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Redesign and Commissioning of Sexual Health Services in England ʹ A 

Qualitative Study 
 

Abstract 

Objectives 

Responsibility for the commissioning of sexual and reproductive health (SRH) services transferred 

from the National Health Service (NHS) to local authorities in England in 2013. This transfer 

prompted many local authorities to undertake new procurements of these SRH services. This study 

was undertaken to capture some of the lessons learnt in order to inform future commissioning and 

system redesign. 

 

Study Design 

A qualitative study was carried out involving semi-structured interviews. 

 

Methods 

Interviews were conducted with 13 local authority sexual health commissioners in Yorkshire and the 

Humber from 11 interviews. Thematic analysis was used to identify themes from transcripts of the 

interviews with the thirteen participants. 

 

Results 

Key themes identified were: the challenge and complexity to those new to clinical commissioning; 

the prerequisites of robust infrastructural inputs to undertake the process, including technical 

expertise, a dependable project team, with clarity over the timescales and the budget; the 

requirement for good governance, stakeholder engagement and successful management of 

relationships with the latter; and the need to focus on the outcomes, aiming for value for money and 

improved system performance. 

Conclusions 

Several key issues emerged from our study that significantly influenced the outcome of the redesign 

and commissioning process for sexual health services. An adapted model of the Donabedian 

evaluation framework was developed to provide a tool to inform future system redesign. Our model 

helps identify the key determinants for successful redesign in this context which is essential to both 

mitigate potential risks and maximise the likelihood of successful outcomes. Our model may have 

wider applications. 
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 Introduction 

Health services in England in recent years have undergone significant reforms following legislative 

changes set out in the Health and Social Care Act in 2013. These included a transfer of 

responsibilities for commissioning some public health services. Commissioning is the planning and 

purchasing of services to meet the needs of a population, which in England, operates in a quasi-

market 
1
. As part of the reforms, the commissioning of sexual and reproductive health (SRH) services 

are no longer solely the prerogative of the National Health Service (NHS).  Local authorities in 

England are now responsible for a range of sexual health services that include treatment for 

sexually-transmitted infections, contraception, sexual health promotion, as well as HIV prevention 

and testing services. However, HIV treatment services are now commissioned separately by NHS 

England, with abortion services being commissioned by General Practitioner (primary care) led 

Clinical Commissioning groups (CCG)
2
.  

 

This new responsibility to procure SRH services was challenging as many local authorities lacked 

prior experience of commissioning wholesale clinical services. The procurement process also 

provided a unique opportunity for sexual health services to be re-designed and developed. 

Numerous guidance documents were produced by the Department of Health, Public Health England 

and the Local Government Association to assist local authorities with their new commissioning 

responsibilities.  These documents outlined various commissioning considerations including the 

benefits of developing local solutions, encouraging the adoption of a ͚whole systems approach͛ via 

joint commissioning with different commissioning organisations, the role of clinical input, good 

governance, and the desirability for workforce development and training 
3-9

. The anticipated 

advantages of the reforms were redesigned services with a greater focus on prevention that were 

better enabled to address local needs including those of specific target groups. It was also envisaged 

that the reforms would lead to greater integration of sexual and reproductive health services. Prior 

to the reforms contraception and sexual health (CASH) services and genitourinary medicine (GUM) 

services had traditionally been delivered as separate services in many areas, but there were now 

opportunities for them to be delivered as one service 
10, 11

. 

 

The reforms however were not universally welcomed and numerous concerns were raised
12

. As 

noted earlier, the local authorities were less familiar with commissioning and managing clinical 

services. There were also funding anxieties as the reforms were implemented at a time of shrinking 

local authority budgets. While CASH and GUM services had been provided by separate providers in 

some areas, over time clinical care pathways and financial flows were established to make these 

arrangements work. However, the new procurement process has led to fracturing of these pathways 

and relationships. A good example is HIV where prevention is now the responsibility of the local 

authority, HIV treatment that of the CCG and HIV drug costs that of NHS England
12

. The impact of the 

reforms on SRH workforce development, training, governance and accountability were also 

uncertain
10, 12, 13

. This led to fears that the changes could result in worsening care, reduced access to 

services and marked variations in service provision between areas
14, 15

. 

 

Health system and service redesign is complex and challenging. Whilst there is a growing body of 

literature around commissioning redesign
5, 16-20

, the evidence-base for this remains limited. The 

English experience is unique in view of the scale of the commissioning reforms introduced. Three 

years on, most of the English local authorities have gone through the reforms and recommissioned 

sexual health services. For many, this was a challenging endeavour. At the behest of local 

commissioners in the Yorkshire and the Humber region, this study was conducted to try to capture 

some of the experiences of procuring SRH services and lessons learnt in order to inform future 

commissioning and system redesign. 

 

 



 

Methods 

This study was carried out with local authorities in Yorkshire and the Humber. This region in the 

north of England has 15 upper tier local authorities and a population of 5.4 million
21

. The localities 

include a mixture of rural and urban settings, with considerable variations in socioeconomic as well 

as demographic characteristics, ranging from affluent suburban areas, rural villages to deprived 

inner city areas.  

 

A qualitative study was carried out involving semi-structured interviews with local authority 

commissioners in the region. This study was conducted at the request and sanction of the regional 

ƐĞǆƵĂů ŚĞĂůƚŚ ĐŽŵŵŝƐƐŝŽŶĞƌƐ͛ ŶĞƚǁŽƌŬ, which is a network comprising of representatives from all of 

the local authorities in the region involved in the sexual health agenda.  

 

Interview participants were sought who were senior managers or public health practitioners in the 

local authorities who were directly involved in the commissioning of SRH services. Twenty one 

individuals across all the local authorities in the region were identified through the regional sexual 

health commŝƐƐŝŽŶĞƌƐ͛ ŶĞƚǁŽƌŬ and invited to participate in the study, of whom seventeen 

responded (representing all 15 local authorities). Thirteen agreed to be interviewed from 11 local 

authorities. Of the remaining four individuals, three declined as no procurement had been 

undertaken in their local authorities and one declined as no-one who was currently employed in 

their team had been involved in the procurement process. 

 

Semi-structured interviews were conducted using a standard interview schedule. The questions 

asked sought to explore the ƉĂƌƚŝĐŝƉĂŶƚƐ͛ experiences of commissioning SRH services, explore 

barriers and enablers, as well as capture issues that arose in the process. Interviews were arranged 

at a location convenient for the participants, which were mainly at their workplaces. One researcher 

undertook the interviews during June and July 2015.  None of the participants were known to the 

interviewer prior to being interviewed. All of the interviews lasted less than an hour, were digitally 

recorded and then transcribed verbatim. Consent was given by all participants to record and 

transcribe the interviews on condition of anonymity, with any reference to person, place or 

organisation removed.  

 

All of the transcripts were then initially analysed by two researchers. A coding framework was 

developed by both researchers without any pre-conceived themes. An analytic inductive approach 

was undertaken iteratively to identify themes, which enabled the themes to emerge from the data. 

Coding and ongoing comparison of the data refined the themes and enabled testing of any deviant 

data. Where there were significant differences in thematic coding between the two coders, these 

were discussed until eventual resolution. The final themes and sub-themes were agreed by the same 

two researchers, and a conceptual framework was devised with additional input from the third 

researcher. No new themes emerged from the final few interviews, indicating thematic saturation 

had been achieved. Further validation of the results was achieved through presenting findings to the 

regional sexual health commissioners who were unanimously supportive of the themes
22

.  

 

 

Results 

Data were collected for this study from 13 commissioners from 11 interviews (see summary of 

themes and sub-themes in Table 1). Six were public health consultants and seven were senior 

managers within public health teams. 

 

 

 



Table 1 ʹ Themes and Sub-Themes (attached .doc file) 

Main Themes Sub-Themes 

Timing The council processes are complex and can easily delay the process 

GPs were the cause of some obstacles in their role as commissioner and provider 

Councils are not experienced at procuring clinical services 

Leave plenty of time for the mobilisation phase 

Governance Keeping a log of all meetings and decisions protected the process 

Document a plan for the whole process, working back from contract date 

The robust process in the council protected against challenge from providers 

Independent advisors and panel members protected the process from challenges 

Clarifying 

Outcomes 

Spend plenty of time on engagement and consultation to inform your service model 

Needs assessment and consultation justifies your model which helps you defend from scrutiny 

Be clear on the end goal and outcomes you want to see impacted and measured by the service  

Complex commissioning arrangements for sexual health 

Specialist support Identify a team of key colleagues at the start and meet throughout the project 

Be clear on responsibilities and document these for each stage 

National guidance was generally good but published too late to be useful 

Clinical advice was crucial in defending the model and the process 

Support from other commissioners was helpful in sharing ideas and sense checking 

Ethical 

considerations 

Private providers were seen as a threat to NHS services and values 

Questioning whether procurement was the only means to transformation 

Having undertaken it commissioners were more convinced of the value of procurements 

Finances Need to spend a lot of time/energy on what the finances are including what savings expected 

Unclear allocations of budgets when public health went over to councils 

Decisions about what finance model to go with - block v tariff v mixed 

Outstanding financial issues remain about cross charging - no national solution offered 

Personal impact Steep learning curve for most commissioners who were inexperienced in procurements 

It was all consuming and other aspects of their work had to be neglected 

There was high personal stress and anxiety experienced  

Dealing with organisations and systems 

Public Health 

Outcomes 

Health inequalities can be identified and addressed in the new service model 

Prevention can take a more significant role within the sexual health services 

A more human approach to procurement and contracting - not counting widgets 

Emphasis on ensuring clinical pathways are sound and no gaps in the service appear 

Provider 

relationships 

Incumbent provider can create obstacles to the procurement and mobilisation process 

Relationship to commissioner became more adversarial 

Capacity issues with staff writing bid paperwork and people leaving without replacement 

Incumbent provider did not understand procurement process, rationale and principles 

Other 

relationships 

Communicating within the organisation early and effectively 

Scrutiny and questioning within the council helped to improve the procurement 

Extensive, formal dialogue with bidders during the procurement led to better bids 

Timely response to bidders' questions during PQQ and ITT was necessary 

 



Commissioning challenge and complexity 

The whole experience of re-commissioning SRH services was often described by commissioners as 

being challenging and highly stressful: ͞It was all about timing... ĂŶĚ ƚƵƌŵŽŝů I͛ůů ƐĂǇ͕ Ăƚ ƚŚĂƚ ƚŝŵĞ͕ ǁĂƐ 
horrendous. Just thinking baĐŬ I ĚŽŶ͛ƚ ŬŶŽǁ ŚŽǁ ǁĞ ƐƵƌǀŝǀĞĚ ĂĐƚƵĂůůǇ͘ I ƚŚŝŶŬ ƚŚĞƌĞ ǁĂƐ Ă ůŽƚ ŽĨ 
stress͟ ;‘ϲͿ. A large part of this could be put down to the size of the contract involved: ͞We were 

looking at a three million pound contract year on year, you know fifteen million pounds͘ TŚĂƚ͛Ɛ Ă ůŽƚ 
of responsibility͘͟ ;R4). The commissioning process was also seen as all consuming: ͞I did nothing 

else but sexual health and it took all of my time. But that was to the detriment of some other things 

that just got left off͟ ;R10) 

 

Part of the reason for this was the multitude of organisational hurdles that had to be addressed; the 

procurement process within local authorities was viewed as being very bureaucratic, though it was 

also recognized that this had its advantages: ͞ŝƚ͛Ɛ certainly more complicated and a longer process 

ƚŚĂŶ ŝŶ ƚŚĞ PCT ďƵƚ I ƚŚŝŶŬ ŝƚ͛Ɛ ƐŽƌƚ ŽĨ ďƵŝůƚ ƚŽ ĂǀŽŝĚ ůĞŐĂů ĐŚĂůůĞŶŐĞ͘ SŽ ǁŚĞŶ ǇŽƵ ŐĞƚ ƚŽ ƚŚĞ ĞŶĚ ŽĨ ŝƚ͕ 
ƉŽƚĞŶƚŝĂů ƉƌŽǀŝĚĞƌƐ ƚŚĂƚ ŚĂǀĞ ůŽƐƚ ŽƵƚ ĐĂŶ ďĞ ƉŝƐƐĞĚ ŽĨĨ ďƵƚ ƚŚĞǇ ĐĂŶ͛ƚ ĐŚĂůůĞŶŐĞ ǇŽƵ ŽŶ ƚŚĞ ƉƌŽĐĞƐƐ 
ĐŽƐ ŝƚ͛Ɛ ƌĞĂůůǇ ĐůŽƐĞůǇ ŵĂŶĂŐĞĚ͙ I ƚŚŝŶŬ ƚŚĞ ǁĂǇ ƚŚĞ ůŽĐĂů ĂƵƚŚŽƌŝƚǇ ĚŽĞƐ ƚŚŝŶŐƐ ŽŶ ƚŚĂƚ ŝƐ ƌĞĂůůǇ ŐŽŽĚ 
and above board ʹ ŝƚ͛Ɛ fairly tight͟ ;R1) 

 

Context of the process 

The complexity and size of the task for some commissioners was partly due to the context of the 

particular local health system itself, with interviewees describing an intricate system of interlinked 

services commissioned by different organisations: ͞sexual health is quite complicated because 

different people are paying for different bits of the pathway. SŽ ǇŽƵ͛ǀĞ ĂůǁĂǇƐ ŐŽƚ ƚŽ ďĞ ĂǁĂƌĞ ŽĨ 
that and always be open to a dialogue with others..͘͟ ;R4) 

 

Commissioners were also keenly aware of the European legislation dictating a procurement process 

was necessary: ͞ƚŚŝƐ ŝƐ ŶŽƚ Ă ĐŚŽŝĐĞ͙ ŝƚ ŐŽĞƐ ŽƵƚ ƚŽ ƚĞŶĚĞƌ͊͟ (R11) and the national political context 

that had led them to move to local authorities and work for new local political masters who were 

unfamiliar with this area: ͞΀ůŽĐĂů authority elected] members were a bit scared; it was a new NHS 

ƉƌŽŐƌĂŵŵĞ ƚŚĂƚ ƚŚĞǇ͛Ě ŶĞǀĞƌ ŚĂĚ ƚŽ ƚŚŝŶŬ ĂďŽƵƚ͟ ;‘ϭϭͿ͘ 
 

Infrastructural inputs to commissioning  

In order to undertake this complex piece of work, the commissioners identified several key 

resources that were needed and utilised: 

 a range of technical expertise, 

 a project team, 

 a clear timescale for the process, and  

 a financial sum to procure against.  

 

Procurement, legal and clinical expertise were key areas of technical expertise that were especially 

sought and valued: ͞So they took us on and the process with them was absolutĞůǇ ďƌŝůůŝĂŶƚ͙ ƚŚĞǇ 
guided us through the whole procurement stages with the financial support, the legal support͟ ;‘ϴĂͿ 
These specialist technical inputs were seen as essential to achieve a successful outcome, with the 

need to identify and secure them as part of the commissioning process highlighted.  The available 

support and published guidance from national public health commissioning bodies was also 

discussed but their use was felt by many to be limited due to their late publication and release. 

 

The need for a mapped out process and clarity over stakeholder roles and responsibilities was 

mentioned: ͞ƚŽ ŚĂǀĞ ƚŚĂƚ ƐƚĂŐĞĚ ƉƌŽĐĞƐƐ͕ ǁŚĂƚ ŶĞĞĚƐ ƚŽ ŚĂƉƉĞŶ͕ ǁŚŽ͛Ɛ ŐŽŝŶŐ ƚŽ ƚĂŬĞ ƌĞƐƉŽŶƐŝďŝůŝƚǇ 
for what and actually put names next to responsibility͟ ;R10) which together with a clearly 

documented plan would ensure timely completion of the re-commissioning: ͞We had a project plan 



͙ ĂůƚŚŽƵŐŚ ƚŚĞƌĞ͛Ɛ ĂůǁĂǇƐ ůŽƚƐ ŽĨ ƐůŝƉƉĂŐĞ͕ ĚŝĨĨĞƌĞŶƚ ƚŚŝŶŐƐ ŚĂƉƉĞŶ͘ BƵƚ ŝƚ͛Ɛ ƵƐĞĨƵů ƚŽ ŚĂǀĞ ƚŚĂƚ͕ ƚŚĂƚ 
was a good thing to have͟ ;R3b) 

 

Many of the commissioners reported difficulties in determining the size of the commissioning 

budget allocated to SRH services; this was as much due to the process of transferring financial 

resources from the NHS to local authorities as to the fact that many of the SRH services had never 

been commissioned individually before, having  previously been contained within large acute 

hospital contracts: ͞trying to work out what had been spent on sexual health and where it was going 

has taken months ͙and there is stilů ƚŚŝŶŐƐ ĐŽŵŝŶŐ ŽƵƚ ŽĨ ƚŚĞ ǁŽŽĚǁŽƌŬ ŶŽǁ ƚŽ ďĞ ŚŽŶĞƐƚ ƚŚĂƚ I͛ŵ 
ĚĞĂůŝŶŐ ǁŝƚŚ͙ ǇŽƵ ƚŚŽƵŐŚƚ ǇŽƵ ŚĂĚ ƚŚĞ ďƵĚŐĞƚ Ăůů ƌŝŐŚƚ ĂŶĚ ƐŽŵĞƚŚŝŶŐ ĞůƐĞ ǁŽƵůĚ ĐŽŵĞ ƵƉ͘͟ ;R1) 

 

The Commissioning Process  

From the interviews, a number of key processes emerged:  

 Governance of the commissioning process, 
 Engagement with stakeholders, and 
 Relationship management with key stakeholders 

 
Governance 

Those commissioning SRH services had to acquaint themselves to a completely new commissioning 

environment subsequent to transferring with their public health teams from the NHS to local 

authorities. This included the need for familiarisation with new governance mechanisms and 

procedures:  ͙͞clearly you need to go to Cabinet to ask for permission to start the procurement and 

you ask if you can award a contract.͟ ;R11). Related to this was the need to keep an accurate record 

of decisions that were made and meetings that were held, driven to a large extent by anxieties 

regarding the potential threat of legal challenge to the outcome of the commissioning process: ͞Our 

concern was to have as tight a process as possible ʹ ĐůĞĂƌ͕ ƚŝŐŚƚ ĂŶĚ ƐŽŵĞƚŚŝŶŐ ƚŚĂƚ ĐŽƵůĚŶ͛ƚ ďĞ 
picked apart really.͟ ;R9) 

 

Stakeholder Engagement 

Stakeholder engagement was also acknowledged as being vital, in particular with the existing service 

providers at an early stage to ensure that the clinical pathways were sound, potential gaps were 

addressed and that the new system would perform well, and to avoid problems such as conflicts of 

interest that might arise from some stakeholders acting as both commissioners and providers of 

services. The need for public engagement was identified as necessary to provide commissioners with 

an insight into the needs of the population and confer a degree of legitimacy on them with regards 

to making service changes: ͞AůƚŚŽƵŐŚ ŝƚ͛Ɛ ďĞĞŶ ƋƵŝƚĞ ƉĂŝŶĨƵů ŝŶ ŵĂŶǇ ǁĂǇƐ ĂŶĚ ŝƚ͛Ɛ ďĞĞŶ ǀĞƌǇ ůĞŶŐƚŚǇ͕ 
I think it was worth doing to get to grips with actually what we wanted͘͟ ;R10) 

 

Relationship management 

Managing relationships with organisations bidding for the new service contracts and the incumbent 

service provider was another challenge. Most commissioners observed a noticeable deterioration in 

their relationship with the incumbent providers once the procurement process started: ͞from a 

commissioner-friendly lets-plan-it-together relationship to a quite standoff-ish [relationship]͟ ;R8a). 

It was challenging for commissioners to maintain good working relations built on trust once the 

procurement started as providers became more protective and suspicious of commissioner queries 

and actions: ͞I got the train home with one of the consultants and it was just awful... I know they 

ĚŝĚŶ͛ƚ ƚŚŝŶŬ ƚŚŝƐ ͙ ďƵƚ ǇŽƵ ŬŶŽǁ͕ ůŝŬĞ Ğǀŝů ĐŽŵŵŝƐƐŝŽŶĞƌƐ͊ AƐ ŝĨ ǁĞ͛ƌĞ ƐĂƚ ŚĞƌĞ ƌƵďďŝŶŐ ŽƵƌ ŚĂŶĚƐ 
together all excited about going out to tender͟ (R5). Deterioration in key relationships occurred 

particularly where the previous provider was not awarded new service contracts. The exiting 

provider unsurprisingly became increasingly disengaged and this led to difficulties with negotiations 

over the transfer of staff, estates and medical records to the new service provider.  



 

One solution adopted to improve relationships was to stick to a more formal dialogue with each 

bidder throughout the procurement process and instigate a formal feedback process for bidders to 

highlight areas of weakness and scope for improvement. This was felt to allow improved quality of 

bids as providers could subsequently amend and re-submit them. Maintaining peer relationships 

with commissioners in other local authorities was also reported to be helpful. The commissioners 

found such peer networks provided strong professional support and was an important means of 

getting informal advice and sharing ideas and experiences.  

 

The other key set of relationships to be managed were internal ones within their own organisations, 

especially with senior decision makers in local authorities who would occasionally question the 

proposed service model or scrutinise the commissioning process undertaken. However 

commissioners generally viewed this challenge positively as it gave them an opportunity to improve 

knowledge within local authorities around their newly acquired sexual health responsibilities. 

 

Commissioning Outcomes 

Almost without exception, the commissioners viewed the commissioning process positively as it 

provided them with an opportunity to redesign the SRH service model with improved system 

performance and accountability. Most commissioners felt they had secured better value for money 

from the newly commissioned providers, especially in view of the growing financial constraints local 

authorities were then experiencing. They were generally optimistic that desired sexual health 

outcomes for the population were more likely to be achieved, with the reforms to the 

commissioning process having brought about a substantial shift away from the previous provider-led 

model of service delivery to one more strongly commissioner-led. Despite this, several 

commissioners still felt uneasy about the outsourcing of public health services, with the transfer of 

commissioning responsibilities perceived as a form of pseudo-privatisation: ͞We came from the NHS. 

But we had no experience of commissioning, performance management, writing contracts, 

measuring contracts. Commissioning is business and actually I͛ǀĞ ŶĞǀĞƌ ĚŽŶĞ ďƵƐŝŶĞƐƐ ďĞĨŽƌĞ͙͟ ;‘ϲͿ͘ 
 

Discussion 

Main finding of this study  

This qualitative study documents the experience of commissioners procuring public health services 

in England following substantial health sector reforms. Uniquely, the reforms that have taken place 

have led to the transition of commissioning responsibilities for SRH services from a nationalised 

health system to local authorities, many of whom have had little prior experience of commissioning 

clinical services. Unsurprisingly the process has been complicated and very challenging , requiring 

key inputs such as technical expertise, financial resources and tight project management, as well as 

clear governance, stakeholder engagement and skilful management of key relationships. Despite this 

the opportunity for considerable service redesign has arisen, allowing  an emphasis on greater local 

accountability, value for money and a focus on delivering better sexual health outcomes.  

 

What is already known on this topic  

The findings of this study complement a report by the UK Local Government Association involving 

nine local authorities and their external sexual health providers, which highlighted the importance of 

collaboration between commissioners and providers as well as engagement with senior executives, 

legal and procurement teams, clinicians and providers in order to get expert guidance. It also 

identified the need to garner a robust evidence base informed by health needs assessments which 

included the views of service users, and to consider opportunities to integrate the various 

components of sexual health services, seeking efficiency savings through prioritising prevention and 

joint commissioning. Further recommendations were to ensure suitable outcome indicators were 

selected and avoid  focusing only on fiduciary duties 
23

.  



What this study adds  

This study has identified some similar themes to the LGA report that may have wider application 

when undertaking wider system redesign work in public health and beyond. Our study identified 

several key components required for the commissioning process. This included the need for defined 

resources of time, labour, skills and finances allocated from the start to ensure there is sufficient 

input at each stage to see the process through to completion. System redesign and service 

commissioning also occurs through a web of complex relationships between individuals and 

organisations that require careful management. Engagement with key stakeholders is particularly 

important and a robust governance process is required to ensure clarity of roles and responsibilities 

and that the mechanisms of decision making in the process are well determined. 

 

Any system that undergoes a purposeful redesign process should have clear outcomes articulated 

from the outset. This is crucial for ensuring that the process is then outcomes-focused and directed. 

These outcomes also need to be explicit. In our study, it was apparent that in addition to better 

population-level sexual health outcomes, the other outcome of interest included the need to deliver 

value for money. The other key component for consideration is the commissioning ͚ĐŽŶƚĞǆƚ͛͘ AŶ 
awareness of the wider context within which the system redesign takes place is crucial in order to 

maximise outcomes and mitigate risks. The context will vary from one system to the next but is likely 

to include aspects of politics (both local and national), legal restrictions and duties, ethical 

considerations and the maturity of the provider market to respond to commissioning tenders.  

 

We attempted to understand how the different components of the process and issues identified 

from the interviews were linked. In seeking a model that accurately encapsulates the findings, we 

found that an adaptation of the Donabedian evaluation model was ideal for this purpose 
24

 (see Fig. 

1). The model we propose illustrates the key components for consideration (commissioning 

infrastructure, processes and outcomes sought) as well as highlights the importance of contextual 

factors. This model may help commissioners plan future service procurements and help guide the 

management of the process by ensuring that key elements are addressed such as risk identification, 

mitigation and stakeholder management, as well as project evaluation and impact assessment.  

 

Figure 1 - Model for system redesign and service commissioning 

 
 



Limitations of this study 

In this study commissioners from only one region of England were interviewed, but whilst it is 

possible that the commissioning experience in other regions may be different, we believe our 

findings are likely to be generalizable in England as the procurement processes, legislative 

requirements as well as local authority and health service configuration, is likely to be similar 

nationally.  

 

Interviews were also restricted to commissioners, so the findings may reflect a biased view of the 

ƉƌŽĐĞƐƐ ĨƌŽŵ ƚŚĞ ĐŽŵŵŝƐƐŝŽŶĞƌƐ͛ ƉĞƌƐƉĞĐƚŝǀĞ͘ Iƚ ǁŽƵůĚ ďĞ ƵƐĞĨƵů ƚŽ ŝŶƚĞƌǀŝĞǁ ƚŚĞ ŽƚŚĞƌ ƐƚĂŬĞŚŽůĚĞƌƐ 
involved in the commissioning process, especially the service providers. That said, the purpose of 

this study was to enable commissioners to reflect and learn from their commissioning experience; 

other stakeholders may have a narrower perspective with views not fully cognizant of the full extent 

ŽĨ ĐŽŵŵŝƐƐŝŽŶŝŶŐ ĐŽŶĐĞƌŶƐ ƐƵĐŚ ĂƐ ƉŽůŝƚŝĐĂů͕ ůĞŐĂů ĂŶĚ ĨƵŶĚŝŶŐ ŝƐƐƵĞƐ͘ TŚĞ ĐŽŵŵŝƐƐŝŽŶĞƌƐ͛ ǀŝĞǁƐ ŽŶ 
the other hand assimilate to a degree these wider concerns.  

 

Conclusions 

The commissioning of SRH services by local authorities in England are only but one of a raft of 

services that have been transferred across from the NHS. Other services affected by the reforms 

include smoking cessation services, drug and alcohol treatment services, as well as health visiting 

and school nursing services, among others. This reflects an ongoing evolution in the health system in 

England, with a move towards more integrated commissioning of health and social care services, as 

well as greater local authority responsibility for these services. The increasing devolution of powers 

from central government to local authorities in England means this issue will remain topical for some 

time to come. System redesign, and the commissioning processes that take place within this context, 

is complicated and challenging. Our model helps identify the key determinants for successful 

redesign in this context, mitigating potential risks and maximising the likelihood of successful 

outcomes.  
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