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Housekeeping

* The presentation usually lasts 60 minutes, plus about 15 minutes for questions

But we are happy to stay online as long as you want us to ©

* Ask questions as we go, using E at the bottom centre of the Zoom screen

All slides are on our web site — link at the end

* If you're using someone else's invite, send us your email address if you would
like a copy of the slides or to be sent details of further courses
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What we will cover...

* What is a service spec and why do we need to document the service?
* Managing the process and the 5 key stages

 Completing the template, section by section

* What else could you use?

* Tips for completion —some “dos and don’ts”
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Before you
get started...

a few
reminders




What is a service spec?

It could be:

* a detailed policy or procedure
* a description of a process

* asimple map of a pathway

And may be:
* condition specific - eg MH for young people
* pathway specific - eg emergency access

Whatever sets out the ICS agreement as to how service(s) are to be provided
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What is in a service spec?

Minimum requirements according to Contract Technical Guidance (TG 36.7):

* Relevant context, national or local

* Broad patient outcomes required and how these will be measured

e Quality requirements and CQUIN goals required (same as outcomes?)

* Scope of service, including intended patient cohort and links to other services
* Applicable service standards, national or local

e Location of service(s), if relevant
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Another way of looking at it...

Service spec should describe:

e Who is the e Why deliver e How do e What is the * Where will
service for? in this way? patients get best clinical the service
e What is the e What is the referred in? practice? be
patient national or e How do e What are delivered?
cohort? local they get the pathway
evidence? discharged? stages?
\_ J \_ J \_ J \_ J \_

Specs can be supplemented by other policies, e.g. referral policies, prior

approval schemes
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Why do we need service specs?

e Service description will document joint understanding of what has been agreed
e To support other reviews — cost, quality, QIPP, etc.
* Shows the context in which services sit and sets out part of the wider plan

* Promotes consideration of whole pathway and links to other services (eg
AEC/ED)

* Good for patients and clinicians — clear about what is possible/not possible

e Clarity of services = good commissioning
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What does the ICS need?

 clarity around the services that should be provided within the system...

* and what won’t be provided...
* and to understand where it is necessary to state this explicitly

 to shift the system focus towards key outcomes for patients, rather than
activity volumes and inputs

 assurance that clinicians/patients are content with the service model

* to leave operational issues for the provider to manage
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Managing the
process




Getting the right people in the room

* Best specs have strong clinical involvement — otherwise it may become a desktop exercise

* Development of ICS means that providers and commissioners should work together

* It’s a team effort — commissioning, contracts, quality, finance, Bl need to work together to
produce a rounded spec. Talk to clinical colleagues with one voice. Don’t work in isolation!

* Process and resources required depend on the value/complexity/risk associated with service

* May require consultation and scrutiny and number of drafts before it before it can be agreed,
ensuring it reflects the views of stakeholders and is ready to be used by the provider

* Get buy in —spec won’t happen if the clinicians, finance or service managers don’t want it to...
it will work best as a joint effort, so make sure everyone is involved
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..reinventing the wheel

e There is usually a lot of national clinical evidence (e.g. NICE) — work with other
CCGs/ICS to use what is already out there

e Clinical networks can help over a larger geography
e Set up a peer review process to learn from each other

e Consider how specs relate to each other, e.g. cardiac rehab and heart failure rehab —is
an overarching spec or policy needed? Are you sure there is no duplication/overlap?

e Share with other CCGs — we have offered to “host” a library of specs, so send them to
info@baileyandmoore.com and we will share them on our website

e Ask Dr Google and other peer-reviewed evidence bases
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5 key stages

1 Gather info

2 Understand
reality

3 Set out current
position

4 Agree new
requirements

5 Document
service pathway



The 5 key stages in the process

Process and resources required will depend on value, complexity and risk of the
service — there are 5 key stages:

[
‘o @’ ®
[ o ‘ [
1: Gather information® 2: Understand the 3: Set out the current 4: Agree the 5: Document
. . . - requirements of the the service
@ ontheservice operational reality position )
new service(s) pathway

BAILEY & MOORE




Stage 1:
Gather info on the service:

e current service specs (if they exist)

* local intelligence — GP groups, clinical networks, user groups

e provider’s operational policies/processes

e provider intelligence... from multiple providers, links to related services
e current research and evidence base

e policy docs, such as referral policies, and clinical audits

e consultation events?

e partner agencies
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Stage 2:
Understand the operational reality:

e A vital step when writing a specification for more complex services is to
physically walk the patient pathway with the clinician(s) providing the service

* A “desktop” exercise will not give you a full understanding of the operational
reality of the service

* For example, you may need to understand the restrictions that estates will
impose — there is no point specifying that elements of a service must be co-
located if the estate will not allow this (although this could be addressed in
longer term plans)
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Stage 3:
Set out the current position :

Prepare a simple map or process chart, being clear about:

* entry/referral points to the service — how patients will get IN to the service
including self-referral

* what happens once they are in — what PROCESSES and STEPS are required
* what happens at end of pathway — how DISCHARGED from the service
 identify “charging points” for activity...“kerrching” moments - £££

e protocols or criteria that need to be specified, e.g. eligibility, age, referral
route to ensure the service is delivered as envisaged
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Example of a simple pathway map

Ambulatory Care
mixture of national prices
(inpatient or outpatient)
and locally negotiated prices

CN
e -
Assessment Short Stay
fex 3 <48 hrs (MAU/AAU)
national prices, incl short stay

)

adjustment where applicable

Alternative
provider
GP/pharmacy/MH/
other community

ED Short Stay <24 hrs
(CDU/Obs)
national prices, incl short stay
adjustment, and/or locally

Short Stay space
mixture of local and national prices

. Minors (by UCC?)
Triage/
Decision

streaming
<15 mins Majors b whether
to admit

Patient n
(adult) a — >
onNe

Discharge

Hospital Inpatient

Ward
>48 hrs
specialist based teams

AN

4 Hour space (A&E or UCC)
A&E attendance national prices £74 - £343 plus MFF

Long Stay space
admitted patient care
national prices mainly apply

Tertiary Provider
>48 hrs
specialist based teams
admitted patient care national
prices mainly apply c£2000
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Stage 4.
Agree requirements of new service:

Once baseline established, identify changes and developments proposed:

* Place service, safety and quality at the core of the specification

* Collate and review relevant evidence gathered in stage 1 — demonstrate
proposed requirements are objectively based

* Consider restrictions imposed, such as legislation or contract guidance that
determines how the service should be delivered, for example ambulance
response times

* Identify protocols or criteria that might be needed to ensure the service is
delivered as envisaged (such as eligibility/acceptance criteria)
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Stage 4.
Agree requirements of new service:

Then...

List key patient outcomes required, linking back to national Outcomes
Framework

Consider how delivery of quality and outcomes will be measured — identify key
metrics

|dentify source of data for metrics (may be obvious)
|dentify most appropriate payment mechanism

Fully document and agree proposed new service so there is clarity and
understanding (stage 5)
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Stage 5:

Documenting
the service
SEIWEN,

—

'~ \SCHEDULE 2 -THE SERVICES

I A. service Speciﬂcations

| Thisis 8@ non-mandatory model template for jocal popu!ation. COmm;ssioners may retain the
structure pelow, or may determine their own in accordance with the Contract Technical
| Guidance.

gervice Speciﬁcation

No.

period

1. population Needs

Nationalnocal context and evidence pase

conditions

Helping people t

or following injury

Ensuring people have @ positive experience of care

Treating and caring for people in safe environment
and protecting them from avoidable harm

o recover from episodes of ill-health

Local defined outcomes




Contract standard format for service specs

Blank non-mandatory template included in the NHS Standard Contract (schedule 2A):

Population needs

Outcomes

Scope

Applicable service standards

Applicable quality requirements and CQUIN goals
Location of provider premises

Individual service user placement

© N O Uk W NPRE

Applicable personalised care requirements
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Understanding the contract template

Where
are we What would How will we
now? e ‘good’ look like? know if ‘good’

context has been

l A achieved?
: Local STP
Sectlon.l. context . .
population Section 3:  Section 2:
needs scope of desired

service outcomes Section 5:

Where do and the for

q desired patients
We nee National model
to be? standards
Local STP V

Section 4: standards

service Quality
standards
@ $ Datasets




Simpler format

e Good idea to stick to a standard format as closely as possible so all specs are
consistently laid out, such as the template in the contract

e However... we use a slightly different format, based on this
e Clients find it clearer/easier to populate

e This is our suggestion for a more logical format...
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Simpler format for service specs

Header 1. Population
*Title Needs
e\Version no eContext

eDate eEvidence

2. Scope 3. Applicable

*Aims & Objectives Service
eService Model Standards

ePatient Cohort

eNational
elocally Agreed

4. Outcomes,
KPIs & CQUIN

eQutcomes per
national domain

*KPls to be
measured, per
contract schedule
4

BAILEY & MOORE

5. Location of
Provider
Premises

6. Individual
Service User
Placement

7. Personalised
Care Reqgs

*Where relevant

8. Reporting
Requirements

*To measure KPls
listed, per contract
schedule 6A

eOther regs where
necessary

9. Payment
Mechanism

eApplication of
national prices,
including blending

where relevant

eLocally agreed
pricing, per
contract schedule
3A




Header

Service
Specification
No.

Commissioner [
Lead

Provider Lead [
Period A

Date of A
Review

Sequential number for easy reference, especially if service referred to by different names
Include the year the spec was created to aid version control

Level depends on service — By HRG is too low, “elective” too high

Or care pathway basis might be appropriate

Named lead for service from commissioner/provider(s)

Use post-holder title rather than individual’s name - reduces need for amending/updating.

Period spec is valid for, usually the duration of the contract (or shorter) but can specify
longer (subject to any procurement and competition considerations).

Even if no plans to review, suggest an indicative date for reviewing the specification for
planning purposes — like a “best before” date.

Should be at least 6m before end of period (above) — may need to give notice

If reviewing mid-contract, then put date here, otherwise specification will remain valid
until the expiry/termination of the contract
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Section 1: Population needs

National/local context and evidence base
e Describes the service for a specific cohort of service users
* |t should set out the evidence base which underpins the spec

The Strategic context - include key points from any national reviews on the service eg
for ED use “Safer Faster Better”, a national report which sets out the framework and
principles for improving urgent care services.

The Local context - local reviews, such as those by Networks, particularly where it
provides a stocktake of the current service provision. Include STP reviews where
sufficiently detailed.

Background & current service provision - analysis from local reviews of where specific
improvements are required, setting out key recommendations plus activity data from
recent period
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Section 2: Scope

Aims and objectives of service (2.1)

* Brief description, ideally

- Aim - a sentence setting out the mission statement for the service

— Objectives - around 5-10 bullet points setting out the main goals
* If necessary, explain what the service will not do as well as what it will

* Only set out “must haves” if critical - not to micro-manage, for example this
step was considered critical to the delivery of the aim (95% A&E standard)

Stream patients to the appropriate service within 15 minutes of arrival
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Section 2: Scope

Service description/care pathway (2.2) — include a brief description of the service being
commissioned, including the care pathway. Refer to any service maps/process

Population covered (2.3) — where the service is not subject to patient choice and where
the service is limited to a defined population, include description of that population

Any acceptance and exclusion criteria and thresholds (2.4)
e Set out any specific clinical criteria used to manage referrals to this service
* PLCV policy not replicated in full (put in Schedule 2G)

Interdependence with other services/providers (2.5) — where part of a wider care
pathway, set out how the service links into and works with other services or providers
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Section 3: Applicable Service Standards

List the most relevant papers — no need to include them in full

Evidence base is included in section 1 as part of the context
* Applicable national standards (e.g. NICE)

* Applicable standards set out in Guidance and/or issued by a
competent body (e.g. Royal Colleges)- used to identify
relevant national standards and guidance the service is
expected to follow

 Applicable local standards - used to add any specific locally-
agreed ICS service standards where applicable
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Section 4: Outcomes, KPIs, CQUIN goals

This section is used to set out:

e Expected patient outcomes

e Quality requirements/KPls and threshold for achievement
e How this is measured and how frequently

e Consequences of not achieving KPlIs

More on developing outcomes and KPIs in the “Commissioning for
Outcomes” session
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Section 4: Outcomes, KPIs, CQUIN goals

NHS Outcomes Framework Domains & Indicators

e Start with the 5 National Domains (see next slide)
e Then add any Overarching indicators and Improvement areas
e |Indicate which indicators in each domain apply

e Then add any locally defined outcomes
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NHS Outcomes Framework
Domains & Indicators

Sets out high-level national key outcomes:

Preventing people from dying prematurely

Enhancing quality of life for people with long-term conditions
Helping people to recover from episodes of ill-health or following
injury

Domain 4 Ensuring people have a positive experience of care

Treating and caring for people in safe environment and protecting
them from avoidable harm

https://digital.nhs.uk/data-and-information/publications/statistical/nhs-outcomes-framework
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Section 4: Outcomes, KPIs, CQUIN goals

Example: Cardiac Rehab

Domain 1: Preventing people from dying prematurely

Ref Quality Threshold Method of Consequence Timing of
Requirement/KPI Measurement of breach measure
ment
National Indicator/improvement area
Reducing premature mortality rate from cardiovascular disease 1. Under 75 mortality 70.8 per NHSOF annual GC9 process  Annually
rate from 100,000 indicator followed

cardiovascular disease  (national av)

Local outcomes & indicators

Reduced Admissions — reduction in readmissions for another Readmission rate 10% SUS monthly ~ GC9 process  Quarterly
cardiac event reduction extracts followed
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Section 5: Location of Provider Premises
Section 6: Individual Service User Placement
Section 7: Personalised Care Requirements

Only where it is necessary to specify, e.g.
e a particular site or a site accessible to a particular population

* details of individual long-term patient placements, including any specialist
equipment

e arrangements for developing personalised care and issuing personal care
budgets (per new contract schedule 2M)




Section &: Reporting Requirements

e Specify source data required to measure KPIs and other measures
detailed in section 4 of the spec

* Including frequency of reporting and any data quality requirements

* Plus any other reporting requirements — but consider whether anything
else is really justifiable?

* Reporting requirements will be included in contract schedules 6A/6B but
list here for completeness and so spec can be read as a standalone
document
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Section 9: Pricing Mechanism

Specify any local pricing arrangements or mechanism that applies, such as:

Type _______________________leampe

Replacing national prices with local price activity recorded as an emergency admission with a length of stay
‘g under 4 hours to be charged against the blended payment at a
va rlatlons/ depa SELlEE locally-agreed unit price of £250

Local currency variations all non-consultant led outpatients to be charged as a follow-up
attendance, even if recorded as a first attendance

Local ‘blended payment’ agreements 80% of planned activity funded as a block, with 20% paid on
trajectory towards achievement of outcomes in section 4

Incentivise using the required pathway non-face-to-face outpatient attendances to be charged against
the blended payment at 10% more than the equivalent face-to-
face national price

Must be included in contract schedules 3A/3B but list here for completeness and so the spec can be read
as a standalone document
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What else?




Other documents and measures...

* Policies and protocols: to deliver across multiple providers, or to ensure
providers engage in multidisciplinary initiatives such as discharge or shared
care e.g. transfer of care policies, information sharing agreements and
prescribing agreements.

* Referral policies: Prior Approval Schemes (PAS), policies for restricting
Procedures of Low Clinical Value (PLCV) and the use of Individual Funding
Requests (IFR) to define a clear process for providers to follow.

e Service development and improvement Plans (SDIPs): where schemes
require time and work to review or change a service, rather than immediate
implementation, an SDIP can be developed to include this.
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Prior Approval Schemes (PAS)

e Alternative approach to having a service spec (per SC29 of contract)

* Includes new national Evidence-Based Interventions Policy

* Provider can only accept referrals if specified pre-determined criteria are met
or individual approval granted

* Can be useful if provider won’t agree spec to go into contract? PAS do not
require provider agreement, only need contractual notice

e Good practice to publish PAS on web site, so health system is kept informed

e But... ‘have regard’ for admin burden on provider — don’t be unreasonable!
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Some types of PAS/Referral policies

e Policies will include a variety of procedures that are accompanied by thresholds or criteria to
inform whether they are:

- restricted: allowable if pre-determined criteria met
— not routinely commissioned: subject to an IFR

PAS category Definition

Restricted: CCG will fund the procedure if the patient meets the stated clinical criteria. Adherence
pre-approved monitored through retrospective audit.
Restricted: requires CCG will fund the procedure if the patient meets the stated clinical criteria. Adherence
individual approval monitored through provider seeking case by case prior approval to treat.
Not routinely CCG will only fund the procedure if an Individual Funding Request (IFR) application proves
commissioned exceptional clinical need and has been approved by independent panel.
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Tips for
completion...

some “dos

and don’ts”
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Tips... some “dos and don’ts”

e Keep it as brief as possible — TG 36.8:

“A specification should not be a detailed operational policy for a service; specifications that are
no longer than 4-5 pages may be sufficient ©, especially if they focus on the outcomes
required from the service rather than the inputs.”

e Avoid generic statements such as “we constantly need to review our population against how
care is delivered for similar populations to ensure we are effective in our use of clinical and
patient time for the whole population” Not required in a spec, save the generic stuff for
strategic documents etc

e Make it a standalone doc — TG 36.10 says don’t duplicate info from other parts of the contract,
but we recommend you do where necessary, so it can be shared. Watch version control!

e Obviously — don’t contradict the national terms (General Conditions or Service Conditions)
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Tips... some “dos and don’ts”

e Get it agreed — before the service/contract starts preferably!

e Respect the experts — read the document as if you were one of the clinicians involved.
Is it necessary to say “respect the service user” or how many band 5s are needed?

e Remember this will be a working document for clinicians — don’t treat it like a
desktop exercise to secure financial benefits
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Tips... some “dos and don’ts”

e Limited number of robust metrics — Make sure the information required is clearly
stated in the spec. A few well-targeted metrics will tell you more than a long list that
no-one looks at

e Don’t fixate on bricks and mortar — the “where” is less important than the pathway
e.g. Ambulatory Care is an ethos, doesn’t matter where it is delivered. Operational
matters should be provider responsibility wherever possible.

e Or clinic hours — ambulatory care can/should be 24 hours...
e Beware of unintended consequences — e.g. unmet demand, best practice tariff

achievement, unaffordability...
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Tips... some “dos and don’ts”

e Allow time to circulate draft specifications for comment, amending and re-circulating

e Use a “guinea pig” — it is helpful to get someone who knows nothing about the
service to read it.

e Be clear — readers should be able to understand what it is you expect to be delivered,
so avoid using jargon or local shorthand to describe the service.

This is not a quick process!
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Checklist - before the spec is ready to use

* |s specification still current? Things can change during development.

Is the specification consistent with contract terms and national guidance?
* |s the service specified affordable within the system funds?
* Does the specification reflect the operational reality, for example estates?

 What preparation is needed to ensure that service users and stakeholders are
ready for any changes?

 If significant changes are proposed, will staff be materially affected, and will
sufficient notice be given e.g. to allow for TUPE processes?
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In summarye...

e Use a consistent approach to writing a service description

e But... it’s not just about the contract documentation

* Ensuring clear agreement about the desired pathway will help shift the system
focus towards working together to deliver key outcomes for patients, rather
than activity volumes/inputs

* Understanding the service supports the understanding of system costs
* Requirements should be based on objective evidence wherever possible

* It is not a quick process and requires a multi-disciplinary team approach
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Can we help? We offer retainer services...

N———

We have a wide

Help you move . . Facilitation and
Reviews of services

towards mediation to help Support and advice

for difficult contract
issues

range of experience
Tell us how we can
help, for example...

— model, spec,

. . resolve disputes or
costing or pricing

manage agreements

commissioning for
outcomes

We have almost 30 years’ experience at senior level within the NHS
and can provide practical support across a wide range of issues

Email us at info@baileyandmoore.com to discuss how we could help
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Other courses we offer include

e Qutcomes-based commissioning — developing KPIs and metrics
e A ‘how to’ guide — local pricing and costing reviews

 The future of ICS — moving to aligned incentives

If you are interested in these or other topics, email us at
training@baileyandmoore.com and we can discuss your

requirements
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Thanks for listening!

BAILEY & MOORE

Email us with any comments or requests for training courses at:
training@baileyandmoore.com

Slides available at:
http://baileyandmoore.com/resources/training-slides/
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