Draft framework for the self assurance of service delivery networks
Introduction

This draft framework builds on literature reviews on the nature and practical application of networks in health and social care, and on documents produced by national networks such as the Cancer Network and the Coronary Care Network, together with local networks in England and Scotland.

The intention of the framework is to bring together academic knowledge about networks with practical applications which have been found to be effective locally, under a series of headings which will give service delivery networks a starting point for their local and specialised application.  It concentrates on the more structured types of networks, with specific requirements for standardisation, with the aim of helping those networks provide the best  care. It is hoped that this can become a national framework that PCTs can use as commissioners of services, and that other joint commissioners including statutory and non-statutory bodies can apply. 
The framework aims to be as flexible as possible, allowing for local variations in structure and practice, whilst creating a basis on which clear and effective clinical and other standards can be agreed and maintained.  It is in the form of a number of ‘simple rules’, or minimum specifications, following Paul Plsek’s principle that complex outcomes can emerge from good enough vision and minimum specifications. ‘Those who seek to change an organisation should harness the natural creativity and organising ability of its staff and stakeholders through such principles as… minimum specification.’
Background

The literature on networks acknowledges that within health and social care communities there are a number of types of network.  These are defined in various ways, but the most helpful is the categorisation into three which appears in the Networks Briefing Key lessons for network management in health care: 

· Enclave networks

· Hierarchical networks

· Individualistic networks

Enclave networks are usually close-knit groups with a flat structure.  Members have come together to share information, ideas and strategies and new ways of working.  These networks can also be described as coalition of interest networks.
Hierarchical networks are regulated from a central point, such as a steering group, and are often accredited in some way.  They ‘are most successful in co-ordinating and controlling a pre-defined task such as a quality improvement programme’.  They may form ‘vertically integrated’ pathways in NHS Trusts, bringing together professionals from different institutions to work on specific care.  A sub-division of them might be a care pathway network where services are planned across the whole care pathway or a significant part of the care pathway.  
Individualistic networks are developed by a single individual or organisation, bringing together a group of affiliates, again to achieve a certain task.  They are likely to be more flexible than hierarchical networks and as a consequence do not have such a formal expectation of activities as hierarchical networks.

Within the NHS currently, there are many enclave networks, working at greater and lesser levels of informality.  Unofficially members provide support to colleagues and improve standards through sharing knowledge, information and best practice.  Although these enclave networks are important, their nature means that they are not likely to work within a formal framework, but will have simple administrative structures, modified when necessary.  They will ebb and flow according to local needs and circumstances.
This document concentrates on more formal groupings of networks, particularly in clinical fields, which work within the hierarchical and individualistic model, sometimes straddling both.  It focuses on the type of network which works across a number of healthcare organisations, often across primary and secondary care, seeking to provide clear patient pathways and quality assured care.  Its aim is to provide specific requirements and tools to ensure that this type of network operates as effectively as possible.  Within this definition fall, for example, Managed Clinical Networks. 
The framework draws on documentation produced by the Heart Improvement Programme, the Cancer Networks, and a number of local organisations which have sought to develop more standardised approaches to their networks. It also draws on research about networks.
Characteristics of successful networks

Before moving on to specific requirements of service delivery networks, it is useful to summarise the characteristics of a successful network as expressed in Managing across diverse networks: Lessons from other sectors and elsewhere: 
· They have clear mission statements and rules of engagement

· They are inclusive of those individuals and agencies who will gain benefit from and contribute to the network, including users and carers

· They are user-focused, not structure driven

· They are never too large, as this generates bureaucracy and inertia

· They promote joint financing or other shared commitment such as common targets

· They have an individual or agency colourfully known as a ‘boundary-spanner’ – a neutral person or group who will ensure partners engage with each other and have good relationships

· Their coordination needs to be financed, proactive and well-organised

· Their managers are given time to develop and learn the skills of network management

· Network coordinators are at the centre of the network

· Sustainable interpersonal relationships are developed as the basis for effective and sustainable intra- and inter-organisational relationships.

Possible roles for service delivery networks
Service delivery networks may be formed for a number of reasons:

· To integrate care across primary, secondary and tertiary organisations 

· To create care pathways

· To create commissioning structures

· To create quality assurance structures

They may be, for example, Managed Clinical Networks (MCNs), looking at managing the clinical and other governance of a particular care pathway such as stroke or diabetes, or networks run within the national Cancer Network or Heart Improvement Programme, or looser ‘joint ventures’, formed in order for one Trust to provide services on behalf of another at cost or below tariff.  They may operate the ‘principle provider model’ whereby a single organisation takes lead responsibility for coordinating support and/or services for a defined group of service users.

Specific requirements for service delivery networks
Although they are formed for a number of reasons, it is important that all service delivery networks are properly regulated and effective in their operation.  Rather than imposing complex structures on them, this framework seeks to prescribe ‘simple rules’ which all these types of service delivery networks can follow.  Local networks will therefore still have the level of autonomy which research shows promotes effectiveness, whilst complying with best practice.

All service delivery networks should therefore be able to show that they have the following in place: 

· Clear mission statement and terms of reference

· Clear accountability resting with one agreed nominated Trust or healthcare organisation, so that there is an understanding of where ultimate responsibility lies, for example for commissioning or for ensuring that specific targets are met

· Strategic and operational plans which include means for the network to achieve its aims within an agreed timescale where appropriate and incorporate any core standards.  These should include detailed forward plans and work programmes, and seven or eight key business objectives.  Sub-sets of this, according to the network’s aims, are:

· Network protocols

· Care pathways

· Joint decisions about appropriate commissioning

· Joint decisions about location and use of specialist teams (eg rare cancer team)
· Plans of work for service improvement across the patient journey

· An administrative central point which is kept as lean and simple as possible, but which holds centrally all knowledge relating to the network and its organisation.  There should be detailed information about the type and level of support services available
· A clear understanding of funding sources

· Systems for transparent and accurate financial management

· A limit on size so that the network does not become too large and unwieldy

· A specific dedicated individual or core group (‘boundary spanner’) whose responsibility it is to ensure that all network members (individuals and groups) are communicating effectively, are in agreement and have good relationships

· Effective and straightforward internal and external communication systems

· Clinical engagement and active support within each network member group

· Systems for learning from and sharing good practice with other networks

· A patient or carer representation on the network’s board or governing body

· Support from higher management in the relevant SHAs, PCTs and other bodies from which network members have come

· Relevant IT systems in place to support the operation of the network and to enable evaluation of effectiveness

· Systems for regular evaluation of effectiveness and timeliness
These points represent ‘simple rules’ which can be applied to service delivery networks in a whole range of situations, and which leave the flexibility for networks to work effectively locally, whilst ensuring accountability and governance.
The framework can also be applied to networks that include non NHS statutory and non statutory organisations. 
The attached grid suggests a simple series of requirements which networks can use to check whether they meet in order to operate effectively.  
Conclusion

Clearly networks are the way forward, as the NHS is seeking fewer structural solutions and more innovative solutions that cross boundaries. This paper is designed to help build on the best of networks throughout the country.  
‘Networks are a metaphor for the transformational non-linear managers that we need in the NHS.  Rather than just managing one function or institution they now manage a service with many facets.’
David Colin-Thome, National Clinical Director for Primary Care and member of NHS Networks Board.
Appendix 1 (attached)
Self assurance grid
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