
Commissioning for Better Outcomes & Value: 

an NHS perspective 

Bob Ricketts 

Director of Commissioning 

Support Services Strategy 

Commissioning for Quality 

ADASS/SCIE 17/01/2014 



Context:  

2 

  

The NHS, like many international healthcare systems, is 

under increased pressure from the demands of an ageing 

population and an increase in the number of people with 

long term conditions. If the NHS is to preserve the values 

that underpin a universal health service free at the point of 

use and ensure ‘high quality care for all, now and for future 

generations’ there need to be fundamental changes to 

how we deliver & use health and social care services.  
   



Context:  

NHS faces unprecedented challenges to sustainability :  

• Demographic pressures – an ageing population 

• Demand – incidence of  LTCs (diabetes, dementia) 

• Rising expectations – patients, public, politicians 

• Quality – failures & gross variation  

• Outcomes – still often poor comparatively & highly variable 

• Resource constraints   

• Outdated & over-stretched delivery systems (across 

primary, community & secondary care) 

The NHS & its partners need to find bold, transformative 

solutions that reshape services at pace and at scale. 

 



Context:  

The new commissioning architecture offers 

unprecedented opportunities for innovation:   

• Clinically-led commissioning 

• Strengthened partnerships with local government  

• Renewed focus on integration 

• Opportunity to re-design primary care 

• NHS England support for ‘innovative commissioning & 

contracting’ – encouraging outcome-based contracts for 

populations, ‘lead provider’  & ‘alliance’ models, risk-sharing, 

much longer contract durations to support investment & 

disinvestment to transform, review & alignment of incentives 

 

 



Commissioning for better outcomes & value:  

• Outcome-based population commissioning:  a key 

vehicle to drive transformation & secure better outcomes 

and value for specific populations or groups (e.g. frail older 

people with multiple, complex problems; EoLC), or re-

balance incentives by paying for outcomes 

• Value-based commissioning: emerging approach from 

U.S. Potentially useful for: 

   - assessing priorities 

   - comparing disparate service offers 

   - re-directing/re-focusing incentives to driving-up value  

     within services commissioned on Tariff  

 



1. Outcome-based commissioning: 

Key components of fully-developed OBC:  

• Population-based (frail older people, multiple complex 

problems; EoLC) or major pathway(s) (MSK) 

• Outcome-focused capitation payment  

• ‘Lead provider’ 

• Provider co-ordinates care planning & delivery 

• Provider takes on much of the demand risk 

Still emerging, but examples: Bedfordshire (MSK), 

Cambridgeshire (range of services for older people), 

Staffordshire (cancer & EoLC for 1m+), Oxfordshire & 

Milton Keynes (sexual health; substance abuse)  



1. Outcome-based commissioning - Staffordshire:   

At the leading-edge …  

• Collaborative: 5 CCGs + Macmillan Cancer Support 

(strategic partner) + NHS England + CSU 

• Outcome-focused & integrated services:  

• At scale: key services for 1m people across the footprints of 

people3 acute provider trusts. Will be the biggest contracts 

yet tendered for integrated NHS care 

• Transformational : patient-centred re-design; joined-up 

care 

• Innovative contracting: lead provider; 10 year duration 



1. Outcome-based commissioning: 

Assumes:  

• Identifiable & measurable outcomes 

• Those outcomes can be linked to desired behaviours 

• Those behaviours can be incentivised through payment 

systems 

• ‘Lead provider’  (’Alliance’ contracting)  

• Spans primary, community & secondary care  

• More mature & long-term relationship with providers (7+ 

year contracts) 

• At-scale for populations (but can be done on a smaller 

scale, introducing a % payment for specific outcomes) 

 



1. Outcome-based commissioning: 

Upside:  

• Potential to  deliver sustainable whole-system service 

transformation 

• Better care co-ordination & planning> more ‘joined-up’ care, 

better outcomes & value 

• Strong synergy with integration  

• Can catalyse & incentivise providers to work differently  

‘Urban myths’:  

• Doesn’t preclude personalisation or choice  – embed in 

requirement for ‘lead provider’ 

• Shouldn’t freeze-out SME & SE participation - enable 

through sub-contracting 

 



1. Outcome-based commissioning: 

Downside:  

• Resource-intensive  

• Long lead times 

• Clarity re desired outcomes & behaviours crucial 

• Requires commissioner collaboration at-scale 

• Effective user engagement from the outset crucial 

• May require substantial (and challenging) market 

development – will be difficult if existing relationships are 

immature/tense 

• For most commissioners, probably one OBC project at a 

time 

Is it the right approach for the problem?  Value-based?  

 



2. Value Based Commissioning: 
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2. Valued-based commissioning: Assessing priorities  
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Low patient 
value / high 
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savings 

Low patient 
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patient 

value / high 
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Select service 

proposals  

1. Patient Value – value from the perspective of an 

individual patient 

2. Public Value – value from the perspective  

of the public considering health care as a whole 

3. Allocation Value – economic benefits  within a 

fixed annual commissioning allocation 

4. Economic Value – economic benefit across the  

    whole of the health and social care system 


