industry and patients alike are
told ‘it’s all about improving patient
outcomes’, it is difficult to reconcile
Specialised Commissioning | November 2017 | Issue 1
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this with the reality we face. This lack of
transparency, while often a newspaper
headline directed at industry, is one we
experience much more than many may
realise.

… the climate in the
UK for pharma is
not just uncertain,
it’s really very
challenging
And there are consequences, because
industry has its issues too. The UK is a
small pharmaceutical market in global
terms, but arguably has the most
complex market-access processes in the
EU. We have the uncertainty of Brexit
plus NICE proposing to charge industry
for technology appraisals (TAs) and

highly specialised TAs. There is also
the NICE affordability hurdle, whereby
medicines that have received a positive
TA but which might exceed £20m in
any of the first 3 years post launch, will
undergo further pricing discussions
with NHS England. The introduction
of Regional Medicines Optimisation
Committees (RMOCs) will also restrict
access to pharma in primary care. So, at
this point, we can see the climate in the
UK for pharma is not just uncertain, it’s
really very challenging.
Then we come face to face with the
NHS England ‘relative prioritisation
process’. This is an arbitrary process
defined by incremental cost and
benefit criteria for all new medicines
for specialised commissioning and
that have not been assessed by NICE.
The process is dependent on the
price and benefits of an individual
medicine, relative to the cost and
benefit of very different therapies due
for prioritisation. Of course, these
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will change annually, so the price and
benefit of a medicine may mean it
will be commissioned this year, but
the same medicine might not be
commissioned next year because the
‘competition’ is likely be different.
Companies do not wish to avoid
assessment and scrutiny, but they
need clear definitions with quantified
and consistent measurements of ‘cost’
and ‘benefit’. They want collaboration
with NHS England rather than the
traditional approach of being presented
with a fait accompli. A review of early
prioritisation outcomes should be
conducted to provide better insight
into the process, decision making, and
the likely impact on access to medicines
for specialised commissioning, and
perhaps the new commercial strategic
unit could make a difference if NHS
England was willing to work more
collaboratively.
The ‘stakeholder surgery', which is

managed by NHS England and aims to
provide a forum to enable companies
to engage, is regarded in principle
as a good initiative, but there are
very practical bureaucratic issues. It
can take a long time to secure a slot.
The outcome of the surgery takes a
protracted period to be ‘finalised’ with
the issue of draft and then approved
minutes. Companies report waiting
up to 5 months after a meeting for
confirmation that actions have been
implemented. There are estimates
that it can take 2 years from proposal
to access for a medicine that will not
cost more than an existing comparator
product.
The time taken is regarded as
cumbersome and protracted for
medicines to be evaluated and finally
commissioned by NHS England. The
timelines for the process need to be
reviewed and the resources available to
NHS England need to be enhanced to
ensure that appropriate medicines are

made available much more quickly.
In industry, forecasts are continually
being ‘updated’ and frustration at
delays is the norm rather than the
exception, which doesn’t make it easy
for UK general managers to convince
global companies to invest.
This is where the consequences I
referred to earlier kick in. The people
who will determine the future of the
industry in the UK are usually based
in the US, mainland Europe, or Japan.
They could be forgiven for seeing the
UK as a hostile market and decide that
it does not make economic sense to
launch in a country where it can cost
a great deal to launch a medicine, but
the complex maze of decision-making
processes may mean that, even with
NICE guidance supporting a medicine,
it may not actually reach the patient. So
why launch?
This is all about patient outcomes!

Promoting excellence in specialised healthcare

Promoting excellence in
specialised healthcare

Promoting excellence in specialised healthcare
November 2017 Issue 1

Specialised Commissioning is a new, free,* quarterly journal for healthcare
professionals and managers who have a role or interest in specialised
commissioning. It aims to showcase innovation and best practice, provide
updates, and stimulate debate.

Ensure you receive your FREE copy; register your
details at: www.specialised-commissioning.co.uk
30 criteria
Specialised
Commissioning
November
2017medical
| Issuedirectors,
1
*Eligibility
apply. Eligible
roles include:| clinical
directors,
directors/heads of commissioning, directors of contracting
and finance, directors of public health, and other senior professionals with a role or interest in specialised healthcare and commissioning

Patients can
provide solutions
to the challenges
that the NHS faces
Page 7

NHS ENGLAND

CASE STUDY

FEATURE ARTICLE

New care models: creating
communities of acute hospitals

How to develop sustainable single
speciality networked healthcare

Understanding value
in healthcare

Page 13

Page 17

Page 23

Promoting excellence in specialised healthcare

WORKING IN
PARTNERSHIP

| September 2017 | Preview issue

The future is
‘specialised’—
and it’s here!
Mike Ringe discusses the ‘golden era’ of
medical research and explains why it is driving a
future that will become increasingly personalised

W

ith over 7000 new medicines
in the global development
pipeline, the pharmaceutical
industry is in a golden era of medical
research. In a few short years, we have
seen medical advances transform
HIV/AIDS from a death sentence to
a manageable, chronic condition. In
addition, new curative treatments
for diseases such as hepatitis C, are
transforming lives with just a 12-week
course of pills. The speed of modern
science has also helped us to make new
strides in treating cancer, and current
advances in gene and cell therapies and
immunotherapies have the potential to
change healthcare as we know it.
This ‘golden era’ is driving a future that
will become increasingly personalised
and specialised—and the NHS has a
unique opportunity to capitalise on this
potential.
The pharmaceutical industry believes
that the NHS is in a unique position to
build on its network of world-leading
expertise and its access to a patient
population of around 65 million, to
make the UK the best place in the
world to research, develop and, most
importantly, use the very best of
specialised, modern medicine.
Specialised Commissioning | November 2017 | Issue 1
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As the trade association representing
UK-based pharmaceutical companies,
The Association of the British
Pharmaceutical Industry (ABPI)—
alongside its members—is uniquely
placed to recognise the benefits and
understand the challenges (as well as
some of the potential solutions) that
innovation presents.
Innovation by default challenges the
system, and in the ‘specialised’ space
these challenges are very real and
must be faced today. Together we
need to develop new ways to help the
NHS undertake clinical trials, collect
and assess real-world evidence, and
develop more flexible regulatory and
assessment processes.
As if the challenges brought about
by innovation are not enough, the
‘system’ of healthcare delivery is in a

state of unprecedented flux. At the
UK level, the impact of Brexit remains
unclear. In England, the Life Sciences
Industrial Strategy1 and the associated
implementation of the Accelerated
Access Review set out a clear direction, 2

Innovation by
default challenges
the system, and
in the ‘specialised’
space these
challenges are very
real and must be
faced today
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but we must collectively, and quickly,
turn these ambitions into reality. In
Scotland, implementation has already
begun of the recommendations set
out in the recent Montgomery Review,
which considered patient access to new
orphan, ultra-orphan, and end-of-life
medicines through the Scottish
Medicines Consortium.3 Meanwhile, back
in England we still await the publication
of the implementation plan for the UK
Strategy for Rare Diseases. 4 Furthermore,
NICE is currently developing its standard
operating processes for the new
Commissioning Support Programme.5
Under this, NICE will lead assessment of
the evidence for new, licensed medicines
that fall within NHS England’s specialised
commissioning responsibility, before
entering the latter’s prioritisation and
decision-making processes, led by the
Clinical Priorities Advisory Group and
supported by the Rare Disease Advisory
Group.5,6

public—that we can truly embrace the
tremendous opportunity personalised
and specialised medicine presents.
Above all, if we keep the interests of
patients firmly at the centre of the
debate and our collective actions, we
won’t go far wrong.

With all this going on, the launch of
MGP’s Specialised Commissioning journal
couldn’t come at a better time and
we hope that this new publication will
become a real catalyst for stimulating
debate. It is only through bringing
together views and insights from
all quarters—patient groups, NHS
clinicians and commissioners, industry,
parliamentarians, the media and the
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It is only through
bringing together
views and insights
from all quarters ...
that we can
truly embrace
the tremendous
opportunity
personalised and
specialised medicine
presents
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