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Background
1. Major programmes of systems reform are being implemented in the NHS and social care. Underlying all these initiatives is the shift towards more effective person centred commissioning based on local needs as well as national targets. At least initially, however, systems reform for health and social care was developed separately.
2. During autumn 2006, CSIP Eastern Region proposed a regional network to explore ‘the potential benefits for service users of locality based, needs led approaches to joint commissioning’. It aimed to understand interdependencies at the interface between social and primary care where, resources were committed to individuals with long term conditions and continuing care needs. 
3. Although practice based commissioning (PBC) was a ‘pivotal’ element of system reforms, it suggested there were ‘few examples of initiatives between commissioning practices/consortia and County/Unitary Councils to explore the potential for improved outcomes for local populations resulting from an integrated approach to local commissioning’.
4. In November 2006, CSIP Eastern invited expressions of interest to join the network. Three pilot sites were recruited to a programme which was initially to operate for nine months from April 2007.

 Evaluation Frameworks
5. This report is from a process evaluation of the network. Work on outcomes for individuals and their informal carers was commissioned separately. The process evaluation drew on three main frameworks:
a. The formal objectives of the programme were grouped into three broad categories as a framework for collecting and analysing data:
i. The outcomes of commissioning for individuals, carers and the communities where they lived
ii. The focus of commissioning on re-designed care pathways and, where necessary, re-configured supply systems to achieve such outcomes
iii. The organisational arrangements and infrastructures needed to commission those outcomes through specified care pathways and supply structures
b. The publication by DH in March 2007 of the ‘eight steps’ to more effective joint commissioning provided another element of the framework. These steps comprised:
i. putting people at the centre of commissioning
ii. understanding the needs of populations and individuals
iii. sharing and using information more effectively
iv. assuring high-quality providers for all services
v. recognising the interdependence between work, health and well-being
vi. developing incentives for commissioning for health and well-being
vii. making it happen – accountability
viii. making it happen – capability and leadership
c. The third element came from the need for clarity about the scope and meaning of the concept of integration. Thus, it is understood here as a continuum of activities which includes co-location, joint appointments, team working, lead or transferred commissioning responsibilities, joint provision and organisational unification
6. Discussion of these elements within the network led to the following core questions being adopted to shape data collection and analysis:
a. What were the outcomes for individuals and their informal supporters and communities that each pilot was seeking to attain
b. What care pathway and/or service re-design were pilot sites seeking to employ to achieve such outcomes?

c. What infrastructures were being developed to commission these pathway and service re-designs?

d. What light did the work of the pilots throw on the relevance of the eight steps to effective commissioning that were most applicable to them?
e. What forms of integration were being adopted to secure more holistic outcomes
Pilot Sites
7. The three pilot sites (Hertfordshire, North East Essex and Suffolk) covered different types of geographical area and user group
a. Stevenage in Hertfordshire with a focus on mental health
b. North East Essex with a focus on intermediate care
c. Suffolk with a focus on a partnership approach to PBC and social care in the county, including the provision of personal budgets and individual health SLAs
8.  Each had been re-structured as a result of ‘Commissioning a Patient-led NHS’ (DH 2005). Financial deficits in the health service had also created difficulties for NHS and local government relationships. On the local authority side, children’s and adult services had been disaggregated in the three councils and in one area a District Council was bidding for unitary status. Councils were also identifying gaps between needs and resources which would make existing services unsustainable.
       Hertfordshire
9.  A project initiation document the Hertfordshire pilot was prepared in April 2007 specifying the following objectives:
a. To implement a model practice based joint commissioning (project) for Adults of Working Age Mental Health for the population of Stevenage.
b. To identify priorities and commission a model of Adult Mental Health care tailored to meet the requirements of this population
c. to engage all relevant stakeholders in the planning and implementation of this development including local service users and carers
d. To work within an agreed indicative joint budget.
10. The target population was people suffering from mild or moderate mental illness for whom neither primary nor secondary care was providing adequate or appropriate services:

a. New care pathways were to be designed based on a model which had been implemented and evaluated nationally and in the county 
b. The pathway was based on the NICE. Stepped Care for the Treatment of Anxiety and Depression Model. 
c. The project was expected to lead to fewer referrals to acute services through the provision of a wider range of services in primary care

d. GPs were to deploy social care as well as health resources, an arrangement to be facilitated by the pre-existing pooled budget for mental health
11. The main secondary provider was explicitly seen as a partner in the project from the outset

a. It was commissioned to deliver the new service model for three years:
b. This approach reduced the incentive for the trust to oppose the new care pathways on the grounds of loss of income.
c. It also increased the incentive for the trust to redeploy its resources and provide new services which would be valued by users and GPs. 
12. By January 2008, the pilot had made considerable progress in identifying needs and implementing the new care pathway. In addition, a successful IAPT bid had been made:

a.  The initial approach to needs identification had focussed on two GPs interviewing their colleagues. 
b. These consultations with GP colleagues were subsequently reinforced by analysis of both primary and secondary care data and a literature review (the adoption of a model endorsed by NICE was also a powerful element in the overall evidence base about needs and pathways). 
c. The IAPT bid recorded that GP engagement was considered ’one of the undoubted strengths of this process…..with the Stevenage Locality Cluster Group mandating the GP lead for this pilot to take decisions on their behalf.  
d. User and carer engagement was slow to develop largely, because of difficulties contacting people who were not known to mental heath services for whom it was believed the greatest level of unmet need existed. 
e. Viewpoint (a user-led organisation) and Carers in Hertfordshire to conduct focus groups and surveys which were successful in better informing needs assessment.
13. The re-designed care pathway was beginning to be implemented in January 2008.
a. The enhanced primary care team was providing a single point of entry from primary care to mental health, thereby removing the problem of GPs not knowing where to refer patients, filling a gap in the care spectrum and reducing the threshold for access to services.
b.  it was accepted that social care had been ‘an afterthought’  for the first six months. The project was confident practiced based health and social care commissioning to utilise the full spectrum of resources to promote independence and wellbeing.
c. In the absence of a comparison study, it is difficult to reach a conclusive judgement about the impact of PBC, per se, The pilot’s ability to integrate PBC with social care IBs during 2008/09 will provide a test of the foundations laid down the previous year
           North East Essex
14. The objective of the North East Essex pilot was to design and implement a new Intermediate Care Pathway. It was jointly led by senior managers of the PBC consortium, adult social care and the PCT. 
a. This relationship was still developing in May 2007and details of the pilot were still being worked up.. This position reflected a recent history of re-structuring and financial turbulence. 
b. One casualty of financial deficits had been a collaborative care service through which an integrated team delivered intermediate care in the home. Another was perceived to be a retreat to ‘short termism’ 
c. The pilot was an opening to restore longer term strategic vision round more generally and the greater involvement of GPs was seen as an added dimension to the re-building of understanding and trust. 
15. Intermediate care had been recognized as a priority for 2006/07.by the PCT and the PBC consortium. 
a. GPs had poor feedback from patients about care pathways and had unsatisfactory experiences, themselves, of trying to access fragmented services which were not available 24/7 and did not communicate well
b. Social care, felt intermediate care was too focussed on hospital discharge and re-ablement. It looked for more emphasis on case management, admission avoidance and early intervention for the whole population.
16. Following a systems wide stake holder event, the pilot’s objectives were defined as to
a. Reduce inappropriate admissions to hospitals and care homes

b. Demonstrate how integrated arrangements can reconfigure local resources to deliver flexible, locally sensitive services offering more choice and self directed care.

c. Address the specific needs of people with long term conditions

d. Deliver more care out of hospital
e. Empower carers and patients to access support services flexibly.
17.  This agenda was a large one and might need to be addressed incrementally but the potential benefits included
a. The right care at the right time to maximise independence
b. Reduced hospital  care home admissions
c. A single point of access through joint case management
d. Increased uptake of self-directed resources and choice
18. Although the new pathway had still to be implemented and fully resourced by January 2008, the pilot had made considerable progress:
a. the three partners had overcome many of the historical barriers they had inherited
b. A strong service development partnership had been forged between the GP leadership and senior management in adult social care based on a growing understanding of the complementarity of their roles and the resources they could offer each other’s patients/users.
c. There had been a period when the relationship with the PCT had been ‘really difficult’ but difficulties had been overcome.

d. Most consortia were seen to be focussed on purely NHS agendas but the pilot was establishing a trilateral relationship for joint commissioning.
e. It had been more difficult, to engage with the main acute provider, which appeared to be protecting its income stream and slow to appreciate the pilot was ‘an opportunity to refocus its business’ and help achieve its 18 week target. 
f. Social care had developed a strategy for synchronising its own IB based systems reform with the redesigned intermediate care pathway and launched a new reablement services from July 2008
g. At same time, the PCT confirmed ‘strong desire’ for very close joint working including joint management and collocation of assessment and provider staff.
            Suffolk

19. Unlike the other two pilots, Suffolk’s was a county wide initiative which stemmed from wider systems reform programmes developed separately by the council and PCT.

a. It presented an opportunity to bring them together within the LSP and LAA framework and produce benefits greater than the sum of their parts.

b. It focussed on developing an integrated service for adults, and their carers, with long term conditions and complex physical needs.

c. The core of the pilot was a comprehensive, community‑based joint service, based on the Croydon ‘virtual ward’ concept for people with a long‑term condition at highest risk of hospital admission.
d. Individual health service level agreements, operating alongside social care IBs were a further element of the pilot 
e. The PCT saw the pilot as an opportunity to bring the county council’s responsibilities for well-being into the NHS systems reform demonstration programme so they could jointly manage the total spend
20. The project was developed through three work streams Customer Access and Information; Integrated Models of Care; and Individual Budgets. In turn, the work streams were expected to secure improvements in five main sets of measurable outcomes: 
a. Improved health and well being that support independence and increased quality of life
b. Responsive and accessible services that treat people with respect, and give users choice and control

c. Safe, effective and sustainable services.
d. Equitable outcomes and allocations.

21. The initial partnership was restricted to the PCT and county council, though the GP consortia were seen to have been instrumental in re-establishing joint commissioning: 
a. Three of the eight Suffolk PCT consortia had agreed to participate in the pilot by January 2008 as had a consortium in Waveney PCT (which covered areas of Suffolk and Norfolk)

b. Each consortium would be focussing, in partnership with local authority services, on preventing hospital admissions and reducing lengths of stay for cohorts of high intensity users
c. Care pathways and associated clinical specifications were being developed as the basis for business cases and tenders (which were to be whole system and outcome based)

d. The new service specifications were seen as a lever for changing provider services.

22. The pilot had faced a number of implementation challenges including organisational overload from managing extensive systems reform agendas simultaneously with creating new structures.
a. Suffolk PCT had been established in October 2006 as a single organisation in place of five smaller ones. It was also dealing with a legacy of substantial deficits 
b. Adult social care had been separated from children’s services and combined community services. 
c. The entire county council was being restructured on a matrix basis from April 2008 
d. NHS re-structuring had caused discontinuities in organisational relationships and joint working was described as having been ‘in deep freeze’ for two years.
e. Past relationships between the NHS and local government had not been the best. The pilot felt it was having to overcome a ‘sense of disillusionment’ about the past and having to ‘start all over again’ 
23. Progress was initially slow but by 2008 was gaining speed. Capacity remained thinly stretched or focussed on other demands but a number of significant developments took place between January and April. This experience increased confidence within the pilot that new care pathways would be implemented by December 2008.
Principal Findings 
24. The call for expressions of interest implicitly assumed the pilots would deliver services leading to observable outcomes for end users by the end of the pilot period (initially December 2007 and subsequently April 2008).This expectation proved to be unrealistic given the combination of past legacies and future challenges.

25. The network was established as a safe environment for learning and development. Differences between sites are understood as the product of variations in context rather than performance as each site embarked on its journey from different points of departure.
Outcomes for users

26. Final judgements about the impact of the pilots on independent living, choice, control and related values will be determined by their outcomes for individuals and cares. The case studies of the pilot sites demonstrated that locality commissioning for such outcomes was each pilot’s central purpose. However, April 2008 was too early for such impacts to be evident.

27. By then, new care pathways were in use only in Hertfordshire, though they had not been extended to all practices and the social care arrangements for self directed support were still under development. Essex had submitted business cases to fund the re-designed intermediate care pathway and, in January 2008, expected them to be in widespread use by the end of 2008. Suffolk expected to be in the same position by March 2009.
28. An initial finding, therefore, is that the pilots were yet to have direct, measureable impacts on their local populations and communities. However, the nature of the implementation task and context any other result would have been remarkable. They did, however, successfully achieve a number of process outcomes and lay the foundations for services which their evidence suggested could produce enhanced final outcomes for local people.

           Process outcomes
29. This finding underlines both the complexity of the policy/delivery chains and the impact of the wider environment in which these delivery chains had to be forged. 
a. Implementation was shaped by local capacity to manage the full range of (not always complementary) national initiatives as much as by the demands of the pilots, themselves
b. In April 2007, the new PCTs were still bedding in and, especially in Essex and Suffolk, local authority officers were sometimes unclear about where and with whom they should engage.
c. The starting point for the Essex and Suffolk pilots was, therefore, one of re-establishing collaborative relationships and structures while building new organisations, managing ‘business as usual’ and, in some cases, waiting for key staff to be appointed
d. The impact of re-structuring was weaker in Hertfordshire. The amalgamation of PCTs into two with a single management team effectively mirrored the established county level joint commissioning arrangements which had been able to continue with comparatively little disruption.

e. The partnerships literature emphasises the importance of mutual understanding, confidence and trust based on long term, continuous relationships.

f. Although the disruption of all those features helped account for the rate of progress in different sites, the pilots and the learning network enabled relationships and understandings to be re-built 
30.  In all three sites, however, the emergence of PBC consortia was turning traditionally bipartite commissioning structures into more complex tripartite ones: 
a. As a result, all parties had additional and substantially unknown sets of relationships to negotiate and navigate.
b. The consortia were still establishing their scope for autonomy and discretion in relation to PCTs

c. As new organisations, they had few established networks with social care. 
d. In effect, the pilots were required to develop and test the capacity and capability of tripartite joint commissioning relationships in a context where critical preconditions for partnership working - mutual confidence and trust – had to be re-built.
31. The consequences of re-structuring were sometimes compounded by the handling of financial deficits (those inherited by the new East of England SHA were among the highest in England):

a.  For example, local authorities had experienced what were described as ‘unilateral cuts’ to joint services leading again to the need to re-build trust. 
b. The imperative to achieve financial recovery also meant that resources were tight for funding re-designed pathways.
c. Local authorities had also experienced financial pressures which impacted on their contribution to joint services.

32. Further complications and challenges arose from the wider systems reform agendas. The pilots were operating at a point of intersection between distinct NHS, social care and local government reforms, each based on the separate values and cultures of the various services as the following paired examples illustrate:
a. self directed support and expert patients
b. personal budgets for individuals and indicative budgets for GPs
c. choice and control or choose and book
d. tighter eligibility criteria and treatment for all within 18 weeks.
33. In addition, relatively little attention was given to the interdependencies between the two sets of systems reform initiatives when they were designed. The new local performance framework and LAAs potentially offered an overarching local structure to coordinate both sets of reforms but it was launched after the pilots began and was little help in of integrating the nuts and bolts of different systems reform agendas. 
34. Seen from this perspective, the pilots were an ambitious initiative. While each of the above factors affected progress, especially at the outset, they were being progressively overcome during the evaluation period. Their major consequence was that the pilots were, in effect, a long way back from the starting post when the network began. Much time was absorbed, therefore, in overcoming fundamental process barriers.

           Commissioning focus

35. The pilots succeeded in maintaining a person-centred focus to commissioning and pathway design. Two had largely completed the latter process between April and December 2007. The third was catching up fast and expected to reach that point in the summer of 2008
.
36. Two pilots had secured real, not token, GP engagement from the outset. In the third, the PCT and council concentrated on re-building their own relationships initially but PBC consortia were now integral to the pilot’s development. All three had shown a commitment to evidence based commissioning, obtaining additional evidence about need, where necessary, seeking out the knowledge base for different interventions and engaging the public more fully.

37. The engagement of primary care in joint commissioning was beginning to generate a number of developments:

a. Person centred commissioning was reinforced by GPs bringing their day to day contact with the public to the heart of the process. Conversely, personal practice was being influenced by  involvement in commissioning
b. Both primary and social care representatives learned more about what each could offer the other’s service users. For example one of the GP leads had added social prescribing to his menu of options 
c. The experience of working alongside each other was leading them to recognise their mutual interest in commissioning care closer to home and in combining resources to provide more appropriate and holistic care. 
d. Champions of closer working between primary care and local government. were emerging and new alliances were being formed 
38. Not all aspects of the pilots were so successful, especially in respect of financial and provider issues:

a.  The intention to devolve an integrated health and social care budget to the Stevenage consortium was not realised. However, this pilot was able to de-fuse potential provider opposition by commissioning it to provide the new pathway for three years.
b. By contrast, the attitude of the main Essex provider was, reported to be one of perceiving the re-designed intermediate care pathway as a threat to its business.
c. Some element of decommissioning is the logical consequence of service and pathway re-design and its consequences for the public as well as providers need to be understood.  However, it has received relatively little attention in official guidance.
d. The pilots did not yet have practical experience of adopting new financial mechanisms across the primary and social care interface. However, each county council was planning to roll out individual budgets in 2008/09 and Suffolk PCT was developing Health Service individual SLAs for testing alongside IBs

e. None of the sites was taking advantage of the flexibilities which allowed GPs to use NHS resources for ‘non-health interventions’ (Ref). When this possibility was raised in one site PCT representatives argued it would be wrong to use ‘health monies’ to subsidise other agencies’ services. 
39. The above findings may be summarised in terms of the outcomes, focus, infrastructure framework as follows

a. The pilots clearly articulated the outcomes they were seeking to attain on behalf of local people. While it was too early for differences in such final outcomes to have been delivered in the three sites, the pilots had been clearly successful in delivering important process outcomes (re-building relationships, mutual confidence and trust, for example).
b. The main focus of their work was and remained that of re-designing services and care pathways. They did not allow the design of cross agency structures and mechanisms to become  ends in themselves
c. Many of the process outcomes can be seen as the ‘softer’ elements of the infrastructure necessary for joint PBC and social care commissioning. Progress was also made in using and developing the relevant evidence bases. However, there may be scope for greater integration of the pilots in mainstream decision making processes.
Commissioning for Health and Wellbeing
The draft guidance had made a very favourable impression and this section interprets evaluation findings in relation to the steps to effective commissioning of most relevance to the pilot at this stage in their development: person centred commissioning; evidence based commissioning; and incentives for commissioning health and wellbeing.
Person centred commissioning
40. The pilots provide clear examples of commitment to person centred commissioning:
a. the starting point for each pilot was the need to improve outcomes. Social care, the PCT and PBC consortia recognised better outcomes for local people could result from working together rather than separately.
b. People centred outcomes were generally expressed in terms of independent living, choice and control across all aspects of an individual’s life and relationships.
c. Joint commissioning was regarded not as an end in itself but as the means to achieve the outcomes identified, to design the services required and to deliver the pathways agreed. 
   Evidence based commissioning

41. The pilots were underpinned by data on need and evidence about the effectiveness of service design and delivery:
a. Each locality was in the process of developing its Joint Strategic Needs Analysis and this provided a context for the pilot work.
b. Each of the pilots was seeking to understand  better the extent and structure of needs and service use by the re-analysis of current data and use of instruments such as PARR
c. One locality commissioned user and carer groups to conduct surveys of need and service use to complement regular information collections and patient records.
d. In some cases, literature searches were instituted and evidence based service components and models were identified 
e. Two pilots had pre-existing protocols for information sharing at the individual level. Its absence in the third was a constraint on progress.
f. Each site recognised that commissioners and providers would be reluctant to release resources in the absence of good evidence
   Incentives for commissioning health and wellbeing.

42. The incentives identified by the draft guidance for commissioning health and wellbeing included: ‘using Local Area Agreements; using contracts; pooling budgets; and using the flexibilities of direct payments and practice based commissioning.’
a. The improvement of user outcomes was itself, a powerful    incentive for developing the joint pilots. The policy emphasis on independent living and care closer to home helped sustain shared visions for service re-design and the experience of working together further reinforced them.
b. Existing joint commissioning posts and processes in Hertfordshire greatly supported its pilot, as did the established joint budget and integrated mental health service.
c. The Hertfordshire experience underlined the disincentives and barriers re-structuring created elsewhere. However, the need to re-build relationships was an incentive to establish the pilots in Essex and Suffolk.
d. All the sites had joint agreements of some kind, including the project initiation documents and agreements with CSIP to participate in the learning network. Such agreements operated within the wider LSP/LAA frameworks, which was a particularly strong influence in Suffolk.
e. Pilots identified the CSIP network and timetables as incentivising their activities by creating peer and public pressures to succeed.
f. Demographic and financial pressures also provided incentives for joint commissioning.
g. Financial flexibilities associated with PBC did not appear to have incentive effects but the need to align personal/individual budgets in social care with new care pathways created imperatives for joint working.
 Joint Commissioning for People and Systems
43. Commissioning takes place at different levels in the policy-delivery chain. Most of the pilots’ activities have been conducted at the PCT and local authority strategic commissioning level where the re-design and procurement of pathways and services takes place. The pilots’ work suggests there are real benefits from engaging PBC consortia at this level.
44. Better outcomes for individuals depend on integrating services for individuals as well as service re-design. Historically, these dimensions of joint working have been the focus for joint commissioning and multidisciplinary teamwork at macro and at micro levels, respectively. Personal budgets will shift purchasing power to the micro or individual level. 
45. Integrating PBC and social care commissioning has the potential not only to strengthen commissioning at both levels but also to promote integration between them through the adoption of care pathways as the basic unit for service re-design. Despite some earlier reservations about an overconcentration on the medical model and acute episodes of care, the pilots had accepted care pathways as a valuable tool for whole systems re-design as well as integrating responses to individual needs. 
46. It is necessary, however, to re-conceptualise care pathways as ‘end to end’ or ‘home to home’ pathway planning to maximise this contribution to joint commissioning at and between different levels of the policy process. The concept envisages that whole systems commissioning:
a. starts with individuals living independently in their communities with high levels of health and wellbeing ,
b. sees them protected from risks to the continuation of that situation

c. provides support, treatment and care as close to home as possible when they are exposed to those risks
d. supports their subsequent resumption of independent living and integration in the life of their communities as quickly and as fully as possible
47. Thus home to home pathway planning extends joint commissioning between health and social care to primary care, public health and the corporate responsibilities of local government for wellbeing, social inclusion and sustainable communities. In addition, integration at the ‘whole person’ as well as whole systems level requires managing the interface between different approaches to the devolution of purchasing power by and on behalf of individuals. Essex synchronised its IB roll out with the new intermediate care pathway in preparation for the implementing the whole person phase of its pilot. Hertfordshire and Suffolk were beginning similar approaches.

48. Conceptually, the joint commissioning for whole systems and whole people can be summarised as follows:

a. Whole systems joint commissioning at the strategic level based on end to end pathway planning and other forms of service design and re-design. From a PBC/social care perspective its critical feature is that it is a tripartite process. Its underlying philosophy is to support independent living and the exercise of choice and control within inclusive and sustainable communities.
b. Whole person joint commissioning through which individuals and their carers exercise choice and control over their support, treatment and care to improve or maintain their health and wellbeing. As IBs develop in health and social care, it will call for the following joint approaches:

i. Social care IBs
 integrated/aligned with ‘mainstream’ NHS forms of assessment and case management
ii. Social care IBs integrated/aligned with ‘GP flexibilities’ to commission ‘non health interventions’ and create an actual or virtual joint resource allocation
iii. Social care IBs integrated/aligned with NHS IBs (known        as ‘patient held budgets’ in East of England SHA) to create an actual or virtual  joint resource allocation
iv. NHS IBs integrated/aligned with traditional social care forms of assessment and case management
49. The national evaluation of IB pilots will, no doubt, identify challenges in managing their interface with the NHS including, for example, implications for continuing care and cost shunting. 
a. Successfully meeting these challenges is an urgent task as all councils are required to make some form of up front individual resource allocations or budgets by April 2009. 
b. In some parts of EOE, the roll out of IBs, and hence the need for proactively managing their interface with traditional forms of NHS assessment and case management, will be almost immediate. 
c. The opportunities for integrated resource allocations (whether real or virtual) will need proactive development and management.

d. The three pilots will increasingly be tackling some of these interfaces as they move into their whole person commissioning phase. 
50. The pilots have made significant progress in addressing barriers to strategic joint commissioning. They now have the opportunity to integrate those developments with the enhancement of choice and control by individuals across the health and social care boundary.
Conclusions
51. The pilots have participated in a journey towards locality commissioning for improved health and wellbeing outcomes through whole systems re-design and the personalisation of service delivery. A number of features of that journey can be highlighted from the sites’ most recent updates: 
a. The end of stage one is in sight:
i. By March 2008, they had made substantial steps towards completing the first of two phases of joint commissioning: the strategic whole systems level of pathway and service re-design

ii. Aspects of phase one were still under development, including finance and the integration/alignment of devolved purchasing power

iii. Phase two, implementing whole person joint commissioning had yet to begin but the sites were increasingly confident that they had laid promising whole systems foundations in phase one

b. Progress has been less rapid than initially anticipated:

i. In effect, the sites had to reach base camp before they could begin their journeys

ii. The impact of re-structuring and financial deficits had disrupted previous relationships and considerable efforts were required to re-build them
iii. Effective partnerships depend on trust and continuity of relationships, two characteristics of NHS and local government relationships which have been most challenged in the recent past

c. Joint commissioning was but one of many demanding journeys the sites were called on to undertake simultaneously

i. Both the NHS and local government are engaged in far reaching systems reform as part of the transformation of government agenda.
ii. Internal organisational demands tended to take precedence over re-building external relationships, especially in circumstances where capacity was stretched. 
iii. Systems reform in the two services has some common starting points and destinations. However, key initiatives have been designed separately from each other and reflect their different culture, thereby adding to the barriers locality joint commissioning must overcome
iv. Self directed support and PBC were largely untested and under-developed aspects of systems reform. It has been necessary to understand and overcome the challenges they present each system before opportunities at the interface between them can be fully realised.
d. Systems reform also creates opportunities for new approaches to locality joint commissioning:
i. The NHS and local government seem to be oriented to a similar journey and destination, independent living based on health and wellbeing, choice and control

ii. The wider corporate responsibility of local authorities for  promoting health and wellbeing in sustainable communities (including leadership of LSPs and the new LAAs) contributes to reaching that destination, as does the emphasis on primary care and public health in th e NHS
iii. Although PBC is still developing, the contribution of primary care to a new tripartite joint commissioning partnership is showing real potential in more integrated pathway and service re-design as well as more integrated responses to need at the individual level.
iv.  A key interface between self directed support and PBC is the point where the individual systems commit funds to individual people. Managing this interface creatively is a major opportunity to deliver holistic care and support based on choice and control

v. The national roll out of individual budgets (social care) creates incentives for innovation in joint commissioning at the micro (individual) level including its alignment  with PBC flexibilities throughout the country and with patient held budgets in EOE

.

52.  The pilots were poised to embark on a second stage of development and implementation that could see the achievement of significant enhancements to micro level joint commissioning. Some of the key lessons from that journey are summarised in Figure 2 ‘Lessons Learned’. In addition, further rounds of interviews in September and December/January will reveal how far they have been able to build on the foundations described here and begin to make significant differences to the choices and opportunities of their local populations 

Figure 1: Lessons Learned
1. Influence of the Past

a. The path towards the integration of NHS and local authority commissioning was dependent on local contexts and histories

b. Its foundations were those of mutual confidence, trust and understanding which, in turn, depended on some degree of continuity in organisational and personal relationships

c. Where core organisational deliverables depend on external as well as internal relationships, the impact of such discontinuities should be factored into the case for reorganisation and its implementation.

d. Restructuring drew organisations into a period of inward looking activity, fractured established relationships and disrupted many (but not all) external partnerships for commissioning and service delivery

e. These consequences were predictable and should be an essential focus for post re-structuring development programmes and the setting of realistic delivery targets

f. In this context, an initial emphasis on basic process outcomes was a necessary pre-condition for working towards user outcomes

2. Understanding the Task

a. PBC and social care commissioning are, as yet, imperfectly understood and relatively underdeveloped aspects of systems reform which have been initiated separately within the NHS and local government, respectively.

b. It has been necessary to understand and overcome the internal challenges each presents their own system before opportunities at the interface between them can be fully realised.

c. The pilots sought to join up ‘on the ground’ separate sets of commissioning arrangements which had not been designed with that purpose in mind but which were, in practice, operating in areas of interdependence. 

d. Underdeveloped systems are poor foundations for integrated working but the process of seeking to bridge the two systems can help to strengthen the internal structures on which integrated approaches must rest.

e. There is a continuing need to map and understand this interface in terms of its opportunities and challenges for improving health and wellbeing outcomes in local settings.

f. Basic understandings of the two approaches, their areas of interdependence and how they might be more effectively integrated are also continuing learning and development needs nationally, regionally and locally.

3. Shaping the Solutions

a. Such learning could be promoted by the adoption of concepts and frameworks which have been explored and refined through the pilot programme.

b. The outcomes, focus, infrastructure framework is a helpful way of structuring approaches to integration.  It provides a framework for linking person centred commissioning with pathway and service re-design underpinned by appropriate knowledge, skills, resources and structures for the realisation of identified outcomes.

c. The re-conceptualisation of care pathways as ‘end to end’ or ‘home to home’ pathway planning provides a more holistic framework for engaging and bridging;
i. Prevention, care, treatment and reablement
ii. Acute services, primary care and public health
iii. Social care and other local authority responsibilities for inclusion and wellbeing
iv. The NHS, local government and independent sectors 
d. Joint commissioning between PBC and social care for person centred outcomes should operate at and between different levels of whole systems working

i. Whole systems strategic (macro) commissioning

ii. Whole person individual (micro) commissioning

e. The nature and form of the latter depends on the how arrangements for personalisation and individual budgets are being implemented locally in the NHS and local government. At least four sets of inter-relationships are possible at the level of individuals receiving both NHS and social care resources   
i. Social care ‘IBs’ integrated/aligned with ‘mainstream’ NHS forms of assessment and case management

ii. Social care ‘IBs’ integrated/aligned with ‘GP flexibilities’ to commission ‘non health interventions’ and create an actual or virtual joint resource allocation

iii. Social care ‘IBs’ integrated/aligned with NHS ‘IBs’ to create an actual or virtual  joint resource allocation

iv. NHS ‘IBs’ integrated/aligned with traditional social care forms of assessment and case management

f. Understanding and managing these different forms of interrelationship between NHS and local authority arrangements for personalised resource allocation is a significant priority for developmental, learning and research programmes.
g. The implications of and interrelationships between social care ‘IBs’ and the NHS is an urgent and immediate priority as the former are rolled out across England as a whole. 
�   Technically a social care only IB is termed a ‘personal budget’ (PB) and the term IB should be reserved for budgets in which social care and other resource streams are combined. As this distinction was post dates the initiation of the pilots, and for the purposes of simplicity, the term IB is used generically here to cover all such possibilities 
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