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practice changing practice

framework was developed that covered  
all PCT commissioned services, which 
include acute hospitals and foundation 
trusts, community services, mental health, 
primary care (general practice, dentistry and 
pharmacy), out of hours and prisons. 

The plan was to agree quality schedules 
with providers to gain assurance that  
the health services commissioned from  
these providers were of an acceptable 
standard. Areas that required improvement 
could then be identified early and action 
taken to drive up quality. The approach  
was to adopt a culture of continuous  
service improvement.

In a bold step for the PCT board, it 
decided that schedules would be developed 
with providers and that performance would 
be assessed by a committee comprising 
representatives from both bodies.

Setting standards collaboratively with 
providers helps ensure that relevant data can 
be produced to support the standard and 
that they are engaged with the process. Every 
year the standards are revised and updated, 
more recently through Commissioning for 
Quality and Innovation (CQUIN) 
(Department of Health, 2008a).

The schedules developed assess quality 
performance in four domains (Maxwell, 
1984) (Fig 2). Each incorporates quality 
measures, including infections (number of 
MRSA and C. difficile infections), surveys or 
questionnaires, number of deaths, number 
of serious incidents and patient reported 
outcome measures.  

Choosing the right standards is important. 
There is a lot of data available, but only by 
selecting the right data to analyse will it be 
possible to judge the provider legitimately 
and provide assurance to the PCT board and 
ultimately the SHA. 

In the early stages, the PCT looked 
externally to see how Bupa and other 
independent healthcare companies assessed 
quality. It concluded that, even though it 
had a legitimate role to ask about quality, it 

running clinical teams and in managing the 
quality of patient care wherever it is 
provided, including community settings, 
hospitals and nursing homes.

The value of having doctors – especially 
GPs – involved in commissioning is well 
recognised, because of their clinical expertise 
and extensive contact with patients. While 
some of what nurses can offer is similar, they 
have complementary expertise to medicine, 
often due to their broader range of 
experience in diverse settings.

World class commissioning competencies 
focus on clinical engagement, and it is  
vital that nursing professions do not  
become marginalised in commissioning 
processes. Involvement of clinical leaders  
is vital to inform the medical and  
healthcare pathway. 

Derbyshire County PCT quality team  
has a broad range of experience and has 
worked in many different settings. The  
team has experience of seeing how a  
patient care pathway works well or not  
so well, which helps in identifying and 
resolving problems.

Nurses are effective executive players and 
corporate leads because they are used to 
working in the culture of large hospitals and 
community teams. Box 1 outlines the team’s 
range of skills and experience.

Developing quality 
schedules
During Derbyshire County PCT’s first year, 
a lot of time was spent determining what was 
meant by quality and getting the right people 
in place to lead and develop the approach 
with a clear set of objectives.

A set of key defining principles on quality 
was developed with the commissioning 
directorate (responsible for procurement 
and contracting) to encourage engagement 
across the organisation (Box 2, page 22).

During 2007-08 a commissioning 

Box 1. Team skills
 Ability to build rapport with patients  

and carers, clinical leadership and leading 
clinical teams.

 Teamwork and political acumen.
 Information analysis and performance 

management.
 Investigation skills.
 Ability to influence and act as patient advocate.
 Able to facilitate across teams within the 

organisation.
 Change and improvement skills.
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was important not to add to providers’ 
bureaucracy, so the focus has been on  
using information already collected  
where possible, such as data on  
healthcare standards, healthcare associated 
infections and incident reporting.  
However, extra information is requested 
where necessary, and reviewed on an 
as-needed basis.

Providers are required to present evidence 
to show that each of the standards in the 
schedule is being met, which is reviewed by 
the joint committee. A quality score is 
produced summarising performance in  
each domain, so the provider and PCT  
know whether performance is  
acceptable or whether further  
improvement is required. 

The approach varies for different contracts 
to reflect different providers, services and 
specific circumstances. The preferred  
model is to have a supporting quality 
monitoring group involving clinicians,  
but quality of care and patient safety will 
always be discussed within the contract 
management board or quality group.  
A partnership approach has been  
essential as sometimes there is  
“nervousness” about sharing information 
and why the PCT needs it.

Community services
Quality schedules were first implemented in 
community services. At that time the PCT 
was the provider of these services, but now 
that function has been developed into an 
arms length service called Derbyshire 
Community Health Services. This area of 
care was selected to pioneer the approach 
because it meant the PCT was able to look  
in depth at what the experience had been 
like on both sides – as a commissioner  
and provider.

At the end of the first year it was 
challenging, as the community services  
had been unable to provide the necessary 
evidence to demonstrate the quality 

fig 2.  four quality domains   
Equitable services:
Services that are accessible provided in a timely fashion 
and designed to meet need

Safety and effectiveness:
Services based on best practice evidence (for example 
high quality research or expert guidance) and where 
safety systems work well to protect patients from harm

Service user involvement:
Responding effectively to feedback from service users 
(for example complaints, surveys) and actively seeking 
service user involvement in the design and planning  
of services

Outcomes:
Services that can demonstrate good outcomes from their 
care using information from patients, mortality data or 
outcome measures performed by clinicians 

Source: Maxwell (1984)


