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Part 1: Introduction

1.1

1.2

This report seeks to review, and make recommendations to improve, the
transition to and operation of the clinical commissioning consortia that is
being established in Southwark as part of the national government’s changes
to the National Health Service (NHS) in England. These changes will be
enacted under the Health and Social Care Bill which is currently before the
House of Lords at Committee Stage.

Whilst sub-committee members have some reservations about the
fundamental proposals contained within the bill and the potential detrimental
impact on NHS services in Southwark it is beyond the remit of this sub-
committee, or Southwark Council, to stop them. Therefore this report seeks to
investigate and make recommendations to enable the changes to work as
well as they can in Southwark. The overriding concern of sub-committee
members is the provision of high quality healthcare provision that meets the
needs of Southwark’s population and continual improves.

Scope of the Review
A review into the establishment, transition to and operation of a Clinical
Commissioning Consortia in Southwark following changes to the NHS

brought about by the government’s Health & Adult Social Care Bill.

The review focused on:

i) Transition to the Consortia;

ii) Impact of Cost Savings on Patient Care;
iii) Conflicts of Interest and,;

iv) Contract Management

This review seeks to influence Southwark Council, the Southwark Clinical
Commissioning Consortia, the SE London PCT Cluster, the (to be created)
Health & Wellbeing Board, NHS London and central Government.



Part 2: Scrutiny of Establishment of Southwark Clinical Commissioning
Consortia

Southwark Clinical Commissioning Consortia (SCCC)

21 The SCCC gave evidence to the sub-committee on 29 June and 5 October
2011, in addition the sub-committee Chair attended a SCCC public meeting in
July and the NHS Southwark AGM September. The sub-committee
welcomes the open approach taken by SHC towards the scrutiny process and
hopes that the recommendations contained within this report are received
with the same openness.

2.2 Dr Amr Zeineldine (Chair SHC) and Andrew Bland (Managing Director
Southwark Business Support Unit) gave evidence to the sub-committee to
explain the transition to the consortia, the impact of cost savings (QIPP) on
patient care and at the sub-committee’s request the SCCC provided further
clarification of its conflict of interest policies.

Consortia Background:

2.3 Southwark Health Commissioning was granted Pathfinder status in the first
wave of GPs in England to have been selected to take on commissioning
responsibilities. Pathfinders are working to manage their local budgets and
commission services for patients alongside NHS colleagues and local
authorities. The new commissioning system has been designed around local
decision making and Southwark Health Commissioning believe that this will
lead to more effective outcomes for patients and more efficient use of
services for the NHS. GP Commissioning is not new in Southwark.
Southwark’s General Practices have worked together as a commissioning
group since the beginning of 2007 when the Southwark Practice Based
Commissioning Leads Committee was established. Local GPs have a record
in commissioning and service redesign. Under existing arrangements GPs
have been involved in the planning of several major areas of patient care
such as outpatients, walk-in centres and local community services. Southwark
Health Commissioning has the support of local GPs and doctors’
representatives and the Local Authority and will begin testing the new
commissioning arrangements to ensure they are working well before formal
delegation in April 2013.

2.4  Southwark Health Commissioning consists of a Board of eight GP members,
four from the South of the borough and four from the North. The SCCC is
chaired by Dr Zeineldine who is also a member of the PCT Board. The
current SCCC membership brings together the senior management team of
the Southwark Business Support Unit, the Non Executive Directors (NEDs) of
the Board with responsibility for Southwark and the consortium leadership
team who represent their constituent practices. All of the above constitute the
voting members of the SCCC, in which the eight clinical leads hold a majority.
Other non-voting members include Adult Social Care, King's Health Partners,
a nurse member, a Southwark LINk representative and a representative of
the Southwark Local Medical Committee.

2.5 Whilst the previous Primary Care Trust structure was not perfect and did have
a democratic deficit, the sub-committee is concerned by the closed nature of
commissioning consortia as set out by government, as the only people who
can be guaranteed to sit on the board are local GPs. Whilst this may bring
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benefits it is also worrying that there is only a relatively small pool of people
from which lead GPs can be elected (and indeed take part in election). This is
not a criticism of existing GP leads but is made to highlight potential problems
that could develop in the future and to try and mitigate against these. It is
understood that Southwark Health Commissioning has co-opted members
onto its board which is a welcome step. The sub-committee recommends that
this practice of co-opting members onto its board continues in the future to
broaden the range of experiences available when making commissioning
decisions.

Due to the controversial nature of the changes being made by national
government it is vital the consortia builds trust with the resident population,
council and other local providers and organisations. It is also important for
patients to feel that they are being listened to, as David Cameron has said “no
decision about me, without me”. Therefore the sub-committee urges that a
culture of listening and consultation with patients is developed and built upon
to ensure that they remain front and centre in commissioners minds. Initial
steps have already been taken by SHC, which are to be welcomed, however
this must continue.

Southwark Health Commissioning 2011/12 business plan outlines the
trajectory for delegation, whereby SHC takes on responsibility for
commissioning (i.e. spending taxpayer’s money). The timetable for delegation
can be found at appendix 1; essentially by January 2012 SHC will be
responsible for a budget of £421million which is ¢.80% of total NHS spend in
Southwark. Nationally GP-led consortia will be responsible for spending
£80billion on an annual basis; this represents 80% of total NHS spending. It is
critical the people responsible for spending this money have comprehensive
structures to deal with conflicts of interest and prevent possible
misappropriation of tax-payers money.

Conflict of Interest

The sub-committee agreed to look at SCCC’s conflict of interest policy and
their contract management arrangements. SCCC’s current conflict of interest
policy can be found at appendix 2. Sub-committee members feel that while
these measures are a good starting point they are not rigorous enough. There
are potential conflicts of interest that will arise for GPs in their new role as
commissioners. GPs bidding as providers who are also commissioners is a
key tension in the new arrangements set out by national government. As
mentioned above the SCCC and NHS SE London are already looking at how
conflicts of interest could be managed locally, but guidance should be set out
nationally on how such conflicts are managed.

It is important that GP commissioners are trained in governance -
understanding that role and the distinct functions of governance are part of
the development work being undertaken by NHS SE London and the SCCC.
From 2013 GPs will be managing the dual role of running small businesses
and being an officer on a commissioning body. It is recommended that such
training continues and a programme of ‘refresher’ training and sharing
experiences and best practice from other public bodies and clinical
commissioning groups takes place.
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In addition, given the importance of the SCCC’s work and the vital need for
transparency to build public confidence in the new arrangements and to allow
proper accountability the sub-committee recommends the following:

a) Allinterests are declared at the beginning of each meeting (either SHC,
SCCC or sub-committees), as opposed to the current practice of simply
noting the register of interests and declaring new interests.

b) Meetings of the SCCC where commissioning decisions are discussed or
taken should be held in public, as opposed to the current system whereby
every other meeting is held in private. A similar model to the council
should be adopted where by any ‘closed items’ can be discussed in
private, but minutes of the non-public part of the meeting should be
published.

c) Minutes of such meetings should be made available within two weeks of
the meeting and be published online in an easy to find location.

d) The register of interests should be updated within 28 days, of a change
occurring.

e) Southwark’s health & adult care scrutiny sub-committee should review the
register of interests on an annual basis as part of its regular work plan and
a report be submitted to the Health and Wellbeing Board, Southwark
HealthWatch, SHC Chair and the local press.

f) If a member declares a material conflict of interest they should absent
themselves from that part of the meeting and remove themselves from the
room.

g) Under the SHC’s existing conflicts of interest policy under ‘Related
Parties’ a new category be added of ‘close friend’.

h) In line with best practice a new clause be added to the SHC/SCCC’s
conflict of interest policy to emphasise: “That a member in possession of
material none public information that could affect the value of an
investment must not act or cause others to act upon that information”.

King’s Health Partners

On 5 October 2011 the sub-committee took evidence from Professor John
Moxham, Director of Clinical Strategy for King’s Health Partners (KHP). KHP
is an Academic Health Sciences Centre (AHSC), which delivers health care to
patients and undertakes health-related science and research. This type of
organisation is fairly common amongst the leading hospitals and universities
around the world. KHP is one of the UK’s five AHSCs. It brings together a
world leading research led university (King’s College London) and three NHS
Foundation Trusts (Guy’s and St Thomas’, King’s College Hospital and South
London and Maudsley). Their aim is to create a centre where world-class
research, teaching and clinical practice are brought together for the benefit of
patients. They aim to make sure that the lessons from research are used
more swiftly, effectively and systematically to improve healthcare services for
people with physical and mental health care problems. At the same time as
competing on the international stage, their focus remains on providing local
people with the very best that the NHS has to offer. The aim is for local
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people to benefit from access to world-leading healthcare experts and clinical
services which are underpinned by the latest research knowledge. There will
also be benefits for the local area in regeneration, education, jobs and
economic growth.

Professor Moxham explained to the sub-committee the importance of
integration and collaboration for KHP to improve patient outcomes. Within
KHP there are 21 ‘Clinical Academic Groups’ (see appendix 3) that integrate
services across the partners, this pulls together knowledge, experience and
expertise across the different hospitals and leads to better patient outcomes.
There are four main streams to this integration:

1) Integrating Services across the partners

2) Integration of clinical service with academic activity
3) Integrating mental and physical health

4) Integration of core patient pathways

He explained to the sub-committee that this level of integration, to improve
patient outcomes, is reliant on collaboration between all parts of the local
health system, and indeed the local authority. Sub-committee members have
concerns that the introduction of private providers into this system through
‘Any Qualified Provider’ could have a detrimental impact to the development
of KHP and the continual improvement of health outcomes for our residents.
This concern is based on the reality that private providers are in part
motivated by profit (which is wholly understandable) and that if collaboration
was not deemed to be in their business interests then further integration and
improvement of patient outcomes could be jeopardised. Therefore the sub-
committee recommends that the SCCC’s tendering process for any service
includes standard clauses in the contract to ensure collaborative working and
integration continue to take place. It is further recommended that the SCCC
develops such clauses with KHP and the local authority.

King’s College Hospital and Guy’s and St Thomas’ Hospital Trusts

Sub-committee members visited both hospitals (a visit to SLaM is being
organised) and met with the Chief Executive and Chair of KCH and the Chief
Executive of GST. Members also saw the Specialist Stroke Unit and A&E at
KCH and the A&E at GST. The sub-committee would like to thank both
hospitals for hosting members and shining a light on the work that they do.

At KCH it was clear the hospital excels in certain types of treatment and care,
for example Paediatric Liver Transplants, Neuro-Sciences and Stroke Care.
At GST it was also clear that the size of the trust allows cross-working
between types of clinician that leads to innovative forms of treatment for
patients. As discussed in more detail above King’s Health Partners is driving
such integration and collaboration even further which is to be commended.

At KCH concerns were raised by management that if income streams were
removed (i.e. other providers were commissioned by the SHC) then the
financial viability of KCH would be put at serious risk. This is a serious
concern of the sub-committee, as it would be unacceptable for the
specialisms and work of any acute trust and KHP to be put at risk as this
would be detrimental to serving the health needs of the local population. This
is not to say KCH (and GST and SLaM) should not be challenged to deliver
more cost efficient forms of care, but that the viability of the institutions should
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not be put at risk. Therefore the sub-committee recommends to the SCCC
that they:

a) That all publically funded commissioners of healthcare including the CCG
and local authority consider the wider effect of commissioning outside the
NHS on the long-term viability of public providers.

b) That anything other than minor commissions outside the NHS are referred
to the Health and Wellbeing Board (HWB) and the Health and Adult Social
Services Scrutiny Sub-Committee (HASSC) for consideration and should
be deemed a ‘substantial variation’ and be submitted to the Health & Adult
Social Care Scrutiny Sub-Committee for scrutiny, including outsourcing.

c) The sub-committee requests further clarification from the Department of
Health (DH) relating to the legal issues around ‘substantial variation’
raised by these changes. As legally this appears to be a ‘grey area’.

d) The HWB and Monitor should maintain a close watching brief on private
providers to note and respond to any trends that suggest that private
contractors are 'cherry-picking' particular contracts. Such activities may
lead to disparity between groups of patients and undermine public
provision.

e) As a contractual obligation all providers should be subject to scrutiny by
the Health & Adult Social Care Scrutiny Sub-Committee just as NHS ones
currently are.

Impact of Cost Savings on Patient Care

In addition to the changes to NHS Commissioning described above the
government has also required the NHS to make total savings in England of
£20billion,at a time when Southwark’s population is increasing by 2% per
annum. The impact of these savings on patient care in Southwark has been
included in this report to highlight potential problems and areas of pressure
within the system.

NHS Southwark Performance:

A full breakdown of performance data for Southwark can be found at
Appendix 4 (taken from Southwark NHS’ Annual Report 2010/11. This shows
an underperformance for the 18 week waiting time target, it also shows
worryingly high failures to meet targets for Breast Screening, Cervical
Screening, Smoking Quitters and immunisation of children — particularly those
aged 5. Additional areas of concern are alcohol consumption, sexual health
and childhood obesity, currently at 25.7% of year 6 pupils (age 11-12). We
will have to await next year’s report to assess performance for the current
financial year. Failure to improve on these targets would be of deep concern
to the sub-committee.

Given the importance of integration and collaboration across the local health
system and the importance of preventative public health, and the fact that
those duties are moving across to the local authority, it is recommended that
the Health & Adult Social Care Scrutiny Sub-Committee in the next municipal
year (i.e. from May 2012) conducts a review into Public Health.
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Contract Management

With delegation of budgets to the SCCC comes responsibility for making
commissioning decisions and tendering contracts. This may be self-evident
but is worth highlighting and dwelling upon. The SCCC currently uses the
expertise of Southwark PCT’s Business Support Unit (BSU) who provide
them with commissioning support. In April 2013 SCCC will be able to decide
who provides this commissioning support in the future.

One of the unfortunate consequences of central government’s changes has
been the breaking of the very close working between Southwark PCT and
Southwark Council. In the immediate future the working relations developed
between BSU and SC staff will almost certainly remain, however, in the future
these working relationships may erode as they are not formally codified as
they were in the past. This could lead to a lack of integration at all levels of
both organisations which could impede improvement in health outcomes for
Southwark’s residents. The sub-committee therefore recommends SHC and
its BSU (whoever that may be in the future) work closely with the local
authority to integrate their work as closely as possible across public health,
adult social care and the council’s other services (in particular housing).

As part of the move to ‘Any Qualified Provider’ it is more than likely that at
some stage a private provider will be commissioned to deliver health services
in some form in Southwark. Given the mixed experience that parts of the
public sector have had with private providers (e.g. Southwark’s Housing
repairs service and call centre) it is imperative that SCCC take a robust
approach to contract management, both in drawing contracts up and in
monitoring them when signed.

The recent experience and problems caused by the collapse of Southern
Cross care homes and the levels of poor care provided at other privately run
homes should act as stark warnings to health care commissioners. It took
several years for their flawed business model to be exposed (when market
conditions changed). To avoid any repeats of this in the health care system
the sub-committee urges the SCCC to introduce and use as a matter of
course standard clauses, in any contracts it signs with providers, that ensure
information is provided on the financial position of the provider on a quarterly
basis and that robust monitoring of satisfaction amongst patients placed with
those providers takes place.

There have been previous instances of tendering out NHS services, for
example in April 2004 it became possible to outsource primary care out of
hours services to independent commercial providers. John Whitting QC, a
specialist barrister in clinical and general professional negligence, has
reviewed the subsequent CQC and DH reports and inquiries into this and in
June 2011 stated that:

“It identified staffing levels that were potentially unsafe, significant failures of
clinical governance caused directly by overly ambitious business growth and
failures to investigate or act upon serious adverse incidents. The CQC
chairman concluded that ‘the lessons of these failures must resonate across
the health service’.” (John Whitting QC, New Statesman, 23/06/2011)



2.25 The sub-committee recommends that SCCC works closely with Southwark
Council, NHS London and other Clinical Consortia to learn lessons from past
experiences and develop a strong contract management function as part of
their organisational abilities. The details of this arrangement should be for the
SCCC to decide, but contract management and effective monitoring must not
be an afterthought in any potential tendering process but at the centre.



Part 3: Conclusions and Recommendations

3.1

In summary, the sub-committee’s recommendations are listed below, the
body which the sub-committee is seeking to adopt the recommendation is
italicised in square-brackets at the end of each one.

Recommendation 1

That the practice of co-opting members onto the SCCC’s board continues in
the future to broaden the range of experiences available when making
commissioning decisions. [SCCC, NHS SE London]

Recommendation 2
Given the importance of SCCC’s work and of the vital need for transparency
to build public confidence in the new arrangements:

a) All interests are declared at the beginning of each meeting (either SHC,
SCCC or sub-committees), as opposed to the current practice of simply
noting the register of interests and declaring new interests.

b) Meetings of the SCCC where commissioning decisions are discussed or
taken should be held in public, as opposed to the current system whereby
every other meeting is held in private. A similar model to the council
should be adopted where by any ‘closed items’ can be discussed in
private, but minutes of the non-public part of the meeting should be
published.

c) Minutes of such meetings should be made available within two weeks of
the meeting and be published online in an easy to find location.

d) Declarations of Interest are recorded at the beginning of meetings and
recorded in sufficient detail in the minutes.

e) The register of interests should be made public by being published online,
in an easy to find location. To avoid confusion the SCCC should use
consistent terminology when referring to declarations of interest and the
register of interests.

f) Southwark’s HASC committee should review the register of interests on
an annual basis as part of its regular work plan and a report be submitted
to the Health and Wellbeing Board, Southwark LINk/HealthWatch, SCCC
Chair and alert the local press.

g) If a member declares a material conflict of interest they should absent
themselves from that part of the meeting and remove themselves from the
room.

h) Under the SHC'’s existing conflicts of interest policy under ‘Related
Parties’ a new category be added of ‘close friend’.

i) The SCCC ensures there is a non-executive non-GP ‘Conflict of Interest
Lead/Tsar on its board and amends it’s constitution accordingly.

i) Inline with best practice a new clause be added to the SHC/SCCC'’s
conflict of interest policy to emphasise: “That a member in possession of
material none public information that could affect the value of an
investment must not act or cause others to act upon that information”.

k) The SCCC should develop a comprehensive policy for handling and
discussing confidential information.

[) In the interests of transparency, the SCCC should publish the results of
election ballots for the 8 lead GPs, in addition they should publish full
details of the ballot process and who conducts the ballot.

[All of the above — SCCC/NHS SE London]

10



Recommendation 3

That the SCCC'’s tendering process for any service includes standard clauses
in the contract to ensure collaborative working and demonstrate that
integration will continue to take place. It is further recommended that the
SCCC develops such clauses with KHP and the local authority. [SCCC, NHS
SE London and Southwark Council]

Recommendation 4

That all publically funded commissioners of healthcare including the CCG and
local authority consider the wider effect of commissioning outside the NHS on
the long-term viability of public providers. [SCCC, NHS SE London and
Southwark Council]

Recommendation 5

That anything other than minor commissions outside the NHS are referred to
the Health and Wellbeing Board (HWB) and the Health and Adult Social Care
Scrutiny Sub-Committee for consideration and should be deemed a
‘substantial variation’ and be submitted to the Health & Adult Social Care
Scrutiny Sub-Committee for scrutiny, including outsourcing . This process will
consist of a brief monthly update setting out the proposed changes with a
summary of the anticipated change, including its scale, impact and any
community sensitivities. The sub-committee will then consider if any of these
warrant a ‘Trigger Template’ being filled out.

Recommendation 6

The sub-committee requests further clarification from the Department of
Health (DH) relating to the legal issues around ‘substantial variation’ raised by
these changes. As legally this appears to be a ‘grey area’. [DH, via Health &
Adult Social Care Scrutiny Sub-Committee]

Recommendation 7

The HWB and Monitor should maintain a close watching brief on private
providers to note and respond to any trends that suggest that private
contractors are 'cherry-picking' particular contracts. Such activities may lead
to disparity between groups of patients and undermine public provision. [HWB
and Monitor through Health & Adult Social Care Scrutiny Sub-Committee].

Recommendation 8

As a contractual obligation all providers should be subject to scrutiny by the
Health & Adult Social Care Scrutiny Sub-Committee just as NHS ones
currently are. [SCCC, NHS SE London, Southwark Overview & Scrutiny
Committee].

Recommendation 9

Given the importance of integration and collaboration across the local health
system and the importance of preventative public health, and the fact that
those duties are moving across to the local authority, it is recommended that
the Health & Adult Social Care Scrutiny Sub-Committee in the next municipal
year (i.e. from May 2012) conducts a review into Public Health. [Health &
Adult Social Care Scrutiny Sub-Committee].
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Recommendation 10

That SCCC and its BSU (whoever that may be in the future) work closely with
the local authority to integrate their work as closely as possible across public
health, adult social care and the council’s other services (in particular
housing). [SCCC, NHS SE London, Southwark Council].

Recommendation 11

That SCCC works closely with Southwark Council, NHS London and other
Clinical Consortia to learn lessons from past experiences and develop a
strong contract management function as part of their organisational
capabilities. The details of this arrangement should be for the SCCC to
decide, but contract management must not be an afterthought in any potential
tendering process but at the centre. [SCCC, NHS SE London and Southwark
Council].

Recommendation 12

That the Health and Wellbeing Board has as a central aim of stimulating
integration and collaboration between local health care providers to improve
patient outcomes. [HWB].

Recommendation 13

Patient views and perceptions of the level of care they receive are vitally
important to improve services. It is therefore recommended that the Acute
Trusts continue to conduct patient surveys, and the SCCC drives patient
surveys at primary and community care across the borough to capture
patients’ views and perceptions of their care to help understand what can be
improved. [Acute Trusts x 3 and SCCC]

Recommendation 14

That the SCCC introduce and use as a matter of course standard clauses, in
any locally determined contracts it signs with providers, that ensure
information is provided on the financial position of the provider on a quarterly
basis. [SCCC, NHS SE London]

Recommendation 15
That robust monitoring of satisfaction amongst patients placed with all
providers takes place as a matter of course.

Recommendation 16

In addition to clinical standards, set out by government, that minimum levels
of patient satisfaction are included in any locally determined contracts signed
by the SCCC with financial penalties if these are not met, the exact levels,
and how they are measured, should be a matter for the SCCC. [SCCC, NHS
SE London]

Recommendation 17

Guidance on managing conflict of interest for GP commissioners should be
set out nationally. It is recommended that the Health & Adult Social Care
Scrutiny Sub-Committee writes to the Dept of Health requesting this to take
place. [Health & Adult Social Care Scrutiny Sub-Committee]

Recommendation 18

It is important that GP commissioners are trained in governance -
understanding that role and the distinct functions of governance are part of
the development work being undertaken by NHS SE London and the SCCC.

12



From 2013 GPs will be managing the dual role of running small businesses
and being an officer on a commissioning body. It is recommended that
governance training continue for GP commissioners and a programme of
‘refresher’ training, sharing experiences and best practice from other public
bodies and clinical commissioning groups takes place. [NHS SE London,
Health & Adult Social Care Scrutiny Sub-Committee]

Recommendation 19

That the SCCC consider their capacity for developing contracts and build this
into their development plan, in particular where they will access expertise in
drawing contracts up and monitoring them when signed. [SCCC]

Recommendation 20

That the SCCC works closely with and pays close regard to the priorities of
the local authority and health and wellbeing board to foster cooperation and
meet the mutual goal of improving health outcomes of Southwark’s residents.
[SCCC]

Recommendation 21

That that the SCCC monitors clinical outcomes, including measures such as
mortality rates, and that these are related to contracts signed with all
providers, with service penalties , such as suspensions of contract , attached.
[SCCC]

Recommendation 22
That the SCCC appoints external auditors. [SCCC]

13



Appendix 1 - timetable for delegation to SCCC

2011/12 Budget Delegation
Delegation Budget Area Budg QIPP Detail / Complexity*

Phase / et Gross (column consider the complexity of
Date (Em) (Em) the commissioning area to inform
phase)
One - Jul Emergency PbR 49 4.8 | This phase includes the
2011 A&E PbR 12 0.1 | following areas:
New Outpatients 19 24
F-up Outpatients 22 1.5 | Outpatient (GP referrals) Low
Drugs and 11 0.5 | Prescribing Low
Devices 33 1.0 | Urgent care (A&E / UCCs) Med
Pri Care 17 2.0 | Urgent care (Admissions) Med
Prescribing Non GP referred outpatients Med
Corporate Intermediate Care / Reablement | Med
Non-PbR Drugs and Devices Med
Total 163 12.3 | (6.3 delivered prior to
delegation)***
Two — Oct | Community 33 1.5 | This phase includes the
2011 Services 166 2.6 | following areas:
Other Acute**
Community Health Low
Direct Access Diagnostics Low
Sexual Health Med
Elective Care Med
Maternity Med
End of Life Care Med
Critical Care High
Specialist Acute Commissioning | High
Total 199 4.1 | (3.6 delivered prior to
delegation)
Three — Jan | Client Groups 22 - | This phase includes the
2012 Mental Health 67 2.6 | following areas:
Community Mental Health Med
Voluntary Sector Med
CAMHS Med
Inpatient Mental Health Med
Physical Disability Med
Specialist Mental Health High
Continuing Care (inc. LD) High
Total 89 2.6 | (4.6 delivered prior to
delegation)
Other Non-recurrent 2% 10 -
Reserves / 11 -
Surplus
Total 21 -
Non- Primary Care 68 1.2
Delegated
Total 68 1.2 | (0.8 delivered - no delegation)
Budget 540 20.2
Total
Notes:

14



* SHC has sought to take early delegation for those areas that fall in areas of low or
medium complexity. Complexity refers to the commissioning activity itself and SHC
are equally aware of the different levels of control that can be secured over
performance in these areas.

** Includes £30m budget for Specialised Commissioning which will continue to be led
through the LSCG.

*** Clearly delegation is being made in-year and the figures provided above also
seek to reflect the level of QIPP delivery undertaken ahead of delegation in the
context of the overall QIPP challenge.
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Appendix 2 - SHC’s current conflict of interest policy

SCCC approach to Conflicts of Interest

1.1.

1.2.

1.3.

1.4.

1.5.

1.6.

A register of interests of members of the SCCC will be systematically
maintained and will be made publically available. These details will be
published in the PCT Annual Report. Members will also be asked to
declare any interests at the start of each SCCC meeting.

To ensure that no commercial advantage could be gained, a GP lead
who declares an interest in an area cannot be involved in it. If after being
involved, any bids received from the lead’s practice would not be
accepted.

Where the business of the committee requires a decision upon an area
where one GP holds a significant conflict of interest, the Chair will ensure
that the individual takes no part in the discussion or subsequent decision
making.

Where more than two GP leads holds a significant conflict of interest the
committee will require consideration of the proposal / issue to be made
by a separate evaluation panel. The evaluation panel would evaluate the
proposal for quality and cost-effectiveness and if satisfied it would then
make a recommendation to the Clinical Commissioning Committee,
excluding the interested GP members, for decision.

The Evaluation Panel, when called upon, will provide neutrality in the
evaluation process and will have the following membership:

One Non-Executive Director of the PCT Board

¢ Managing Director, Southwark BSU
Southwark Director of Public Health (and Health & Well Being Board
representative)

e Co-Opted clinical expertise if necessary at discretion of the MD

In the rare occasion where the Clinical Commissioning Committee is

unable to reach a decision under these circumstances the decision
maybe referred to the PCT Board.
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Appendix 3 - King’s Health Partner’s Clinical Academic Groups

CAG and Research Group Structure

Basic Science Institute

15. Mental Health 16. Child &
of Older Adults Adolescent 17. Addictions 18. Psychosis

& Dementia Mental Health
19. Behavioural &

Developmental
Psychiatry

20. Mood, Anxiety | 21. Psychological
& Personality Medical

Health Policy and Evaluation Institute
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Appendix 4 — 2010/11 Performance data for NHS Southwark (from Annual
Report)
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