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e NHS has long strived to deliver equity of access to patients regardless of their
location. NICE was originally established to help ensure that patients could access
innovative treatments regardless of where people live. Following this, the
Government established the 18 week referral to treatment waiting target to ensure
that patients receive treatment within an appropriate timeframe. Recent work,
such as the ‘Getting It Right First Time’ initiative has stressed the need to reduce
variation and ensure patients are treated effectively straight away. 

Effective treatment should include access to medical technology at the
appropriate time. Unfortunately for UK patients this is not always the case, as
there remains wide variations in patient access across the country. e NHS
collects huge amounts of data and publishes it online for all patients to access. It
can be difficult for patients to get an overview of how their CCG is performing,
owing to the sheer volume of information and the disconnected nature of
the reporting. e MTG looked at several indicators to assess how well
CCGs are doing in giving patients access to innovative technology. 

e MTG found that nine out of the ten CCGs that performed
worst when measured against the NHS 18-week ‘referral to
treatment’ target were in the South. In cardiology and cardiothoracic
medicine, for example, figures ranged from 100 per cent of patients
receiving treatment within 18 weeks in North Durham, whilst in
Medway the CCG failed to hit the target for even half of its patients.

An analysis of the number of treatments being performed across
the country also revealed wide differences between the regions.
Less than one patient (0.173) per 10,000 population in
Southampton was referred for a computed tomography
colonoscopy, compared to nearly 59 patients per 10,000 in
Fareham and Gosport. CT Colonoscopies are a vital procedure
for diagnosing or ruling out bowel cancer as early as possible.

Rapid treatment of stroke patients, using technology such as
mechanical thrombectomies, can also make the difference
between life and death. e NHS recommends that patients are
admitted to a specialist stroke unit with four hours of arrival at
hospital. However, analysis of data from
the Atlas of Variation found a vast range
in admission rates, from over eight out
of ten patients being seen within this
time (84.5 per cent) in Hillingdon
to just a fih (21
per cent) in Wyre
Forest.
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is report has found that there remains wide
variation across the country when it comes to giving
patients access to innovative technology. We have set

out seven recommendations that will help NHS
leaders address these discrepancies: 

1. NHS England should publish aggregate figures for 18 Week Wait
performances on a user friendly website, so that the figures are accessible 
and easy to comprehend for all who wish to understand how their local 
CCG is performing. 

2. Performance against the 18 Week Wait should have a stronger impact on
each CCGs’ ‘Headline Rating’ - at present CCGs which are not performing
well against the 18 Week Wait target can still receive a ‘good’ headline rating.

3. CCGs hitting the 18 Week Wait only 75% of the time in any area 
should be required to publish this on the home page of their website.   

4. CCG commissioning rates should contribute towards their overall rating. 

5. NHS England should establish a tribunal board to consider whether
individual CCGs have overly restrictive commissioning policies which are
contrary to national guidelines. 

6. NHS England should be required to inspect the bottom 10 CCGs in 
terms of their commissioning levels. 

7. e aggregate score for each CCG should be published online for 
the general public to access.
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Introduction 

Access to high quality healthcare, regardless of your
location, is a fundamental principle of the NHS.
Removing unwarranted variation in treatments
offered and the length of time patients wait is key to
delivering fair and equal access for patients. NICE was
established to ensure patients were able to benefit
from innovative treatments regardless of their
location.  While in recent years we have seen the work
of the NHS Improvement’s GIRFT programme, aimed
at addressing unwarranted variation in practice.

Commissioners play a pivotal role in giving patients
access to treatment. Ensuring that patients get timely
access in and out of care within acceptable timelines
is key to successful outcomes. Whilst the ambition is

to deliver world class healthcare wherever you are, the
reality is that many patients in different parts of the
country will receive very different treatment. e NHS
produces huge amounts of data and as such it can
oen be difficult to gain an understanding of how
effective your local NHS is at delivering patient access. 

e MTG conducted analysis of all 209 Clinical
Commissioning Groups (CCGs) to assess how
effective they are at delivering access to medical
technology. We looked at a range of indicators in a
number of areas and provided each CCG with a
grading based on how they scored in comparison to
other CCGs.   
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Background

Healthcare can vary in many different ways – patient
outcomes, safety, equity in the types of service offered
and even the amount of money spent. Some level of
variation is expected but some is unwarranted and
NHS leaders have focussed on addressing this. 

In 2009 the then Labour Government published the
NHS constitution which enshrined UK citizens right
to treatment in law. e constitution focuses on
patient rights and ensuring a universal system: 

1 https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england 

However, there still remain wide and unwarranted
variations in care across the NHS. e reasons for this are
multiple, including the financial health of the NHS in your
area and the quality and performance of your local acute
trusts. is report looks at CCG performance in delivering
equity of access and maps out the current level of variation
in patient access to medical technology across the NHS. We
looked at the performance of CCGs in adhering to their 18
Week Referral to Treatment Times and the level of patient
access based on the Atlas of Variation and mapped out
where patients experience the most optimum access. 

1. e NHS provides a comprehensive service, available to all

It is available to all irrespective of gender, race, disability, age, sexual orientation, religion, 
belief, gender reassignment, pregnancy and maternity or marital or civil partnership status. 
e service is designed to improve, prevent, diagnose and treat both physical and mental health
problems with equal regard. It has a duty to each and every individual that it serves and must 
respect their human rights. At the same time, it has a wider social duty to promote equality 
through the services it provides and to pay particular attention to groups or sections of society where
improvements in health and life expectancy are not keeping pace with the rest of the population.

2. Access to NHS services is based on clinical need, not an individual’s ability to pay

NHS services are free of charge, except in limited circumstances sanctioned by Parliament.1
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e Current Situation 

e Health and Social Care Act of 2012 established
over 200 Clinical Commissioning Groups, up from
149 Primary Care Trusts. e Act also removed the 12
Strategic Health Authorities (groups with regional
oversight of healthcare delivery). Whilst the shi to
Clinical Commissioning Groups has helped to
empower individuals locally, it has also increased the
fragmentation of the NHS and increased variation in
care. 

e NHS tracks and monitors hundreds, possibly
thousands, of elements of patient care. You can access
data on CCG ratings and hospital performance across

a range of factors. NHS England publishes the CCG
Annual Assessment which gives a headline rating for
each CCG.2 Detailed information on individual areas
of performance is published on a number of different
NHS websites. Information tends to be delivered by
clinical area and treatment type, which makes it
difficult to assess how CCGs are performing across a
number of areas when compared to other NHS
commissioners. 

Recent months have seen an increasing number of
media stories focused on the increasingly divergent
commissioning polices of individual CCGs: 

Leak shows 'devastating' impact of planned 
NHS cuts in London 
www.theguardian.com/society/2017/jun/20/leak-shows-devastating-impact-of-planned-nhs-cuts-in-london 

Obese patients and smokers banned from 
routine surgery in 'most severe ever' rationing 
in the NHS
www.telegraph.co.uk/news/2016/09/02/obese-patients-and-smokers-banned-from-all-routine-operations-by/ 

NHS cash crisis in Kent halts non-urgent 
surgery until April
www.theguardian.com/society/2017/feb/02/nhs-cash-crisis-in-kent-halts-non-urgent-surgery-until-april 

CCGs breaching NICE surgery 
restrictions guidance

www.hsj.co.uk/sectors/commissioning/revealed-ccgs-breaching-nice-surgery-restrictions-
guidance/7017002.article 

2 https://www.england.nhs.uk/commissioning/ccg-assess/
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Austerity measures and limited growth in healthcare
spending has meant that CCGs face tight financial
constraints and are seeking ways to manage budgets.
A recent report by the Association of British
Healthcare Industries found that almost 50% of CCGs
now have some kind of BMI limit on access to hip and
knee operations.3 ese types of policies mean that
patients in different parts of the country are receiving
very different experiences of care. 

Clinical Commissioning Groups have a crucial role in
ensuring patient access to treatments, wherever they
are in the country. CCGs ensure that patients are able
to access the technologies that are used to keep people
fit, healthy and active. Technologies such as hip and
knee replacements and vital cardiac interventions are
commissioned by CCGs. 

Whilst the NHS needs to make tough decisions in the
current economic climate, it is important that all
patients are able to get access to the appropriate
technology.  In order to assess how patients are
managed in different parts of England, the MTG
looked at two sets of NHS data – the Atlas of Variation
and the 18 Week Referral to Treatment Times. 

We looked at how CCGs have been performing when
compared with other commissioners. In this report,
we wanted to identify which CCGs make patients wait
longer or limit access in a number of areas. We looked
at the areas that are most relevant to patient access to
technology and gave each CCG a rating based on the
time patients wait or the level of patient access. 

CCGs best at delivering treatment 
within 18 weeks:  

CCGs who most regularly failed to 
deliver treatment within 18 weeks 
(1 being worst performing):  

1. NHS Southport and Formby 1. NHS Isle of Wight 

2. NHS Rotherham 2. NHS North East Essex 

3. NHS Enfield 3. NHS Canterbury and Coastal 

4. NHS Islington 4. NHS Barking and Dagenham 

5. NHS Erewash 5. NHS Castle Point and Rochford 

6. NHS Tower Hamlets 6. NHS Bradford City 

7. NHS City and Hackney 7. NHS South Kent Coast 

8. NHS Corby 8. NHS North East Hampshire and Farnham 

9. NHS Rushcliffe 9. NHS Hammersmith and Fulham 

10. NHS Greater Huddersfield 10. NHS South Norfolk

3 http://www.abhi.org.uk/media/1379/hip-and-knee-replacement-the-hidden-barriers.pdf

What we found: 
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CCGs with the highest commissioning 
rates on Atlas of Variation

CCGS with the lowest commissioning rates on the
Atlas of Variation (1 being worst performing): 

1. NHS Hartlepool and Stockton-On-Tees 1. NHS South Reading

2. NHS Cumbria 2. NHS Camden

3. NHS Heywood, Middleton and Rochdale 3. NHS Erewash

4. NHS West Norfolk 4. NHS Slough

5. NHS Bolton 5. NHS Corby

6  NHS Shropshire 6. NHS Richmond

7. NHS Ealing 7. NHS Luton

8. NHS St Helens 8. NHS Southampton

9. NHS Oldham 9. NHS Newham

10. NHS Vale Royal 10. NHS Kingston

e CCGs giving optimum patient 
access within 18 weeks were: 

e CCGs who had the lowest commissioning
rates and regularly missed 18 week target were: 

1. NHS Southport and Formby 1. NHS Castle Point and Rochford

2. NHS Islington 2. NHS South Reading

3. NHS Fareham and Gosport 3. NHS South Kent Coast

4. NHS Heywood, Middleton and Rochdale 4. NHS North East Essex

5. NHS Rotherham 5. NHS Havering

6. NHS West Lancashire 6. NHS Southampton

7. NHS Bury 7. NHS anet

8. NHS South Cheshire 8. NHS Ashford

9. NHS Hartlepool and Stockton-On-Tees 9. NHS Isle of Wight

10. NHS Oldham 10. NHS West London



              

How are CCGs currently assessed? 

CCGs currently go through an Ofsted style assessment
programme that looks at a range of indicators based
on the outcomes framework: 

Based on their performance against these indicators,
each CCG is given one of four ratings: inadequate,
requires improvement, good, or outstanding. 

e MTG does not believe that these ratings are
sufficient to give patients an overview of how their
CCG is performing. e key factors for patients are
gaining access to treatment and successful, quick
recoveries. It is not clear from the current rating

system that there is sufficient weighting given to these
aspects of care.

e MTG also believes that more detailed information
on the performance of local NHS organisations should
be made accessible to patients. e NHS should have
a single, easy access portal that presents information
on performance in a comprehensible manner. 

PAGE 11
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NEWSL_HMP%202017-08-01&dm_i=21A8,52NDR,FLWSMP,JFEJ6,1
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Getting It Right First Time 

e GIRFT programme is a national programme
designed to “improve medical care within the NHS by
reducing unwarranted variations.”5 e programme
covers 15 surgical specialties, 15 medical specialties,
four clinical work streams and three cross cutting
work streams. So far the programme has published
two reports; one on orthopaedics and one on general
surgery, with more reports planned for the future. 

Both reports highlight the level of variation in
practices across the NHS. e orthopaedics report
looks at variation in practice of practitioners,
pathways with different providers, management
models and commissioning.6 e general surgery
report looks at variation in demand, activity, decision-
making, outcomes, productivity and cost.7

Whilst both reports acknowledge the role of
commissioners from the perspective of ensuring that
the highest quality hospitals are commissioned to
carry out treatments, the studies miss a crucial step –
variation in patient access and the impact that this will
have on outcomes. e GIRFT programme rightly
focuses on the need to standardise practices and
ensure quality regardless of your address. 

e MTG’s research has identified wide variation in
both the number of patients receiving treatment and
the time that patients are expected to wait. is
variation could be having a detrimental impact on
patient outcomes. e MTG would like to see a
GIRFT style programme to assess the impact of
commissioner behaviour on outcomes.

5 http://gettingitrightfirsttime.co.uk/what-we-do/ 
6 http://gettingitrightfirsttime.co.uk/wp-content/uploads/2017/06/GIRFT-National-Report-Mar15-Web.pdf 
7  http://gettingitrightfirsttime.co.uk/wp-content/uploads/2017/07/GIRFT-GeneralSurgeryReport-Aug17v1.pdf 
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18 Week Wait and Patient Access

e 18 Week Wait target refers to the ‘referral to
consultant-led treatment waiting times’. e rules
currently state that all patients, once referred by a
commissioner, usually your GP, have the right to
consultant-led treatment within 18 weeks of referral. 

e 18 Week Target was established in the NHS Plan
of 2004, which stated that ‘patients will be admitted
for treatment within a maximum of 18 weeks from the
date of the referral by their GP, and those with urgent
conditions will be treated much faster’.8 is meant

that once patients presented at their GP and were
referred on, the clock was ticking and the NHS had to
deliver the treatment within 18 weeks. It was also
agreed that the data on how commissioners
performed against the 18 Week Wait target would be
collected by NHS leaders and published online. 

e long-term trend in the percentage of
commissioners adhering to 18 Week Wait is shown
below:9

When data was first collected in 2007 overall
performance across all areas measured was poor. In
August 2007 only 57.2% of 18 Week Wait targets were
met. Performance improved rapidly over the next two
years and in June 2009 the NHS achieved 90%
adherence with the 18 Week Wait. Peak performance
came in October and November 2012 when the
system achieved 94.8% adherence with 18 Week Wait.

ere has been a steady decline in performance ever
since, with the NHS now achieving around 90%
adherence to the 18 Week Wait. 

is has had a direct impact on patients, with the
number of patients now waiting longer than 18 weeks
steadily increasing to the highest levels since 2008. 

8 http://1nj5ms2lli5hdggbe3mm7ms5.wpengine.netdna-cdn.com/files/2010/03/pnsuk3.pdf 
9  https://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/
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Number of patients waiting more than 18 Weeks is shown below: 

e number of individual patients waiting more than
18 weeks was 1.8 million in August 2007. As
adherence with the target grew, the number of people
waiting more than 18 weeks rapidly declined. In
October and November 2012 around 130,000 people
waited more than 18 weeks. e most recent data
shows that the number of people waiting longer than
18 weeks has now increased to 380,000 people. 

Impact on Medical Technology Access

To ascertain how the variation in 18 Week Wait
adherence has impacted on patients we looked at the
areas most relevant to medical technology:

Cardiology and Cardiothoracic: Patients requiring
cardiology or cardiothoracic treatments are measured

under the 18 Week Referral pathway. Many treatments
along this pathway will rely on some form of medical
technology. is would include pacemakers,
implantable defibrillators, stents and heart valve
replacements, for example.    

Ophthalmology: Ophthalmology is the term for
medicine that is focused on the eye. A key part of this
will be delivering cataract surgery. Cataract surgery is
currently the most commonly performed NHS
procedure - more than 300,000 operations are carried
out each year. 10

Urology: Urology is a surgical speciality which deals
with the treatment of conditions involving the male
and female urinary tract and the male reproductive
organs. Medical technology such as catheterisation
play a key role in managing urological conditions. 

10 http://www.nhs.uk/conditions/Cataract-surgery/Pages/Introduction.aspx
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Trauma and Orthopaedics: is is the area of
medicine concerned with injuries and the
musculoskeletal system. Medical technology plays a
key role through this area, but it is most notable in the
field of hip and knee replacements. 

Findings

Looking across all areas we found the following CCGs
performed best when it came to giving patients access
within the 18 Week Wait time. We looked at the top
and bottom 10 CCGs in each category. We then
looked at our best and worst performers and looked
at how they were rated in NHS England’s official
categorisation. e below tables show their
performance and rating.

CCG Headline Rating 

NHS SOUTHPORT AND FORMBY CCG Requires Improvement

NHS ROTHERHAM CCG Outstanding

NHS ENFIELD CCG Requires Improvement

NHS ISLINGTON CCG Good

NHS EREWASH CCG Good

NHS TOWER HAMLETS CCG Outstanding

NHS CITY AND HACKNEY CCG Good

NHS CORBY CCG Requires Improvement

NHS RUSHCLIFFE CCG Good

NHS GREATER HUDDERSFIELD CCG Requires Improvement
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ose who performed worst were: 

CCG Headline Rating 

NHS ISLE OF WIGHT CCG Requires Improvement

NHS NORTH EAST ESSEX CCG Good

NHS CANTERBURY AND COASTAL CCG Good 

NHS BARKING AND DAGENHAM CCG Requires Improvement

NHS CASTLE POINT AND ROCHFORD CCG Requires Improvement

NHS BRADFORD CITY CCG Good

NHS SOUTH KENT COAST CCG Good

NHS NORTH EAST HAMPSHIRE AND FARNHAM CCG Outstanding

NHS HAMMERSMITH AND FULHAM CCG Good

NHS SOUTH NORFOLK CCG Good

What this means for patients 

Overall the correlation between the CCGs which hit
the 18 Week Wait target and their overall CCG rating
was weak.  Six of the top 10 performers in terms of 18
Week Wait scored ‘good’ for their headline rating.
Seven of the CCGs in our bottom ten worst
performers were rated as ‘good’ or ‘outstanding’ and
the other three were listed as ‘requires improvement’. 

NHS England has previously taken direct action and
intervened where CCGs have been classified as
‘inadequate’ and placed them in special measures.
Once in special measures CCGs face having to accept
a joint management team or the creation of an
accountable care organisation but ultimately face the
threat of disbandment. Critically those CCGs under
special measures will be required to rapidly address
issues around financial control. 

What is not clear is how special measures will help to
ensure patients are able to gain access to treatment or
help to deliver rapid diagnosis and treatment. NHS
England’s assessment framework is based on a
number of factors which are grouped around 29 areas
and have 60 indicators, but it does not prioritise
patient access to treatment as a key factor in the
assessment of trust performance. 

Individual areas

Cardiology and Cardiothoracic: e top performing
CCGs all had 100% adherence to the 18 Week Waiting
target. Meanwhile those CCGs at the bottom of the list
were as low as 50% adherence in cardiothoracic and
68% in cardiology.  
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Ophthalmology: Again there was huge variation in
the CCGs achieving the 18 Week Wait. e top ten
CCGs all got above 98% adherence to the 18 Week
Wait whilst the bottom ten all scored less than 80%. 

Urology: e top ten CCGs here all achieved above
96% adherence to 18 Week Wait, whilst the bottom
ten adhered with the 18 Week Wait less than 80% of
the time. 

Trauma and Orthopaedics: e top ten CCGs all
achieved above 93% adherence to the 18 Week Wait,
whilst the bottom ten only achieved it 75% or less.
Herefordshire CCG only managed to achieve the
target 58.7% of the time. 

Conclusion 

For patients, it is clear – despite many years of tracking
and publishing of performance statistics to try and
drive up adherence to targets, where you live is still
likely to  determine in the service you receive. e best
performing CCGS are able to achieve almost 100%
adherence in most areas, where as those who are
performing less well can be as low as 50%. 

In urology and ophthalmology, the worst performing
CCGs only hit the 18 Week Wait about 80% of the
time. is means that one in every five patients
presenting for treatment in those areas fails to get
treatment in the required timeframe. In
cardiothoracic and cardiology, where getting rapid
access could mean the difference between life and
death, we still see a large number of CCGs achieving
the target for less than one in every four patients.  

Developing a joint approach

For CCGs a key factor in their ability to deliver
treatment to patients within the 18 week target will be
the capacity and performance of their local NHS
trusts. Addressing the issues highlighted in this report
will require a joint approach from CCGs and their
local providers. Commissioners will have to monitor
the performance of the trusts they commission and
ensure that they are delivering timely and high quality
care. 

In doing this the commissioners will need to take full
advantage of their ability to send patients to trusts that
are performing well and delivering care effectively.
CCGs must hold their providers to account and
ensure that they are penalising the local providers that
fail to deliver treatment effectively. 

is will require commissioners and providers to
work together to jointly address issues around patient
pathways and demand management in a way that does
not penalise patients. Closer working between
commissioners and providers, supported by
Sustainability and Transformation Partnerships
(STPs), can help develop a patient pathway that
delivers timely care for patients and supports the
efficient running of the NHS. 
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Recommendations: 

1. NHS England should publish aggregate figures for 18 Week Wait
performances on a user friendly website, so that the figures are accessible 
and easy to comprehend for all who wish to understand how their local 
CCG is performing. 

2. Performance against the 18 Week Wait should have a stronger impact on
each CCGs’ ‘Headline Rating’ - at present CCGs which are not performing
well against the 18 Week Wait target can still receive a ‘good’ headline rating.

3. Any CCGs hitting the 18 Week Wait only 75% of the time in any area 
should be required to publish this on the home page of their website.   
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18 Week 
Heat Map

CCGs rated in top 10%

CCGs rated in bottom 10%

Key
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Atlas of Variation

e Atlas of Variation (AoV) is published by Public
Health England and provides data on the
commissioning rates of every CCG across a range of
factors.11 e AoV was first published in 2010 and
has been regularly updated since. e AoV doesn’t
create any data, instead providing a compendium of
data from other sources that help to demonstrate how
different CCGs are performing in various areas. 

e purpose of the AoV is to allow the public to
analyse their CCG and get an idea of how it is
performing against other CCGs in a number of
different areas. e AoV does not provide an
aggregated score to give people an indication of how
CCGs are doing against all other CCGs across all
areas. 

e MTG looked at all the different maps contained
in the AoV and focused on the maps that are most
relevant to medical technology. We then did an
average of how each CCG is performing in those areas
to give us an overall score for each CCG. 

Atlas of Variation maps we used for our assessment:

Colonoscopy and CT Colonoscopy: Colonoscopy is
a test which allows your doctor to look at the inner
lining of your large intestine (rectum and colon). He
or she uses a thin, flexible tube called a colonoscope
to look at the colon. A colonoscopy helps find ulcers,
colon polyps, tumours, and areas of inflammation or
bleeding. CT colonoscopy use a CT scanner to take
multiple pictures and build a picture of the colon.  

Cataract: e AoV captures data on the rate of
admission for cataract surgery for patients over 65.

Limb Amputations: e AoV has data on the relative
risk of major lower limb amputation among people in
the National Diabetes Audit (NDA) with Type 1 and
Type 2 diabetes when compared with people without
diabetes. For patients, lower limb amputation is a sign
of poor diabetes management. Technologies such as
insulin pumps can help patients manage their
condition and avoid limb loss. Stenting procedures, if
performed early enough, can also held improve blood
flow and stop the need for an amputation. 

Stroke: e AoV has a map which shows the
percentage of people with acute stroke who were
directly admitted to a stroke unit within four hours of
arrival at hospital. For stroke patients, rapid access to
specialist care can have a huge impact. NHS England
has introduced a specialised commissioning policy for
the use of mechanical thrombectomy in 24 specialist
neuroscience centres, though this will require large
scale infrastructural and training investment if it is to
treat the 8,000 patients per year it has ambitions for.

Hip replacement rates and EQ-5D scores: e AoV
captures the number of hip replacements carried out
and the EQ-5D score. Patient access to hip
replacements is critical to keeping people mobile. e
EQ-5D score tells us how successful the operation has
been and what the net gain for the patient is. 

11 https://www.england.nhs.uk/rightcare/products/atlas/
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CCG Headline Rating 

NHS HARTLEPOOL AND STOCKTON-ON-TEES Good 

NHS CUMBRIA Requires improvement 

NHS HEYWOOD, MIDDLETON & ROCHDALE Good 

NHS WEST NORFOLK Requires improvement

NHS BOLTON Good

NHS SHROPSHIRE Inadequate 

NHS EALING Good 

NHS ST HELENS Requires improvement

NHS OLDHAM Good 

NHS VALE ROYAL Inadequate 

CCG Headline Rating 

NHS SOUTH READING Outstanding

NHS CAMDEN Good 

NHS EREWASH Good

NHS SLOUGH Outstanding

NHS CORBY Requires improvement

NHS RICHMOND Good

NHS LUTON Requires improvement

NHS SOUTHAMPTON Good

NHS NEWHAM Good

NHS KINGSTON Good

Findings 

Top performing CCGs in terms of patient access and their
official rating according the NHS England assessment: 

Worst performing CCGs: 
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Impact on patients

Again there is a weak correlation between the CCGs
that are commissioning at the highest rates and those
that are commissioning at low rates. Five of the CCGs
in the top ten list are listed as good, three require
improvement and two are inadequate. Eight CCGs in
the bottom ten of the list are rated as good.  

Individual areas: 

Colonoscopy and CT Colonoscopy: Colonoscopy
and CT colonoscopy are critical in ensuring an
accurate bowel cancer diagnosis can be made. Data
has proven that the earlier cancer is caught the more
likely patients are to survive. e variation across
CCGs was from 0.173 per 10,000 population to 58.73
per 10,000. 

Cataract operations: Cataract operations restore
vision and allow people to lead full and active lives.
Whether you get access to the operation will be
impacted by where you live. We found variation in
commissioning rates 4,610 per 100,000 population in
the highest commissioning CCGs and 1,595 per
100,000 population in the lowest.

Limb amputations: Proper management of blood
glucose is widely regarded as the best way to manage
diabetes properly and avoid adverse events, such as
lower limb loss. Technology is available to help this –
advanced monitoring systems and insulin pumps. If
used properly this could help reduce the rate of lower
limb amputation. e variation in area was a relative
risk of 1.423 rising to 17.758. 

Stroke: Direct admittance to a stroke unit can mean
the difference between life and death. If administered
rapidly, technology such as mechanical thrombectomy
can deliver the optimum patient outcome. In this area,
we saw variation between 84.5% of patients being
admitted within four hours, whilst some were as low
down as 21%.

Hip replacement: Hip replacement is proven to work
and has been available to patients for tens of years.
ere is copious data to demonstrate efficacy. We saw
variation in the of rates of implant from 207 per
100,000 population down to 54 per 100,000
population. EQ-5D scores are an effective measure of
how well patients are managed. Here we saw variation
from the highest performing CCG scoring 0.605 to the
worst performing CCG which scored 0.255. 

Conclusion

e data is clear – where you live will have a huge
impact on whether or not you are able to access
treatment as there is huge variation between different
locations. Treatment such as getting a timely
colonoscopy and access to a specialist stroke unit can
mean the difference between life and death. But the
chances of getting this vary widely depending on
where you currently live. Hip replacements and
cataract operations give people freedom to lead full
and active lives, but again, your chances of receiving
treatment will depend on where you are in the
country. 
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Atlas of Variaton 
Heat Map

CCGs rated in top 10%

CCGs rated in bottom 10%

Key
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Recommendations: 

1. CCG commissioning rates should contribute towards their overall rating. 

2. NHS England should establish a tribunal board to consider whether
individual CCGs have overly restrictive commissioning policies which are
contrary to national guidelines. 

3. NHS England should be required to inspect the bottom 10 CCGs in 
terms of their commissioning levels. 

4. e aggregate score for each CCG should be published online for 
the general public to access.
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Conclusions

Equity of access is a fundamental principle that
underpins the NHS. Commissioners are pivotal in the
delivery of this. Commissioners have a duty to deliver
equitable access to treatment in a timely manner
wherever patients are in England. Our report has
shown that patients in different parts of England
experience huge variation when seeking treatment. 

Whilst there will always be a level of variation caused
by the unique characteristics of local populations,
what we have seen is variation on a scale that is hard
to explain. In hip replacement, some CCGs are
achieving the 18 Week Wait 100% of the time, whilst
others fail to get 1 in 4 patients through the system in
time. Second to this, the data also shows that some
CCGs are only delivering technology access to a
quarter of the number of patients that the highest
commissioners are achieving.

In critical areas such as cardiothoracic, cardiology, and
stroke care we have seen huge variation in both the

number of patients who are treated within the 18
weeks for heart treatment and the number of stroke
patients who receive access to appropriate care within
the advised time limit of four hours. 

Ensuring appropriate and timely access for patients
will help deliver improved patient outcomes and
remove the need for additional costs further down the
line. e current levels of variation across the NHS are
unacceptable and impact patients. e MTG believes
that NHS England should take steps to ensure equity
of access and reduce the variation we are currently
seeing. 

NHS England should intervene directly where there
is evidence that a commissioning policy has led to a
reduced number of patients receiving treatment. We
recommend that NHS England establish a tribunal
board which can review policies that are questioned
by patients, clinicians, or other NHS organisations. 
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Our recommendations:

1. NHS England should publish aggregate figures for 18 Week Wait
performances on a user friendly website, so that the figures are accessible 
and easy to comprehend for all who wish to understand how their local 
CCG is performing. 

2. Performance against the 18 Week Wait should have a stronger impact on
each CCGs’ ‘Headline Rating’ - at present CCGs which are not performing
well against the 18 Week Wait target can still receive a ‘good’ headline rating.

3. CCGs hitting the 18 Week Wait only 75% of the time in any area 
should be required to publish this on the home page of their website.   

4. CCG commissioning rates should contribute towards their overall rating. 

5. NHS England should establish a tribunal board to consider whether
individual CCGs have overly restrictive commissioning policies which are
contrary to national guidelines. 

6. NHS England should be required to inspect the bottom 10 CCGs in 
terms of their commissioning levels. 

7. e aggregate score for each CCG should be published online for 
the general public to access.
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Overall CCG
Heat Map

CCGs rated in top 10%

CCGs rated in bottom 10%

Key
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Overall CCG performance

NHS Southport and Formby

NHS Islington

NHS Fareham and Gosport

NHS Heywood, Middleton and Rochdale

NHS Rotherham

NHS West Lancashire

NHS Bury

NHS South Cheshire

NHS Hartlepool and Stockton-On-Tees

NHS Oldham

NHS St Helens

NHS Vale Royal

NHS Enfield

NHS West Norfolk

NHS Bolton

NHS Rushcliffe

NHS South West Lincolnshire

NHS South Tyneside

NHS Scarborough and Ryedale

NHS Erewash

NHS Stockport

NHS Sheffield

NHS Nottingham West

NHS Hardwick

NHS Leeds West

NHS West Cheshire

NHS Wigan Borough

NHS Cumbria

NHS Greater Huddersfield

NHS Tower Hamlets

NHS Lincolnshire West

NHS Lincolnshire East

NHS Durham Dales, Easington & Sedgefield

NHS Wiltshire

NHS Warrington

NHS Leeds South and East

NHS South Seon

NHS North Derbyshire

NHS Chorley and South Ribble

NHS NEWCASTLE GATESHEAD CCG

NHS Harrogate and Rural District

NHS Nene
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NHS Salford

NHS City and Hackney

NHS Mid Essex

NHS West Essex

NHS Northumberland

NHS Doncaster

NHS Bath and North East Somerset

NHS Airedale, Wharfedale and Craven

NHS Sunderland

NHS Eastern Cheshire

NHS Waltham Forest

NHS Halton

NHS North Durham

NHS Mansfield and Ashfield

NHS Oxfordshire

NHS North Tyneside

NHS South Lincolnshire

NHS Harrow

NHS Kernow

NHS Nottingham City

NHS Solihull

NHS North Lincolnshire

NHS Blackpool

NHS Trafford

NHS Dorset

NHS Bradford Districts

NHS Milton Keynes

NHS North Manchester

NHS Merton

NHS Barnsley

NHS Ealing

NHS Vale of York

NHS Bexley

NHS Gateshead

NHS Corby

NHS Sandwell and West Birmingham

NHS Hillingdon

NHS Redditch and Bromsgrove

NHS Gloucestershire

NHS Newbury and District

NHS West Suffolk

NHS Great Yarmouth and Waveney
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NHS East Leicestershire and Rutland

NHS Somerset

NHS Tameside and Glossop

NHS Shropshire

NHS East Surrey

NHS East Staffordshire

NHS Calderdale

NHS Norwich

NHS West Leicestershire

NHS East Lancashire

NHS Haringey

NHS Swindon

NHS Lancashire North

NHS Southern Derbyshire

NHS Dudley

NHS Redbridge

NHS North Hampshire

NHS Hull

NHS South Devon and Torbay

NHS East and North Hertfordshire

NHS Bristol

NHS Croydon

NHS Wokingham

NHS Nottingham North and East

NHS Blackburn with Darwen

NHS Knowsley

NHS North Somerset

NHS Leicester City

NHS South East Staffordshire & Seisdon Peninsula

NHS Surrey Heath

NHS Liverpool

NHS Sutton

NHS North & West Reading

NHS Chiltern

NHS Bedfordshire

NHS Aylesbury Vale

NHS South Manchester

NHS Portsmouth

NHS Bracknell and Ascot

NHS Birmingham South and Central

NHS Cannock Chase

NHS Barnet
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NHS Ipswich and East Suffolk

NHS Greater Preston

NHS North West Surrey

NHS Newark & Sherwood

NHS Leeds North

NHS Stafford and Surrounds

NHS Basildon and Brentwood

NHS North Staffordshire

NHS Brent

NHS Lambeth

NHS Birmingham Crosscity

NHS Central Manchester

NHS Richmond

NHS Hambleton, Richmondshire & Whitby

NHS Cambridgeshire and Peterborough

NHS Windsor, Ascot and Maidenhead

NHS Hounslow

NHS North Norfolk

NHS West Hampshire

NHS West Kent

NHS Hastings and Rother

NHS Medway

NHS Bassetlaw

NHS South Eastern Hampshire

NHS urrock

NHS Darlington

NHS South Warwickshire

NHS Telford and Wrekin

NHS East Riding of Yorkshire

NHS Hammersmith and Fulham

NHS Bradford City

NHS South Gloucestershire

NHS Coventry and Rugby

NHS Luton

NHS Crawley

NHS North East Lincolnshire

NHS Coastal West Sussex

NHS Kingston

NHS Camden

NHS Herts Valleys

NHS Bromley

NHS Stoke-on-Trent
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NHS North Kirklees

NHS Guildford and Waverley

NHS Northern, Eastern & Western Devon

NHS South Tees

NHS Southend

NHS Barking and Dagenham

NHS South Norfolk

NHS Eastbourne, Hailsham and Seaford

NHS Warwickshire North

NHS North East Hampshire and Farnham

NHS Wolverhampton

NHS Lewisham

NHS Surrey Downs

NHS Wandsworth

NHS Newham

NHS Swale

NHS Dartford, Gravesham and Swanley

NHS Walsall

NHS Fylde & Wyre

NHS Horsham and Mid Sussex

NHS Wyre Forest

NHS High Weald Lewes Havens

NHS South Worcestershire

NHS Wirral

NHS Greenwich

NHS Slough

NHS Central London (Westminster)

NHS Brighton and Hove

NHS Canterbury and Coastal

NHS Herefordshire

NHS Wakefield

NHS Southwark

NHS West London

NHS Isle of Wight

NHS Ashford

NHS anet

NHS Southampton

NHS Havering

NHS North East Essex

NHS South Kent Coast

NHS South Reading

NHS Castle Point and Rochford
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Methodology

To develop the data and rankings listed in this report
the MTG looked at two different data sets: 

► 18 Week Wait Referral to Treatment Targets. 
e full data set is available on the 
NHS England website here:
https://www.england.nhs.uk/statistics/statistical-
work-areas/rtt-waiting-times/rtt-data-2016-17/

e data used in the report was from the March
2017 published list. 

► e Atlas of Variation:  of atlases is available here:
http://tools.england.nhs.uk/images/atlas15/atlas.ht
ml

e MTG used the most recent Atlas data
published on the site. 

e MTG selected the areas in both sets of data that
are most relevant to patient access to medical
technology. 

We analysed the data and developed the lists that
relate to CCG performance.  For the 18 Week Wait list
we looked at the score for each CCG in terms of how
the percentage of patients that received treatment
within 18 weeks. 

For the Atlas of Variation Data the MTG looked at the
number of procedures that are commissioned by each
CCG and in one area the EQ-5D score for CCGs. 

e MTG then brought together both data sets to
provide an overall list of the CCGs that have both
good adherence with 18 Week Waiting target and high
commissioning rates.
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