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Foreword by the Secretary of State

It gives me great pleasure to present the twelfth annual report of the Department of
Health. This provides a full account of government spending and acrivities across the
field of health and social care following the launch of the NHS Plan in July 2000,
The Plan set out a ten-year programme of investment and reform, in order to deliver
a genuinely patient-centred health service. Early indications are that the extra resources

earmarked for the years 2001-04 are already producing results.

We have employed more staff — 31,000 extra nurses and 9,000 more doctors in five

years. We have opened a dozen new hospitals, and achieved the first increase in bed

numbers for a generation. We have developed new types of care through High Streer
walk-in centres and the NHS Direct help-line. We have cur waiting times, so seven
out of ten people now have their operation within three months. And we have pur better cancer services and berrer heart

care among our top priorities. Thanks to the hard work of dedicared staff, the NHS is gerring berter.

The Budget in April 2002 represented a defining moment for the NHS. Unprecedented levels of extra investment were
raised from general taxation, providing the largest-ever sustained increase in NHS funding — an average 7.4 per cent real

growth in England over each of the next five years.

By 2008 this new money will provide 15,000 extra doctors, 35,000 nurses, 30,000 therapists and scientists. There will be
thousands more beds. And we will open 42 new hospitals, 750 primary care centres and expand NHS Direct. In face the

Budget has given the NHS the best chance it has ever had to transtorm health care in our country.

But when the British people are asked to put more in, they have every right to expect more out. The new money cannot
be just for more of the same — it has to buy a different sort of healch service. The ‘acid test” for this investment is thac it

MUSt Secure an expansion in capacity, an increase in productivity, and an improvement in performance.

So in the wake of the shift in power to the NHS frontline introduced in April 2002, the next steps in delivering the NHS

Plan will involve the most radical reforms so far — with greater diversity of provision and more choice for patients.

We will set up an independent regime of healthcare regulation, audit and inspection. We will ensure every primary care
trust provides an annual ‘patient prospectus’ to each household in the locality. And we will introduce a streamlined financial

system of payment by results, in which cash follows the parient.

The NHS Plan set out the direction of travel under previous spending plans. Mow we can go further and faster than before
in developing a new model of care, that retains the original values of the NHS bur enables it ro face the future with confidence

— purting people first.

We will enforce rigorous national standards for health and social care. We will publish clear information about clinical and
managerial performance. We are devolving decision-making to local communities. We will enable partients 1o make informed
choices about where, when and how they are treated. And we are treating staff better — through fairer pay and flexible methods

of working — so they are better able to serve the needs of patients.
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Other measures in the pipeline will give the MHS the freedom to improve local services to patients. We will extend the
private finance initiative, encourage joint ventures with the private and volunary sectors, maximise the NHS use of spare

private sector hospital capacity, and bring overseas clinical teams into the country to work for the NHS. Soon the first NHS

foundation hospitals will be identified, with new freedoms to raise standards of care further.

As a country we should be proud of the NHS, and proud of the people working in it. The ethos of the NHS and its staff
expresses the values of the nation. With this programme of unprecedented investment, matched to radical reform, we can

make the NHS work for the health of the whole country. The best of the NHS is yet to come.

Rt Hon Alan Milburn mMp

Secretary of State tor Health
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How to use this Report

This repore plm']dﬂ Parliament and the puhlic with an account
of how the Department of Health has spent the resources
allocared 1o it, as well as its furure planned spend. It also
describes our policies and programmes and gives a breakdown of
spending within these programmes. This section serves as a guide
ta the content and structure of this reporr.,

Chapter 1 - Introduction

Introduces the report and the Department’s averarching direction.

Chapter 2 - Delivering Better Public Services

This section outlines the aims and objectives of the Department.
We also list the progress against those targets set following the 1998
and the 2000 Spending Reviews. The 2000 Review was also
informed by 15 cross-departmental reviews of issues that may
beneht from a joint approach invelving twe or more Government
departments. Progress is also shown against these as well as our

Mm{crniiing Crovernment action p!:ms.

Chapter 3 - Expenditure

Chaprer 3 provides informartion on the Government’s expendirure
plans up until 2007-08 and includes details of expenditire in
2001-02. Supplementary tables to this chapter can be found in the

Annexes.

Chapter 4 - Investment

Investment continues to play a pivotal role in the modemisation
of the NHS. The NHS Plan and the Deparomental Inpestment
Strategy set out a planned programme of investment in the NHS.
This chaprer serves to highlight those priorities.

Chapter 5 — The NHS Plan, a Plan for
Investment; a Plan for Reform
The MHS Plan set the direction for modernisation and reform.

It set out how an NHS fit for the 21st century will be delivered.
A summary of the progress to date in achieving those aims is given.

Chapter 6 — Breakdown of Spending
Programme

This provides a breakdown of spending across our main
programme areas (NHS, Family Health Services and Personal
Social Services, erc) as well as providing such breakdowns as spend
per head of population and by age profile.

&

Chapter 7 — Activity, Performance and
Efficiency

Chaprter 7 is broken down into four main areas: Activity;
Performance; Efficiency and Personal Social Services acrivity,
performance and efficiency. Ir provides such activity dara as hospieal
activity, in-patient and out-patient waiting trends as well as those
services provided by General and Personal Medical Services. It also
demonstrates how we are making improvements in our
performance and efficiency thar will enable the effective delivery
of services.

Chapter 8 - Managing the Department of
Health

This secton outlines the I'LII!I]'IiI'IE COSIS, 5!:.1[:5515, TeCTLINCITHEIND Fu;l-iic_',.'

and senior civil service salaries of the Department as well as
describing the environment in which we operate.

Annexes

The Annexes provide a list of the Non-Departmental Public Bodies
(NDPBs), NHS Bodies and Agencies that help the Department
discharge its functions. There is also an account of the Department
of Health’s spend on publicity, advertising and sponsorship.
The Annexes also contain tables that are supplementary to
other sections in this report.



1. Introduction

THIS CHAPTER COVERS:

1.1 INTRODUCTTON

1.2 DEPARTMENT OF HEALTH

1.3 A CHALLENGING WORK PROGRAMME
1.4 SHIFTING THE BALANCE OF POWER
1.5 THE MODEBRMNISATION PROGRAMME

.G NHS PLAM
1.7 PUBLIC SERVICE AGREEMENT
1.8 BUDGET 2002

1.1 This is the twelfth annual report of the Department of
Health, providing financial information abour its spending
programme. The Department of Health is responsible for the
stewardship of over £58 billion of public funds. It advises
Ministers on how best to use funding and other mechanisms to
achieve their objectives, implements their decisions and supports
Parliamentary and public accountabilicy.

Chapter 3 of this report provides information on the Governments
expenditure plans for 2002-03 and Chaprer 6 provides a
breakdown of the spending programme and an analysis of the
activity, performance and efficiency with which these resources
have been used.

The introduction of Resource Accounting and Budgeting last year
changed the way in which departments plan and manage their
spending internally. This report presents the main expenditure
plans in resource rerms.

This report has been produced and published under a new
reporting framework. It was developed in consultation with
departments, Parliament and others. The new framework is
intended to give departments more freedom to produce
streamlined reports accessible to a wider audience. For the first
time, supplementary performance information will be published
with the Resource Accounts later in the year.

Department of Health

1.2 The health programme is funded mainly by central
Government. The Department of Health sets overall policy on all
health issues, including public health matters and the health
consequences of environmental and food issues. It is also
responsible for the provision of health services, a function which
it discharges through the National Health Service (NHS)
including independent contractors such as General Medical
Practitioners (GPs), dentists, pharmacists and opticians. The

Dtp:r:m:n: of Health 15 n:spnnsjhlf for m:lrmging p-:rfnrmuncc
against its statutory responsibilities.

The Personal Social Services (P55) PrOEramme consists lnrg:;lj.' of
spending by local authorities. The Department of Health sets the
overall policy for the delivery of PSS and provides advice and
guidance to local authorities. The programme is financed in part
by central Government grants and credit approvals, but most local
authority PSS revenue expenditure depends on decisions by
individual local authorities on how 1o spend the resources

available to them.

There is a complementary document to this report, published by
the Department of Health:

® The Annual Repore of the Chief Social Services Inspector’®, which
reparts on the stare of social care services in Eng]an:] and also
describes the work done by the Social Services Inspecrorare 1o

improve standards.

A Challenging Work Programme

1.3 There have been many major achievements this year. The
serting up of new activities and bodies such as the Modernisation
Agency, the Maronal Care Standards Commission, the Social Care
Institute of Excellence and Appointments Commission are all
notable achievements. There has been new legislation, new
policy and a renewed focus on delivery. This year has also seen the
start of 2 more widespread programme of changr_' through the
Shifting the Balance of Power initiative thar will empower local
clinicians and managers to ensure that services betrer reflect the
needs of the local community.

Shifting the Balance of Power

1.4 The NHS Plan sets out a vision for service designed
around the patient = a service of high quality and narional
standards which is fast, convenient and uses modern methods o
provide care where and when it is needed. Such a service will not
only be designed around patients but also be responsive to them,
offer them choices and involve them in decision making and
p]anning,

The Secretary of State announced on 25 April 2001 a programme
to shift the balance of power within the NHS away from central
government and towards front line staff and their patients. Under
the arrangements set out by the Secretary of Stare local clinicians
and managers, working in Primary Care Trusts and NHS Trusts,
will be empowered o ensure that local services reflect the needs
of the local community. Further derails can be found in Chaprer
2 of this report.

The Modernisation Programme

1.5 The Government is transforming the health and social
care system 5o that it provides faster, fairer services that deliver
berter health, and narrow health inequalities. Modernising how
people access health and social care is the key to achieving the
overarching aim of helping people live longer, healthier and more
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indcpendcm lives, The NHS Modemisation J’Lgcm:y was formed
in April 2001 ro support the NHS with the radical and
sustainable changes required. The Agency’s work programme for
its first year focuses on the NHS Plan targets, improving
organisational performance and the drive for improved quality.

NHS Plan

1.6 The NHS Play™ was announced by the Prime Minister
and the Secretary of State for Health on 27 July 2000. This sets
out the strategy for investment and reform in the NHS, alongside
the Public Service Agreement targets for the NHS and Social

Services.

Chaprer 5 of this report sets our how the Department will
implement this plan and provides further details about progress to
dare.

Public Service Agreement

1.7 The aims and objectives of the Department of Health are
enshrined in the Public Service Agreement (PSA) which was
published in the HM Treasury White Paper Public Services for the
Fratrime: Moderaisation, Reform, r{rfwnmﬁfﬁg"“' in December 1998,
Chapter 2 of this report sets our the aims and objectives and
records progress being made to achieve detailed rargers.

The 2000 Spending Review builds on the success of these
P5As by seting challenging targets over three years (2001-02 to
2003-04). The P'SAs are set out in the White Paper, 2000 Spendling
Review: Public Service Agreements, fuly 20007, A summary
table for che SR 2000 PSA targets and the progress 1o date is given
in Chaprer 2 of this Report.

The Department has also published its Service Delivery Agreement
(SDAY ™ which sers oue how it will deliver the PSA targets, and
how it will ensure good value for money in their operations.

Budget 2002

1.5 In his Budger statement on 17th April 2002, the
Chancellor announced further resources for the health service in
England over the five years 2003-04 to 2007-08. This provided the
NHS with the largest ever sustained increase in funding of any five-
year period in the history of the NHS. The Budget is a defining
moment for the NHS. Now the NHS is on a stable financial
footing ro face the future with confidence. The changes will take
time but the benefits for patients are already beginning to come
through.



2. Delivering better
public services -
progress

THIS CHAPTER COVERS:

21 INTRODUCTION

23 THE DEPARTMENT OF HEALTH AIMS

13 THE DEPARTMENT OF HEALTH OBJECTIVES

TABLE - DEPARTMEMTAL PUBLIC SERVICE AGREEMENT
TARGETS ANALYSIS (1998)

PUBLIC SERVICE AGREEMENT TARGETS — PROGBRESS:
24 MHS MET

25 PRIMARY CARE ACCESS

16  ADOPTIONM

2.7 PATIENT SUBNVEYS

2.8 WAITING AND BOOKING

TABLE — DEPARTMEMNTAL PUBLIC SERVICE AGREEMENT
TARGETS ANALYSIS (2000)

TARGETS FROM CROSS-DEPARTMENTAL REVIEWS:
2.9 HEALTH INEQUALITIES
211 ACTION AGAINST ILLEGAL DRUGS

CROSS-GOVERNMENT INITIATIVES
211 SURESTART

212 HNEIGHBOURHOQOD RENEWAL
2,13  SUSTAINABLE DEVELOPMENT

MODERNISING GOVERNMENT ACTION PLANS
214 CHANGE PROGRAMME
215  POLICY MAKING

216 BETTER REGULATION AND REGULATORY IMPACT

ASSESSMENTS (RIAS)
2.17 RESPOMNSIVE PUBLIC SERVICES
218 QUALITY PUBLIC SERVICES
219 UK ONLINE
2.20 PUBLIC SERVICE
2.21 SHIFTING THE BALANCE OF POWER
222  PATIENT CHOICE IMITIATIVE

223 LONG TERM REVIEW OF HEALTH TRENLY
(WANLESS REVIEW)

2.1 In serting out its spending plans for 1999-2002 in the
1998 Comprehensive Spending Review (CSR), the Government
set new priorities for public spending with significant extra
resources in key services such as education and health. The
Government also made a commitment to link this extra
investment to modernisation and reform, to raise standards and
improve the quality of public services. The White Paper, Public
Services for the Future: Modernisation, Reform, .-"I:'.:'ﬂrnm;:f.r;'ff{_].-'-' i
December 1998 and its supplement™® published in March
1999, delivered this commitment by publishing for the first tme
measurable targets (PSAs) for the full range of the Government’s
ohjecrives,

A list of the Department of Health’s aims and abjectives, as ser our
in the White Paper, followed by a detailed analysis of the PSA
targets resulting from the CSR and the SR2000 are set out in the
paragraphs and tables below.

The Department of Health Aims and
Objectives

Aim

2.0 The Department of Health's overall aim 1 to improve the
health and well hcing of the punplr: of F.ng]-.am,i, [hlr;u;__:h the
resources available, by:

® Supporting activity at national level o protece, promote and
improve the nation’s health;

L S-ccuring the provision {rf'r;umpl:hr:nsiw:, high qu:tl'u)' care for
all those who need ir, regardless of their ability to pay or where
they live or their age; and

® Sccuring responsive social care and child protection for those
who lack the support they need.

Objectives
1.3 The key objectives in pursuing these aims are:
A. To reduce the incidence of avoidable illness,

disease and injury in the population.
The Department of Health will do chis by:

'] Wnrking ACTOSS Fovernment and with local AFencies and
EIOUPSs O A TANge of measures d{:sigm:-cl [0 Improve the healeh
of the public;

® Providing accurate and accessible information on how tw
reduce cthe risk of illness, disease and injury;

® Encou mging ]_'h,.‘d:lp!f.' o live ]14.'.'1||:]'Li|:|.r; and

® Raising standards and sewing targets to galvanise and encourage
widespread improvements in public health, and in particular a
narrowing of current inequalities in health starus.

B. To treat people with illness, disease or injury
quickly, effectively and on the basis of need alone.

The Department of Health will do this by:

® Providing family health services which are accessible ro people
wherever they live;
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L] H::f.lurlng the number of pmp|c waiting, and the time l'h-f:}' have

to wait, for treatment;
® Improving clinical and cost effectiveness in the WHS; and

#® Ensuring thar the NHS prioritises trearments according to
clinical need, not people’s ability to pay, nor where they live,
their age nor wha is their GI?

C. To enable people, who are unable to perform
essential activities of daily living, including those with
chronic illness, disability or terminal illness, to live as full
and normal lives as possible.

The Department of Health will do this through the NHS
programme by:

® Providing care according to individual need regardless of
urg,:m'iml:i{mul boundaries:

® Helping people to live independently, and supporting them
wherever pl::ussih]c in their own homes;

# Giving people who need it access to effective palliative care;
And through Local Authority Social Services, by

® Securing appropriate and effective social care for those who lack
the means or other support to get the help they need.

D. To maximise the social development of children
within stable family settings.

The Department of Health will do this by enabling local
authorities, with resources and guidance, ro:

® Secure appropriate and effective social care to prevent significant
neglect or abuse and to support families; and,

& Assume where MEcessary su Fhcient rcﬂh:rnsil_'rili_l:}' in relation to
individual children.

In addition the Department of Health has the following
performance objectives;

E To assure performance and support to Ministers
in accounting to Parliament and the public for the overall
performance of the NHS, Personal Social Services (PSS) and
the Department of Health.

F: To manage the staff and resources of the
Department of Health so as to improve performance.

10



Departmental Public Service Agreement Targets (CSR 1998) Analysis

Objective A: To reduce the incidence of avoidable illness, disease and injury in the population.

PSA Target

Reduction in the death rate from cancer amongst people

aged
under 75 by at least 20 per cent by 2010 from a baseline of 139.7

deaths per 100,000 population for the three years 1995 to 1997,

Reduction in death rate from heart disease and stroke and refated
ilinesses amongst people aged under 75 years by at least 40 per
cent by 2010, from a basefing of 139.6 deaths per 100,000
population for the three years 1995 to 1997,

Reduction in the death rate from accidents by at least 20 per cent
by 2010, from a baseline of 16.2 per 100,000 population for the
three years 1995 to 1997,

Reduction in the rate of hospital admission for serious acdidental
injury by at least 10 per cent by 2010, from a baseline estimate of
314.4 admissions per 100,000 population for the financial year
1995-06.

Reduction in the death rate from sudcide and undetermined injury
by at least 20 per cent by 2010, from a baseline of 9.1 deaths per
100,000 population for the three years 1995 to 1997,

Measure

Death rate from cancer
amangst people aged
under 75,

Death rate from heart
disease and stroke and
related illnesses

amangst people aged
under 75.

Dwath rate from
accidents and adverse
effects,

Rate of hospital
admission for serious
accidental injury
requining a hospital
stay of four or mone
days.

Death rate from suicide
and undetenmined

injury.

Progress

Mot Yet Assessed: Latest avadable data (for the 3
years 1998-2000) averlap the start of the OHM health
strategy in July 1999. Therefore too early yet (o assess
the full effects of the strategy. Data for 1998/99,/00 (3
year average} show a rate of 1309 deaths per
100,000 population = a reduction of 6.3 per cent from
the baseline (15695-977.

Mot Yet Assessed: Lalest available data (for the 3
years 1998-2000) overlap the start of the OHN
health strategy in July 1999. Therefore too early yet
to assess the effects of the strategy. Data for
1598,/99,/00 (3 year average) show a rate of 1205
deaths per 100,000 hon - a reduction of
13.7 per cent from the baseline (1995.97),

INot Yet Assessed: Latest available data (for the 3
years 1998-2000) overlap the start of the OHN health
strategy in July 1999, Therefore too carly yet to assess
the full effects of the strategy. Data for 199899500 (3
year average) show a rate of 16.3 deaths per 100,000
population - a very slight rise of 0.5 per cent fram the
baseline (1995-97),

Mot Yet Assessed: There are insufficient data polnts
yet to establish & trend, Performance indicators are
single financial year figures, available annually. Latest
available data (for financial year 1998/99) are prior to
the start of the OHN health strategy in July 1999.
Therefore too early to yet assess the effects of the
strategy. Single year data for financial year 199899
shiow a rate of 315.2 admissions per 100,000
population = a very slight rise of 0.3 per cent from the
updated baseling estimate based on revised HES data.

Mot Yet Assessed: Latest available data (for the 3
years 1998-2000) overdap the start of the OHN
health strategy in July 1999 Therefore too early yet
to assess the full effects of the strategy. Data for
1998,/9900 (3 year average) show a rate of 9.4
deaths per 100,000 population = a rise of 4.1 per cent
from the baseline (1955-97),

Objective B: To treat people with illness, disease, or injury quickly, effectively, and on the basis of need alone.

PSA Target

Achieve the Government’s commitment to reduce NHS inpatient
waiting lists by 100,000 cver the [ifetime of the Padiament from
the March 1997 position of 1.16 million, and deliver a
consequential reduction in average waiting times,

Ensure everyone with suspected cancer is abde to see a specialist
within two weeks of their GP deciding they need to be seen
urgently and requesting an appointment for: all patients with
suspected breast cancer from Agpril 1999 and for all other cases of
suspected cancer by 2000.

Establish VFSDumey, 50 that everyone in England has access to a
24-hour telephone advice line statfed by nurses by December
2000,

Measure

Number of patients on
NHS waiting lists.

Percentage of patients
with suspected breast
cancer and other
cancers able 1o see a
spedalist within 2
weeks,

Percentage of the
population with sccess
to AHS Diirece.

Progress

Achieved: 1.050 million, 108,000 below the
inherited level, as at the end of
December 2001,

Average waiting time is also
decreasing.

95.9 per cent of patients with
suspected cancer able to see a
specialist within 2 weeks at March
2002, This figure stands at 98.5
per cent for breast cancer.

WHS Direct has been national
since 22 September 2000,

Achieved:

11

-
&
<
i
Bo
:
a
~

services — progress




&t
]
-
O
[
o
3
.
E
e
]
=
i)
o
'
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PSA Target

Impwove access to and quality of pimary care services through
inwestment in line with locally agreed Primary Care Investrent
Plans. Key targets are:

a) Increase equity in the national distribution of GPs. From growth
of approximately 0.6 per cent whole-time-equivalent GPs in
1997 over 1996, there will be progress towards a national
average annual incriase of 1 per cent whole-time-equivalent GPs
by 2002, wsing a range of new indtiatives and with local
vanations to take account of the need to concentrate an
deprived and remoke areas;

b) Increase investment in practice staff - 800 new practice nurses
will be appointed by 2002

Improve the quality of primary care premises targeted towands
areas of deprivation, réesulting in improvements to 1,000 premises
naticnally by 2002,

Connect all GP surgeries which use clinical computer systems to the
NHEnet by the end of 1999 and all other surgeries by the end of
2002, s that more infermation and services can be offered closer
to people’s homes. As at Movember 1998, less than 10 per cent of
GP practices wene directly connected to AFSner.

Impronee the quality and effectiveness of treatment and care in the
HHS by establishing the Mational Institute for Clinical Excellence by
1 April 1993, with a view to it producing at beast 30 appraisals of
new or exsting technologies per annem and guidance from 2000-
01. The impact of the appraisals and guidance will be assessed by
the wse of performance indicatars,
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Measure

Percentage national
average annual
mncrease in GPs.

Murmber of new
practice nurses.

Mumber of GP
premises improved.

Parcentage of GP
surgeries connected to
NHSaet,

Hurnber of appraisals
of new or existing
technologies.

Achieved:

Achieved:

Fartly met:

Crowth between September 2000
and September 2001 was 1.1 per

cent whole-time equivalent for all

medical practitioners.

There was an incréase of
EBOSOWTE), 252(headoount)
practice nurses betwesn
September 1998 and September
2001,

Year end 1999-00 indicated that
598 improvements had been
mixde, and year end 2000-01
indicated a further 565, The PSA
target was therefore met a year
early with 1,164 i

having taken place by April 2001
with more schemes undenwvay,

At Septernber 2001, 97.2 per cent
of general practices are connected
to the NMHShet and 936 per cent
of practices have their local area
netwarks connected, All
remaining GPs and new practices
will be tackbed as part of the wider
ClinicianConnect progect which is
ing the provision of NHS
Net access, e-mail and browser
for all NHS stalf,
The Project Connect target is to
achiewe a 95 per cent connection
rate by the end of March 30041
and 100 per cent by the end of
March 2002,

HICE completed 15 technology
apprasals between 1 lanuary
2001 and 31 December 2001 (to
Eive a total of 31 completed
appraisals), many of which
covered mane than one
technology. There are a further 40
appraisals (and 4 reviews of
appraisals) in its work programme,
The Department now assesses the

‘apprazsal wnits' to different
appraisals. These take account of
complexity and the number of
technologies covered by individual
appraisals, The new measune does
not map directly to the 15998 PSA



PSA Target

Improve the responsiveness of NHS services by taking account of
the views of patients and other users obtained through annual
surveys of patient and carer experience. Surveys of different client
Eroups and services will be repeated at appropriate intervals. The
first survey focuses on patient experience of both general practice
and hospital services and started during 1998,

Achieve efficiency and other value for money gains in the NHS
equivalent to 3 per cent per annum of Health Authority unified
allocations a year for the next three years.

The Department to ensure that all MHS Trusts set a target of at
least 3 per cent in 2000-01 for procurement savings and that
delivery of these savings is monstored,

Increase the average genenc prescribing rate of all practices in
England to 72 per cent by the end of March 2002, compared to the
position at the quarter ending September 1998 of 63 per cent.

Maove at least half of those practices with a genenc prescribing rate
cumently below 40 per cent to abowve that bevel by the end of
March 2002, from a baseline of 598 practices < 40 per cent to 295
practices < 40 per cent.

A 50 per cent reduction in prescri

ian charge evasion (compdred
to 1998 levels) by the end of 2002-03.

b

£15 million savings from action on contractor fraud (representing
£6 million in cash recoveries and £9 million in prevention savings)
over the period 1999-00 to 2001-02. :

Measure

Results of surveys.

Overall delivery of P3A
targets.

Assessed as part of the
national efficiency
targels (unit costs) and
calculated on a regional
biasis.

Percentage generic
prescribing rate of GP
practices.

Propartion of GF
practices with a generic
prescribing rate below
40 per cent moved
above 40 per cent.

Percentage reduction in
prescription charge
EvasEan,

Increase in amownt
recovered from action
on contractor fraud
and reduction in
money |ost throu
prescription fra
perpetrated by NHS
contractors.

Achigved:

Achleved:

On coanrse:

Achleved:

GP Survey results published
Cictober 1999,

CHD survey results published in
December 2000,

Cancer survey results to be
published in Spring 20032,
Trust-based survey (acute
hogpatals) now underway -
repadting in tme to inform the
surmimer 2002 performance
ratings.

Primary care survey also being
given go-ahead by
Sof5(25,01/02) = will repaort to
timetable above.

services — progress
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The best measure of health
authority efficiency is the extent
to which ather targets have been
achieved.

MNHS trusts had their non-pay
budgets reduced by an
equivalent amount. Delivery is
being monitored by the NHS
Purchasing and Supplies Agency
in conjunction with the Audit
Commission.

April to Septermber 2001 the
average genenc prescribing rate
in England was 75.8 per cent.

752 40 per cent, Dec 2000 data.

Batween Movember 1998 and
July 1999, there was a reduction
in patient prescription charge
evasion (pharmaceutical patient
fraud) of £48 milion, around

41 per cent.

Between December 1998 and
February 2002, £7.47 milllon was
recovered from action an
contractor fraud. Prevention
savings of £9.3 million have been
made between Dacember 1998
and March 2002,

13
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PSA Target

Promaote independence by reduding naticnally the per capita rate of
growth in emergency admissions of people aged over 75 to an
annual average of 2 per cent over the five years up to 2002-03,
compared with an annual average rate of 3.5 per cent over the Last
five years.

Improve the delivery of appropriate care and treatment to patients
with mental illness who are discharged from hospital and reduce
the national average emergency psychiatric re-admission rate by 2
percentage points by 2002 from the 1997-98 baseline of 14.3 per
cenk

Achieve efficiency and other value for money gains in Personal
Social Services expenditure equivalent of 2 per cent in 1999-00 and
2000-01 and 3 per cent in 2001-02.

Prevent the unnecessary loss of independence amongst alder
people by, as a first step, putting in place action plans in all local
authorities, to be jointly agreed with the NHS and ather keeal
partners, covenng prevention services, including respite care,
by Cxctober 1999,

14

Measure

Annual average per
capita rate of growth in
emergency admissions
of over 75 year olds.

AVerage emergency
psychiatric admission
rate.

Value of efficiency and
ﬂth_e-r'.laluehcmy

Percentage of Local
Authaorities with action

plans.

Progress

O courge:

Slippage:

Almaost met:

Achieved:

Objective C: To enable people who are unable to perform essential activities of daily living, including those with
chronic illness, disability or terminal illness, to live as full and normal lives as possible.

From year end 1997-98 to year
end 2000-01, compound growth
in the per capita mﬂfuf
emergency admissions of people
aged 75 and over was 1 per cent,
Lsing forecasts as of Quarter 2
2001 -02 implications are that this
‘average’ growth will be 0.8 per
cent, Targets for 2001-02 have
moved from a 3 per cent growth
rate to 2 per cent,

{For 2002-03 the emphasis will be
on emergency admissions for all
agis rather than just for those
aged 75 and over. This is because
it is felt that an over 75 indicator
could produce a perverse
incentive to keep older people gut
of hospital when it is appropriate
for them to be there. The over
755 indicator will continue to be
used for benchmarking purposes,
but and
performance targets will be based
on the all ages indicator, or will
move to that basis as soon as
possible. Because of the good
progress that has been made in
this area, the over 75s target of

2 per cent will be kept for all ages
in 200203,

The latest end year forecast
suggests a whole year rate of
12.7 per cent, but it might still be
possible to achieve 12.3 per cent
in the final quarter. With the
implementation of new senvice
models such as assertive outreach
and crisis resalution, a further fall
in readmission rates i expected,
but this might not manifest itself
unbil 200203,

The estimated efficiency gains for
the three years were 2.1 per cent,
2.3 per cent and 2.5 per cent. The
total efficency gain over the three
years was therefore an estimated
7.1 per cent, against a total three
year target of 7.2 per cent.

This relates to the Prevention
grant. 100 per cent at October
1959,



Objective D: To maximise the social development of children within stable family settings.

PSA Target Measure Progress
L)
Improve the continuity of care given to children loaked after by Percentage of Slippage: {Achieved by 78 per cent of 2 e
bocal authorities by reduding to mo mane than 16 per cent in all authorities with more councils but missed by 22 per Pt 1
authorities, the proportion of such children who have three or mare. than 16 per cent of cent) The provisional data & =
placements in one vear by March 2001, As many as 30 per cent of children looked after suggests that 78 per cent of 2 a
children currently experience 3 or more placements per year in who have 3 or more councils met the tanget bat we -
some authorities, within & national average of 20 per cent. placements. expect this percentage to be = 8
significantly lower on the basic of &2
final chile bewel data: This is an i g
improvement on last year when =
62 per cent med the target. Since i
1597 the national percentage of
children expenencing 3 or mare
plagements has decreased by 1.5
percentage points from 19.6 per
cent in 1997-98 to 18.1 per cent
in 15592000,
Improve the educational attainment of children looked after by The percentage of Slippage: Latest data (publshed October
bocal authorities, by increasing to at least 50 per cent by 2001 the children leaving care at 2001} showed that in year ending
n of children leaving care aged 16 of above with a GCSE age 16+ with a GCSE 31 March 2001, 37 per cant of
or GNVQ qualification and to 75 per cent by 2003, Data published or GHVQ qualification, young people leaving care at 16+
for the first time in October 2000 set a baseline figure of 30 per achieved 1 or more GCSEAGRVD.
cent. Up from 30% in previous year.
By 2004, the propostion of children aged 10-17 and loaked after PAF Performande slippage: Data not yet available,
continuously for a beast & year, who have received a final waming Indlicator C18, which
or conviction, should be reduced by one-third from September compares the
2000 position. To reduce the proportion from 10.8 per cent to 7.2 prevalence of final
per cent. wamnings and
convictions among
looked after chaldren
with their peers.
Reduce the proportion of children who are re-registered on the The proporion of Achieved: 14 per cent re-registrations,
child protection register by 10 per cent by 2002 from the basefine children registered 2000-01 data.
for the year ending March 1997 of 18 per cent of children on the during the year on the
child protection register being re-registered (i.e. target of 16.2 per Child Protecthon
cent re-registrations (o be reached by 2002). Register who had been
previously registered.

Departmental Operations and PSA Productivity Target Analysis

Objective E: To assure performance and support to Ministers in accounting to Parliament and the public for the
overall performance of the NHS, Personal Social Services (PSS) and the Department of Health.

Objective F: To manage the staff and resources of the Department of Health so as to improve performance.

PSA Target Measure Progress

Achieve efficiency and other value for money gains in Delivery of the Business  On course: The Department has continued to
Departmental operations equivalent of 2.5 per cent in 1999-00, Flan objectives within meet its Business Plan objectives
2000-01 and 2001-02 while fulfilling the Department's business the running cosis within the theee year running cost
plan within the running costs total imeasured by the annual rate af settlement. settlement agreed.

gain).

Payment of all undisputed imvoices within 30 days or the agreed Parcentage of On course: During 2000-01 the department
contractual terms if otherwise specified (measured by percentage of  payments made on paid 95 per cent of invoices within
payments paid on timel, timee. 30 days,

To continue to e and systematically review services and Percontage of services  On course: Specific Better Cruality Senvices
operations over as;!;:g: period, in line with Government policy in reviewed. activity has been overtaken by the
the handbook Better Quality Services. It will agree a programene recent fundamental review of the
by September 1999 setting out which services will be reviewed Department's services and

activities. This has been carmied
out in the spirit of BOS with
Cabinet Office being kept fully
aware of progress, The review has
generated a programme of
change that focuses on our
Delivery Contract and aims to
irmprove efficiency and
effectiveness,

each year, with the intention to review at least 60 per cent af
services by March 2003,
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PSA Target

To put forward proposals by 31 March 1999, on measures to
increase the proportion of the Department’s business undertaken
electronically in line with the Government’s commitment to increass
such business to 25 per cent by 2002

As part of the new Framework for Managing Human Resources in
the NHS, targets for managing sickness absence have been set
consistent with the Cabinet Office recommendations of a reduction
of 20 per cent by April 2000, Performance improvement targets will
also be set for MHS Trusts on Managing Violence to $taff in the
HHS aimed at reducing the levels of absence due to sickness or
injuny cawsed by viokence,

To propose targets for reducing staff sickness absence as agreed
with the Cabinet Office.

The Department of Health will also be taking steps to improve the
effectiveness of internal purchasing, based on the
recommendations of the CSR report on improving civil gavernment
procurement. Mew IT systems will be introduced to improve
procurement, and better tramang and guidance will be given to
staff, Key targets are;

a) Decissons on best wse of the Government Procurerment Card in
the Dwpartment by January 1959%;

b) Creation of a procurement database giving information on
suppliers to the Department of Health statf by March 1999;

c} Creation of & website gning information on Department of
Health precurement to suppliers by December 1999,

16

Measure

Percentage of business
undertn]_mn

Measuremnent of the
time staff are absent
Trom work as a
proportion of staff time
avaifable,

The number of sick
days per staff year.

Decision made within
time scale.

Establishment of a
database cnto which
suppliers can enter
details through the
Inbernet,

Establishrent of a
website that s
accessible, by suppliers,
through the Intemnat.

Progress

Data collected
for 2000-01

being analysed:

2004 data not
yet published:

Achieved:

The Department has already
defrvered 32 per cent (13 out of
41) of i ¥ services. Details
of current and future
plans can be found on the
internet at www.doh.gov.uk/
chusiness

Targets have been set for
managing viclence and sickness:
To reduce the number of
incidences by 20 per cent by the
end of 2001-02;

Tor reduce the number of
incidences by 30 per cent by the
end of 2003 -04,

The Department agreed with
Cabinet Office and the Treasury
targets for reducing its levels of
sickness absence, We aimed to
bring the absence levels down to
7.9 days per staff year by 2001
and down to 6.8 days per staff
year by 32003

Following a pilot scheme, the
Gowernment Procurement Card is
now available to all cost centre

managers within the Department.

Database was establizhed by April
2000,

Website went ve Degember
1999,



Public Service Agreement Targets — Progress

NHS Net

2.4 NHSner has continued to develop as the backbone of the
NHS IM&T strategy, providing a secure environment within
which the NHS can txd'umgc: chinical and administrative migssares
to improve patient care and speed up general communications.
Virtually all GPs are now connected and awention is being
concentrated on ensuring that all NHS staff wichin Trusts have
deskrop access to common wols-such as e-mail and browser.
Wherever practical, central purchasing arrangements for hardware
and software are being made which maximise the collective buying
power of the NHS and drive down costs. Plans are also in hand
to exrend the nerwork o include other key healtheare organisations
such as opricians and denriss.

Primary Care Access

2.5 The NMHS Plan targer sets out that

by 2004, all patienss will be able to see a primary care professional
within 24 hours and a G within 48 hours'

This approach reflects the patient centred theme of the NHS Plan.
It means that patients should be seen by a GIP within 48 hours or
a primary care professional within 24 hours it the patient wishes.
Equally, patients may wish to be seen ar a more convenient time
to them outside the rarget’s imescales or to wait longer to see their
preferred GP or health professional. Similarly, in rural areas,
location may be a greater priority for an individual patient than
when they want to be seen.

Access Fund

£54.5 million was allocated in 2000-01 o kick-starr this
programme of primary care modernisation. In order to facilicare
faster progress towards delivery of the access rargers the primary
care access fund for 2002-03 (which was announced and issued
with main allscations to Health Authorities (HSC 2001/024)) has
been increased by an earmarked £83.5 million ro £168 million.

Adoption

2.6 The number of looked after children adopred has
continued 1o increase from 2,732 in 1999-2000 to 3,067 in 2000-
01 — an increase of 12.3 per cent. This increase has been
achieved whilst maintaining current levels of adoptive placement
stability. The percentage of adoptive placements ending in
adoption remained at 92 per cent in 2000-01 — the same level as
in 1999-2000. In December 2001 a new target was set for the
timescale within which children should be placed for adoption.
The new target is for 95 per cent of looked after children o be
placed for adoption within 12 months of the decision that
adoption is in the child's best interests,

Patient Surveys

27 The timetable for delivering the acute hospiral (inpaticnt)
NHS Trust survey is on track to deliver patient information for the
national performance ratings, to be published in the summer.

Guidance to support acute Trusts in carrying out the survey was
placed on the DoH website before Christmas, After clearance by
Ministers of the final mandatory questionnaire, plus associated
oprional questions, the survey went live on the website on Jan Tth
this year. Hardcopies of the guidance (which will be useful for
subsequent years' surveys) have also now been sent to acure Trusts.

The surveys are now underway, and the Department of Health has
clarified that data should be sent to the ‘central data bank’ by the
end of April. The processed dara from a toral of 189 Trusts will
then be returned to DH by late May, so that it can inform the
performance ratings.,

The Department of Health is working up a system to determine
if adequate progress is being made vis-i-vis the key stages of the

survey.

We have also been investigating possibilities to extend the acute
[P survey to other Trusts. At present, a way forward has been
agreed for primary care. Here, a GP patients-based survey
{samples drawn from the electoral register), has been agreed 1o
provide outcomes (this year). Essentially the survey is a re-run of
the 1998 GP survey (undertaken by NATCEN), with some minor
imprm-w,:m::nls.

Ulamately, the resules will provide feedback upon all primary care
organisations (PCTs and PCGs) — linking to a similar timetable
as per the acute IP survey. This will ensure thar findings and fed
in to the summer’s published performance ratings.

For next year, the Department proposes to work-up a survey tool
which reflects a more comprehensive range of PCT services.
Development of a survey for mental health serviees is also likely.

Work is also due to begin on development of guidance for the
Patient Prospectus documents — these will be the key vehicle within
which survey outcomes are conveyed to the public, along with local
plans of action arising from such findings.

The Survey's outcome is one element of a whole raft or trust-based
performance data leading to ‘star ratings’, from which fnancial
benefits could be forthcoming. Further information is contained
in Chapter 7.

Waiting and Booking

28 The MHS Plan sct ambitious targets for reducing
waiting times: ultimarely to cut waiting times for a hospiral
out-patient appointment w a maximum of three months and tor
in-patient treatment 1o six months by 2005.

This will be achieved in stages. The first step was to ensure no one
was waiting longer than 15 months for in-patient treatment by
April 2002, £30 million was allocared ro trusts to assist early
delivery of this target. By the end of December 2001 68 per cent
of NHS Trusts had achieved the target of having no 15 month
waiters. By the end of March 2002 this had increased to 99 per
cent. Ar the end of March 2002 the number of patients waiting
more than 15 months for in-patient treatment was at the lowest
level on record. In addition the number of patients waiting more
than 12 months for in-patient treatment is ar its lowest level since
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services — progress

1996. Already nationally 70 per cent of in-patients are admitted
within three months of going on a waiting lisr.

To reduce out-patient waiting times, the first step was to achieve
a maximum waiting time for a first out-patient appointment of
26 weeks (six months). At the end of March 2002 94 per cent of
NHS Trusts had no-one who had been waiting over 26 weeks for
a hrst out-patient appointment. Nationally there were 831
waiting more than 26 weeks for an initial out-patient appointment
in the whole of the rest of the WHS, bur 337 ar RUH Bath. This
is the lowest figure since records began.

As part of the NHS Plan, the way in which appointments are
made for hospital admissions will be abolished in all NHS trusts
and replaced with booking systems. These allow patients to pre-
book hospiral consultant appointments or admission dates for
operations that are convenient for them. All acure hospiral
trusts now have booking systems in place in ar least two
5p¢-ci.ﬂ:i¢n"high volume prncﬂdurﬁ. Since Ecp'l;n:ml'u:r 2001, all
health economies have been invalved thmugh the 4rh wave of the
booking programme and by the end of 2005 alf patients will be
able to book their appointments and hospital admission dares.

Departmental Public Service Agreement Targets Analysis (2000)

The 1998 Comprehensive Spending Review (CSR) made an important step forward in delivering improvements in services, through
the innovation of Public Service Agreements (PSAs). The 2000 Spending Review continues thar process by setting out furcher targets
including targets on improving value for money and efficiency. It signals the Government's priorities and its strategic agenda for the

next three years.

Aim: To transform the health and social care system so that it produces faster, fairer services that deliver better

health and tackle health inequalities.
PSA Target

Target 1:

Measure

Drath rate from heart

Progress

Heart Disease = Nob Assessed: Too early yet to asses

Reduce substantially the mortality rates from majer killers by 2000: disease and stroke and the full effects of the strategy, since latest available
from heart disease by at least 40 per cent in people under 75; from related illnesses data overlap the start of the strategy. However,
cancer by at beast 20 per cent in people under 75; and from sulclde amangst people aged mavement to date ks towards the target. Data for
and undetermined injury by at least 20 per cent. Key o the under 75, 1998/99/00 (3 year average) show a rate of 1205
delivery of this target will be implementing the National Senvice Death rate from cancer  deaths per 100,000 population — a reduction of 13.7
Frameworks for coronary heart disease and mental health and the amaongst people aged per cent from the 139.6 baseline (1995-97),
Mational Cancer Plan. under 75, Cancer — Mot Assessed: Too early yet to assess the
Death rate from suicide  effects of the strategy, since Latest available data
and undetermined overlap the start of the strategy. However, movement
injury. to date is towards the target. Data for 1998/99/00
{3 year average) show a rate of 130.9 deaths per
100,000 population — a reduction of 5.3 per cent
fram the 139.7 baseline (1995-97).
Suicide/undetermined injury — Mot Assessed: Too
early yet to assess the ¢ af the strategy, since
latest available data overlap the start of the strategy.
However, movement to date is away from the target.
Data for 1998/95/00 (3 year average) show a rate of
9.4 deaths per 100,000 ion = a rise of 4.1 per
cent from the 9.1 baseline (1995-97).
Target 2: 1. Mortality in infancy 1. Mot Assessed; The data are updated annually, and
Our objective is to narrow the health gap in childhood and by social class, national data for 2000 were published on 8/11/01,
threughout life between soco-econamic groups and between the 2. Life expectancy by However, these pre-date the setting of the target,
most deprived ansas and the rest of the country. Specific national Health Autharity. 50 it s too soon to comment on change. Infant

targats for tnfant mortality and life expectancy were announced in 3. The under 18 mortality rates are higher among children whaose

February 2007 (based on 1937-99 figures): conception rate. fathers are employed in manual occupations than
1. Starting with children under one year, by 2010 to reduce by at {Murmber of among the total population, and this gap has
beast 10 per cent the gap in mortality between manual groups conceptions to under widened in the most recent years. Latest figures for
and the ien as a whole. 18 year olds, per England & Wales (1998-00) show that the overall
2. Starting with health authorities, by 2010 to reduce by at least 10 thousand females infant mortality rate (for all social classes) is 5.5 per
per cent the gap bétween the quintile of areas with the lowest aged 15-17.) 1,000 live births, compared with 5.9 per 1,000

life expectancy at birth and the population as a whole,

3. By achéeving agreed local conception reduction targets, to reduce
the: national under 18 conception rate by 15 per cent by 2004
and 50 per cent by 2010, while reducing the level of inequality in
rates between the wosst fifth of wards and the average by at
beast a quarter.

18

those in manual social groups. The target aims to
narrow this gap by 2010, Nolte that the target will
need, in due course, to be redefined to take
account of the change in sodal classifications
introduced this year by ONS.

2. Not Assessed: The data are updated annually,
The most recent data, published in February 2002,
relate to the period 1998-2000. They pre-date the
setting of the target so it is too soon to comment
on change. In 1998-2000 the average fife
expectancy at birth in the bottom quintile of health
authorities was 1.7 years less than in England as a
whole for women, and 2.1 years less for men, Life
expectancy was 78.5 and 80.2 years
for women and 73.3 and 75.4 years respectively
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P5SA Target

Target &:

To secure year-on-year improvements in patient

satisfaction/experience, incuding:

{iy standards of cleantiness and food, as measured by
independently audited local surveys,

(i} PALs coming on-stream (by end Apel 2003),

20

Measure

Results of Surveys.
Findings of Sunseys
‘comwerted” into
summer 2002
Performance Ratings.
Patient prospectus to
convey local findings.
Findings wsed locally.
nationally and within
cancer nebworks,

Cuarterdy Monitoring.

Comphiance by MHS

Trusts for 2001 targets.

Progress

= 79,584 patients walting over 12 months, this is a
fall of 1,772 (5.7 per cent) since the last month, and
17,636 (37.3 per cent) lower than January last year,
However, the figure is still 41.8 per cent above
profile (8,723},

These are challenging targets but we are on course o

deliver. The most recent e wee have show a

comprehensive uptum in performance. If the target s

hraadheci it will only be a ful of cases.

Cleanliness: On course.

Mo hospitals rated as “red” for deanliness; in six months
sin Trusts huve moved from red to green. (Autumn
2001 data.} First-ever Nalional Standards pulblished
and included in Performance Assessment Framework.
From 2002 all Trusts will have to comply with
standards

Mext steps (1)

A further round of unannounced visits to all MHS
acute trusts will commence in February 200 to
ensure standards have been maintained or wm

This rownd of wisits will also consider hospital food
and mixed sex accommodation. Following this, visits
to non-acute sites will take place over the remainder
of the year.

From Autumn 2002 a revised asessment procediure
will be introduced which will expand the areas
considered to include other “pateent expenience’ issues.
Detailed survey guidance pack to be issued to the
MHS by end of November. Patients” views to be
collected through patient surveys and work with
PALS. Detailed survey gusdance pack was issued in
January 2002,

Expand ‘patient experience’ concept into new areas
and establish on-going programme of inspections.
The Trust-based IP survey {acute hospitaks) went ve
on 7 January 2002, Data will be fed into the central
bank by the end of April and made available to the
Department of Health - for aggregating into
performance ratings, from late May onwards. DH will
provide guidance on kocal use of survey findings, so
that Trusts can establish local improvement plans,

A national survey of primary care has also been
commissioned (via MATCEN) - this to inform the
performance ratings, as per timetable for IP survey.
The remainder of the survey programme and its *roll-
out’, to be agreed with Ministers during Spring 2002,

Mational Cancer patient survey will report by Summer
20032,

Progress: On course. The next steps supporting the
survey programme mclude (i) establishing COMMS
strategy to underpin publication of findngs, (i)
development of a “template’ guide for Patient
Prospectuses.,

Hext Steps (i)

PALs will provide ‘on the spot” help to patients, their
families and carérs, FALS role to resodve concerms/
complaints, etc, prior to them becoming senious of
entering the formal complaints system.

On Course:

Patient Pubdic Invalvement (PP} compiling (mid-
March) an ovendew of progress towards establishing
PALs acroas all Trusts. Expectation is that that it ks on
course (to be confirmed wia Q1 retum),

Hospital Food:

On Course: The Better Hospital Food Panel was
established by the Secretary of State in September
2001, This brings together experts from the MHS
(caterers, managers, nurses, dietitians) and

sector fram organisations with experience in providing
customer focused services. The Panel will act in an
advisory capacity on the future direction of the Better
Hospital Food programme.

The: NHS has moved a long towards
implementing the first phase of the programme,

A website (www betterhospitalfiocd. com) has been




PSA Target

Target &:

Provide high quality pre-admission and rehabilitation care to older
people to help them live as independently as possibie by reducing
preventable hospitalisation and ensunng year-on-year reductions in
delays in moving people over 75 on from hospital. We expect at
least 130,000 people o benefit and we shall monitor progress in
the Performance Assessment Framewsoark.

Target 7:
[mprgve the life chances for children in care by:

s Improving the level of education, training and employment
putcomes for care leavers aged 19, so that levels for this group
are at beast 75 per cent of those achieved by all young people in
the same area by March 2004,

* Improving the educational attainment of children and young
people in care by increasing from 4 per cent in 1558 to 15 per
cent by 200304 the of children leaving care aged
16 and over with 5 GCSEs at grade A®-C.

Measure

Performance
Assessment
Frarmeveork:

i}

I

The

Reducing
preventable
hospitalisation:
reducing growth of
the por capita rate
of emergency
admissions and
ensuning that the
rate of emergency
re-admissions
within 28 days of
discharge from
haspital does not
inenease.

Reduction in delay:
reduction in the
average numbser of
beds occupied by
people aged 75 and
owver who have their

discharge delayed.

rcentage of

children leaving care at
age 16+ with 5 or more
GCSEs at grades A®-C.

1 data collection

= the percentage of
children leaving care at
16+ with 5 or mare
GCSEs at grade A®-C.

Progress

established for NHS catering managers — now over
1,500 members. This incledes the Mational Dish
Selector of recipes together with supporting,
nutritional analysis, recipe-costing module and
purchasing specifications for all ingredients used in
NHS Dish Selector recipes.

The programme of ‘Leading Chef” dish development
continwes, and at the end of January there wene 112
with a further 35 in development.

Details of the next phase in the programme are being
developed, but are likely to concentrate on:
improving services so that patients experience more
enjoyable mealtimes with improved choice and higher
standards; reducing levels of waste; and services to
children and the elderly,

MNext steps:

A patient-foared Catering Questionnaire, based on
those issues which patents say are important,
together with a survey pack is to be Bsued o MHS to
assess patients’ views of NHS catering services.

The Patient Emvironment Action Team programme of
visits will review progress agaimst 2001 targets in all
hospitals

A manual "Catering in a modemised NHS' will be
developed and Bsued to the NHS dunng 2002, This
will provide advice and 'Best Practice” guidance on
the range of issues which go 1o ensure successful
provision and management of modern NHS catering
SETVICES,

The MHS Estates Returns Information Collection
{ERIC) now includes the requirement for Trusts to
report on the implementation of the Better Hospital
Food targets. The first retums including this
information are due to be sent to NHS Estates by

30 April 2002

On Course:

* The WHS is cummently on target to meet cxisting
targets to reduce preventable hospitalisation
{measured by per capita rate of emergency
admissions of people aged 75 and over). Forecasts
for 2001-02 suggest compound growth of 0.8 per
cent.

* Rates of delayed discharge for patients aged 75 and
ower are falling. Nationally in Chearter 2 2001-02
the rate of delay was 12 per cent, showing
improvement from Quarter 2 2000-01 pasition of
13 per cent.

= A Baseline census on Intermediate Care conducted
in August 2001 suggested there should be an
additional 983 beds throughout 2001-02 than in
2000-01.

Slippage:

Care leavers — the Department plans to publish this
data for the first time in Autumn 2002

Latest data for year end 31 March 2001 showed that
5 por cent of care leavers achieved 5 or more GCSEs
at grade A"-C, up from 4 per cent in previous year.
Significant progress will be needed if 2004 PSA target
is to be met.

O Course:

Educational attainment - latest figure 5 per cent in
year end 31 March 2001 = up from & per cent in the
PFEVIOLES Yaar,
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Services — progress

Target 7:
Improve the [fe chances for children in care by:

* Giiving them the care and guidance needed o narrow the gap in
offending between looked afer children and their peers. By 2004,
the proportien of children aged 10-17 and beoked after
continuously for at least a year, who have received a final
warmning of conviction, should be reduced by one-thard from
September 2000 position, This provides a target to reduce the
proportion from 10.8 per cent to 7.2 per cent.

= paximising the contribution adoption can make to prowviding
permanent families for children without compromising on quality,
20 maintaining current kevels of adoptive placement stability.
Specifically, by bringing councils’ practice up to the level of the
besst, by 3004:

= to increase by 40 per cent the number of looked after children
who are adopted, and aim to exceed this by achieving, if possible,
a 50 per cent increase, up from 2,700 in 1995 2000;

- to increase to 95 per cent the proportion of keoked after children
placed for adoption within 12 months of the decision that
adoption is in the child's best interests, up from 81 per cent in
2000-01,

Target 8:
Increass the participation of problemn drug users in drug treatment
programmes by 55 per cent by 2004 and by 100 per cent by 2008,

Targit 9;
Guaranteed access to a primary care professional within 24 hours
and to a primary care doctor within 48 hours by 2004,

Target 10:

The cost of care commissioned from trusts which perform well
against indicators of fair access, quality and responsiveness, will
become the benchmark for the NES. Everyone will be expected to
reach the level of the best over the next five years, with agreed
milestones for 2003-04.
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Youth Offending

PAF C18: Final
Warnings and
Comvictions of Children
Looked After.

Mumbers: The number
of looked after children
adopted du the
year. Me using
AD1 data collection.
Timescales: The
percentage of those
locked after children
wiho are adopied
during the year who
were placed for
adoplion within 12
months of the best
inkerest degision,
Measured using AD1
dita collection,
Stability: The
percentige of those
looked after children
whose placement for
adoption ended during
the year, whose
placement ended as a
result of an adoplion
order being made.
Measured through the
S50 503 retumm.

Returns from the
Hational Drug
Treatment Montoring
System, which provides
details on the number
of drug misusers
enfering treatment.

Quarterdy PCT sunvey
of GP practice
pointment
availability, Targets and
interim milestones
embedded in the NHS
performance
management
arrangements — the
targets are in the PFF;
reflected in SaFFs with
annual milestones, and
dre monitored on a

quarterly basis,

Reference Cost Index

Mot Yet Assessed:

Looked after Children receiving cautions/convictions
~ target agreed Nov 2002 of reduction from 10.8 per
cent to 7.2 per cent by 2004,

Adopted children :

Wumbers - On course: Latest figures show 3,067
looked after children werne adopted in 2000-01 up
from 2,732 in 19992000 - an increase of 12.3 per
cent.

Timescales - Not assessed: A new target has been
set for timescales from best interest decision to
placement.

stability - On course: Placement stability maintained
at 32 per cent of placements for adoption ending in
adoption in 2000-01 = the same rate as 1999-2000.

On course: We are currently on track to meet the
target. The number of users entering treatment in the
six months up to September 2000 was 33,100,

This is an estimated annual increase of 16 per cent
since September 1998,

On Course: Achievement of the targets is now
maonitored as part of the Departrent’s Cluarterly
Performance Monitonng arrangements, 2001-02
milestone of 60 per cent achievement was met for
acoess fo 3 GF and very narrowly missed (by less than
1 pér cent for access to a primary care professional),
This putturn represents a significant improvement
from the starting position, but more improvement is
reqpuired (o achieve the 2002-03 milestones of 90 per
cent. This will be helped by the sarmarked increase of
£83.5m in the PCT primary access fund and by the
NPDTs spread strategy theough its 11 new local
centres.

On course: Early indications are that the variation is
reducing.




Targets from Cross-Departmental Reviews

The 2000 Spending Review was informed by fifteen cross-
dnpq.rtmt:nral reviews of issues that mighr benefit from a join
approach involving two or more Government departments.
Some of these reviews resulted in targets which appeared in the
Department’s Public Service Agreement,

Health Inequalities

29 Following the serting of two national health inequalities
targets, as set out on page 18 of this reporr, the Department of
Health conducted a public consultation in Aumumn 2001 on the
actions needed to tackle health inequalities and meer the rargers.,
The consultation ranged across Government and across sectors at

national, regional and local levels on how these targers will be
delivered.

The Government is also conducting a cross-curting Spending
Review (CCSR) on health inequalities as part of the current
spending round which will determine spending priorities from
2003-04. The review provides an opporwnity for the whole
Government to focus on health inequalities and establish
priorities for action thar will deliver the national targets. The views
expressed in response to the consultartion are informing this
process. An interim document outlining more fully the responses
to the consultation will be published in Spring 2002 and a delivery
plan on health inequalities will be published later in the year. These
documents will be available at: www.doh govauk/healthinequalities.

The life expectancy targer is also a target for the Government
Intervention in Deprived Areas (GIDA) initiative following on
from the Department of Health’s commitment in the GIDA
Spending Review 2000 to set specific argers for improving
outcomes in deprived areas,

Action Against Illegal Drugs

2.10
confident society, increasingly free from the harm caused by the
misuse of drugs. Work was undertaken to estimate the numbers
in trearment for problem drug misuse through a census. The
census results showed that there has been an overall increase from
71,977 users entering treatment in 1999-2000 to 78,733 users
entering treatment in 2000-01, an increase of 9 per cent. As it is
estimated that to achiceve the targer of increasing the number of
drug misusers in treatment by 100 per cent by 2008 there needs
to be a year on year increase of those entering treatment of around
7 per cent per year. The Department of Health with the NTA
{Marional Treatment Agency) is on track to meet its target. The
Marional Drug Treatment Monitoring System (NDTMS) provides
dara on trends in the use of drug treatment services. We are
currently carrying out a major review to the system to modify and
improve the collection of data from treatment services.

The aim of this initiative is to create a healthy and

Cross-Government Initiatives

Sure Start
2%

Families and children in many of the most disadvantaged areas in
the country. The focus is on children under the age of four, so that
children ger a better start in life and can Hourish when they go
school.

Sure Start aims to improve the health and well being of

Each local programme i5 ratlored to meet local needs, bur all deliver
a range of core services. In Sure Start areas all new parents are
visived within rwo months of a birth to introduce them o Sure
Start services. Each programme offers enhanced childcare, play and
early learning opportunities and better access to health services.
Parents are offered a range of help and advice — from parenting
groups on issues ranging from healthy eating to training for work.

Sure Stare aims to establish 500 programmes by 2004, reaching a
third of all children aged under four who live in poverty. So far,
437 programmes have been announced. 250 of these programmes
are delivering services and a further 187 programmes are in the

pipeline.
The Sure Seart Unit is r_'urr::nll_v lﬂd}king ar how it can infuence
services in non-Sure Start areas. To this end, it has inviced arcas

with several programmes to consider developing a more straregic
and co-ordinated approach to the services they offer cirywide.

Sure Start has also identified and responded quickly to the need
for additional support for families and young children in rural areas
and in pockets of deprivation in otherwise afluent areas. Thirteen
Sure Start programmes are currently operating in rural arcas. In
addition, fifty mini Sure Start programmes are currently being
developed in conjuction with Neighbourhood Nurseries, Early
Excellence Centres or other key services for young children which
supports a rural or isolated community. These are backed by £22
million over two years, aimed at reaching 7,500 children under
four living in rural areas or pockets of deprivation.

Twenty Sure Start Plus pilot programmes have been established in
areas where there were high rates of teenage pregnancy to
provide personal, co-ordinated support for pregnant teenagers and
teenage parents under the age of 18.

More information can be found on the interner at

www.surestart.gov.uk

Neighbourhood Renewal

212 The Department continues to work closely with the
Social Exclusion Unit on a range of issues including the education
of children in care, young runaways, ex-prisoners, and transport
and social exclusion.

DH is implementing the Government's National Strategy for
Neighbourhood Renewal, which aims to ensure that within 10-
20 years no one is seriously disadvanraged by where they live, by
improving health services in deprived neighbourhoods and
tackling health inequalities, see national rargets on page 18.
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[H is working with other departments to develop Local Straregic
Parwnerships, which are key to neighbourhood renewal and to the
Government’s intention to racionalise local partnership and
planning arrangements. Work is progressing to develop Health
Improvement and Modernisation Plans and to ensure these align
with local straregic planning arrangements for Communiry and
Ncig_hbuulhcmd Stmrcgi::: under Local Sl:r.ll:egi':: Partm:rships. This
will support the effective engagement of local communiries and

l'hﬂ m]unmr}r SCCTOT.

Sustainable Development

2.13  The profile of the Government's strategy on sustainable
development has continued to rise this year. The Deparement has
striven to match this cross-government activity which encompasses
a commitment to raise the profile of sustainable development at
all levels, improve the Department’s performance in contributing
to sustainable development as well as maintaining oversight of the
Department’s  environmental  performance.
development is also an over-arching aim of the 2002 Spending
Review.

Sustainable

Hazel Blears (whose other responsibilities are derailed ar the
beginning of this report) is the Department’s ‘Green Minister, The
Green Minister's Commirtee was reformed in June 2001 and is
now a formal Sub-Committee of the Cabiner Commirres ENV,
D Gabriel Scally (Regional Director of Public Health, South West
Region) is the Department’s Senior Official for sustainable

d::w:]upm::nl:.

Health (“expected healthy years of life) remains one of the 15 key
headline indicators in the Government’s Sustainable Development
Strategy for the UK. The indicator is considered to be a good
predictor of mortality and has remained constant over the last
decade. The indicator will nexe be updated in August 2002,

The investment in the health service that is a kq,'sl;nn: of the NHS
Plan will support the basic pillars of the Government’s sustainable
development strategy, The NHS Plan recognises thar good
health depends upon social, environmental and economic facrors
such as housing, education and nurrition and specific targers have
been set to reduce health inequalities. This thinking has sustainable
development aims ar its heart.

The Department has been involved in important international
initiatives such as the development of the European Union's
Community Environment Action Programme (6TH EAP), a
programme for Community action on the environment for the
next ten years. The Deparrment works closely with other
government departments 1o develop and co-ordinare the UK
interest in developing an international framework for protecting
and improving environment and health. A World Summit on
Sustainable Development will be held in August 2002 in South
Africa. The Prime Minister was the first World Leader to
announce his intention to attend this Summit. This event will re-
invigorate global commitment towards achieving sustainable
development and give fresh impetus to the international
sustainable development process.

24

Modernising Government Action Plans

Change Programme

2.14  The purpose of the Department is to improve the health
and well being of the population. A wide ranging review of the
Drepartment and its functions was carried out in Spring 2001 1o
ensure thar this really was the focus of activity, taking into account
implementation of “Shifting the Balance of Power’ (discussed in
more detail later in this chapter). The outcome of the review is now
being implemented and will create a Department thae is clearly
focused on delivery of improvements for patients, clients and the
public. The major changes include establishing a Deparmment with:

® 3 smaller group of key priorities;

LI singh: Lo team wu-rking across health and social care;

® an open approach to involving stakeholders and partners;
# 3 determinartion to decentralise activity and authority;

® 3 focus on doing only those things which only it can.

The changes in processes and structure (some of which have
already taken place) will need to be accompanied by changes in
behaviour and culture, with a process for continuous leamning and
improvement. This major change programme will equip the
Department to support effectively those at the front line of service
delivery; and do so by ensuring that the Deparement has the righe
pmplc, ad-cling real value, and pcrfnrming strclngl}r.

Specific projects being undertaken as parr of the change

programme include:

® ensuring closer more effective involvement of patients service
users and the public in all relevant Departmental business, policy
development and implementation;

® making the Department more accessible by ceeating a Public
Interface Unirc:

® development and promulgation of good practice in policy
making and implementation;

® developing and implementing integrated corporate governance,
business planning and performance management arrangements;

L csmblishing new arrangements for d;l_".':lnping lf::r]::rship.
managing senior appointments and career planning in the NHS
and the Deparement;

® creating a learning and development strategy to reflect business
need:

® the introduction of new pay and rewards systems;

® development and implementation of a Knowledge Management
Strategy to provide ‘joined up’, comprehensive informartion.

Through the change programme we want o build a modern
Department which will have a well managed, diverse workforce
with appropriate skills. The Deparument has benefited from having
a Senior Civil Service post heading its Employment Diversity Unir.
Action taken, or to be taken vo achieve much greater diversity in
the Department’s workforce include:




® Local Equality Action Plans used as a means of measuring
progress and responding to identified staff equality priorities;

* A one day valuing diversity and race awareness training has been
commissioned and is currently being rolled our for all staft with
follow up training activities being planned to meet the specific
needs of business areas;

® Targers have been set to help ensure our workforce reflects the
diversity of the people we serve — particularly at senior levels;

® After a year's operation of its complaints procedure the
Department’s Fairness and Respect at Work policy has been
revised to emphasise local accountability with local Directors
taking responsibility for managing the Department’s response
to complaints of bullying and harassment.

Policy Making

2.15 The Department of Health has been changing the way
policy is developed with an increasing focus on engaging those we
serve and our frontline staff in policy development, and addressing
the implications for implementation at a much earlier stage. An
example is the development of National Service Frameworks,
which are one of a range of measures to raise quality and
decrease variations in service through setting national standards.
The Department has also been working with other Government
Departments to incorporate an assessment of the impact their
policies may have on the health of the population and access o
NHS services into a ol being offered for use throughour
Whitchall when developing policies. This tool and set of guidance
notes will be piloted in several Government Departments in 2002,

One of the key recommendations in the Modernising Government
white paper was that the Government would ensure thar policy
making delivered ‘creative, robust and flexible policies, focused on
outcomes. A number of recent key policy developments have
addressed the principles described in the CMPS Berter Policy
Making Repore launched in November 2001, A programme of
actions to improve policy management within the Department
was identified in Spring 2001 with key stakeholders, as part of a
wider review of the Department led by the Permanent Secretary.
An example of action is the development of a darabase of policy
submissions. The NHS Plan provides a focus for policy making
in the Department and in development engaged wide
representation in derermining the priority changes that patients
and NHS staff most want to see. Ongoing engagement is being
taken forward through the NHS Modernisation Board. This is 2
group made up of senior health and social care professionals,
frontline staff, managers and patients’ represenratives who meet
with the Secretary of State to discuss progress and guide priorities.

Better Regulation and Regulatory Impact
Assessments (RIAs)

216  There is a strong commitment throughout the
Department of Health (including its Agencies) to improving the
quality of regulation and to regulation that is necessary, fair,
affordable, simple to understand, and which will command public

confidence. The importance of publishing gooed quality Regulatory
Impacr Assessments is accepted as an integral part of the
Department’s work. But we continue to maintain a careful
balance of interests between protecting public health and safery,
the vulnerable and those ar risk whilst aveiding unnecessary
burdens on business, charities, voluntary organisations or the
public sector.

The Department of Health is not a major regulatory Department.
OfF the 3 Bills and 88 regulations introduced berween January and
the end of December 2001, anly 9 Regulations imposed costs on
business, charities or voluntary bodies. 9 Regulatory Impacr
Assessments (RIAs) were puh|i_:hr::! and pl:u:l'd in the House
Libraries. 5 of the 9 RIAs published supported the major
reforms under the Care Standards Act 2000, As a result, these
reforms will provide a more independent, consistent and coberent
regulatory system for the care providers and stronger protection
for vulnerable adules and children in residential care, as well as
safeguards for vulnerable people receiving other social care
SErvices,

EU Directives and Regulations underpin most of the UK
medicines, medical devices, tobacco and public health law. The
Diepartment and Agencies recognise the importance of effective
links, formal and informal, with other Member States and
European institutions. The MCA and MDA in particular
interacts on many levels in Europe and participare actively in a
range of activities including early discussion abour regulatory
proposals.

Following the enactment of the Regulatory Reform Act 2001, the
Government committed irself in Summer 2001 tw producing the
Regulatory Refarm: The Government’s Action Plan™®. The Plan
which is wide ranging, covering reform at all levels, across all
sectors and by all routes was published in February 2002, One of
the key aims of the Action Plan is to reduce the paperwork burden
on frontline NHS and Social Care staff and give them more time
for the delivery of patient and user care. OF the proposed 280 plus
new measures, 22 fall to the Department of Health.

The Department also made a useful contriburion to the National
Audit Report ‘Better Regularion: Making Good Use of Regulatory
Impact Asiessment™* published November 2001. The report
included 3 of the Department’s RIAs as examples of good
practice to illustrate what Departments and Agencies can do 1o
apply the RIA process to good effect so that they achieve the five
principles of good regulation: transparency, proportionality,
targeting, consistency and accountabilicy.

The Department reviewed 18 of its 70 administrative forms it
sends to businesses and the voluntary sector. This resulted in the
abolition of 8 forms. These administrative forms will be reviewed
annually to ensure that only those which are absolurely necessary
remain in use and that they are as straightforward ro complete as

po.ssihlc.

The joint DH and Cabiner Office report on ‘Reducing G
Paperwork’ =" {published March 2001) resulted in positive steps
to reduce red tape during 2001-02. Phase 11 of the project will
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build on this report to deliver more intensive and wide ranging
migasures to further reduce GI* bureaucracy and paperwork. The
Department also supports the Cabiner Office project, which began
in Ocrober 2001 to cut red rape in hospitals and nurses’
paperwork. This work is still ongoing. In addition o this
project, work o implement the NHS Information stravegy
(Fnformarion for Health,*® and its update, Building the Information
Core“”) will also have an impact on hospital and nurses’
paperwork. One of the key principles of this strategy is to ensure
thar professionals have the information thar they need 1o provide
care to their patients, and thar key patient information is only
recorded once at the point ar which it is collected. The
introduction of electronic parient-based records for example will
ensure thar the amount of paper-based information and
duplication of records collected and held in hospitals will be
reduced.

The Department undertook a review of planning requirements it
mandares from councils with social services responsibilities. The
Plans Rationalisation Project, which reported during the summer,
paved the way for significant progress in cutting the number of
these plans. A start has been made in reducing the number of plans
associated with social services grants, and further work o reduce
the number of plans for cross-cutting services for social care will
continue in 2002, Related to this work, the implementation of
ffarmation for Social Ciare®™™ will reduce the amount anerc:mrmk
in social services and facilitate the more efficient and dmely sharing
of informartion between care agencies

The Medicines Control Agency and the Medical Devices Agency
adopted the Cabiner Office business friendly Enforcement
Concordat during 2001. This means that seven of the
Department’s enforcement bodies have adopred the Concordar.
The total includes The Human Fertilisation and Embryology
Authority, the Central Council for Education and Training in
Social Work, the Department of Health Unit responsible for non-
INH3 clinics and hospitals approved to perform termination of
pregnancy and pregnancy advice burcaux, the MCA and the
MDA, The National Care Standards Commission in England will
also adopt the Enforcement Concordat during 2002,

Responsive Public Services

2,17 Care Direct originates from a government cross cutting
review o improve services for older people. It will provide a single
gateway, tor older people, to get informarion abour social care,
health, housing and benefits and 1o help them access these services
more easily. Care Direct is being pilored in six Local Authorities
(LAs) in the South West in 2001-2002 and there will be a further
14 pilots starting in Autumn 2002,

All NHS5 hospital trusts and PCTs/PCGs are required to carry out
regular patient satisfaction surveys from April 2002, They will be
expected to publish the resules in the annual Patients’ Prospectus
and to account for what action they are taking to deal with the
concerns raised by patients. Financial rewards for trusts will be
linked to the survey results. The processed dara from 189 trusts will
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be returned to the Department’s ‘central dara bank’ by late May
so that it can inform the performance ratings. For next year, the
Diepartment proposes to work-up a survey wol that reflects a more
comprehensive range of PCT services.

Quality Public Services

2.18 Spﬂriﬁc Reiter Qmﬁ.l:r&'mim Actviny has been overtaken
by the recent fundamental review of the Deparuments services and
activities. This has been carried ouc in the spirit of BQS with
Cabinet Office being kepr fully aware of progress. This review has
generated a programme of change thar focuses on our Delivery
Contract and aims w improve efficiency and effectiveness.
Further details can be found in paragraph 2.16 above.

UK Online

2.19
by a working group, has continued to respond o central
initiatives and contribute o the d:'.':lopm:m of UK online pﬂ|iq.-.
The Department is represented on most of the Office of the
e-Envoy cross government groups including the e-Champions’
e-Gropernmene® ™ and e-Commmications™ ' commirtees,

The Dtp:rtln:nt of Healch's f—L‘;Mﬂj‘ﬂf-ﬁH,r“ﬁ suppd}r::d

The Department updated its e-Brsimess Straregy™ ™ in the summer
which included a revised list of services 1o be e-enabled w meet the
Prime Ministers targer of 100 per cent by 2005. 41 services to the
citizen and business have been identified of which 13 (32 per cent)
are currently available with 36 (88 per cent) expected to be
operational by 2005. Services include:

# Yi-hour nurse advice and health informacion rhmug}l MNHS
Direct and NS Direce Onling® '™ — currently available;

® access to personal electronsc bealth records® ' — on targer for 2003;
® clecrronic transfer of preseriptions®™ — by 2004;

® information and help for older people through Care Direce=*
— national implementation by 2005;

® hospital appointment booking service®'” — on target for 2005.

Of the five services not expected to be e-enabled owo relate 1o the
provision of welfare foods where the service is under review. The
Protection of Children Acr List is already partially enabled bue
further development will be the responsibility of the Home Office
from 2002. The NHS procurement service will be e-enabled bue
not rolled our to the whole NHS by 2005. Finally application for,
and award of, Forms E111 is subject to European legislation which
is not expected vo allow electronic processing before 2005,

The e-Business Strategy brings together, and is underpinned by,
three separate stravegies, covering the NHS, Social Care and the
core Department.

® Some key components of the NHS Strategy Building the
Tnufornation Core: fmpfmml‘fng Hhe S Plas™ % ywere updared
in famuary™'™ 2002,

® [nformation for Secial Care,”™ a strategic approach to
information and the use of technology in social care, was
published in May 2001.




® A revised version of the internal e-Business sirategy, fmplementing
e-Business in the Department of Health™*" was published in
Movember 2001,

The Department has also —

® sponsored a new Life Episode, “Looking after comeone,”
which was implemented on the Ukonline Citizen Portal**" in
June 2001, as well as continued to contribute to those Episodes
sponsored by other depariments.

® implemented Gateray Reviews?2 for internal projects and is
considering, with the Office of Government Commerce, how
the process should be applied to the NHS.

® published four Secrion 8 Orders®™ under the Electronic
Communications Act 20007 10 supporr electronic prescribing
and identified further areas where Orders will be considered.

& connected 97% of GP vo NHSnet with 94 per cent having
email access — position at 1 November 2001.

® initiared four pilots to explore health applications of Digital TV.
These are being evaluated to learn lessons for possible future
NHS use of this technology.

® launched a Climician Connect™™ programme in December 2001
to provide all NHS Trust staff with access ro basic email,
browsing and systems facilities by March 2003.

Public Service

220  The Whale of the Department of Health was recognised
as an Investor in People (IIP) in January 1999; one of the first
Whitchall Departments to do so. Following a Strategic Assessment
Review conducred in the Spring of 2002 the External Assessor
recommended that the Department of Health continue 1o be
recognised as an Investor in People having maintained irs
achievement of the national standard.

Shifting the Balance of Power
Background

221  The NHS Plan sets out a vision for service designed
around the patient — a service of high quality and national
standards which is fast, convenient and uses modern methods to
provide care where and when it is needed. Such a service will not
only be designed around patients but also be responsive to them,
offer them choices and involve them in decision making and
planning.

The Secretary of State announced on 25 April 2001 a programme
to shift the balance of power within the NHS away from central
government and towards front line staff and their parients. Under
the arrangements set out in Secretary of Stare’s Shifting the Balance
of Power speech local clinicians and managers, working in
Primary Care Trusts and NHS Trusts, were 1o be empowered 1o
ensure that local services reflect the needs of the local communiry.
“Shifting the Balance of Power” is abour putting patients and staff
absolutely at the heart of the NHS by empowering them and
changing the culture and structure of the NHS ro reflect this.

Preparing for Change

In July 2001 the Department published Shifting the Balance of
Power within the NHS — Seenring Delivery,™™ deniling the

proposed changes and inviting responses in a discussion period.

Ohver 400 responses were received from the service as well as the
major national representative bodies. There was general suppore

for the direction of change, although there were many queries

about the detailed implementation of the proposals. Shifting the
Balarnce rlljf'.i"h.rm— the Nt Seeps™™ was published in January 2002,

This document addressed the major issues raised in the discussion

period. It set out the framework and principles for the changes bur

~ inline with its own philosophy — left the practical arrangemens,

the how, when and where of working arrangements and service
delivery - 1o be decided locally. Consultation on the boundaries

of the new Health Authorities wook place in Aurumn 2001 and the

new boundaries were subsequently confirmed along with the

Chairs and Chief Execurives (designate). Franchise plans were then

developed by the Chief Executives outlining how they intended

o run '[I'.Il:i[ urg:llllﬁali.ﬁl‘lh based on a sp:fiﬁcatiun et 11'}' the
Depariment.

Structural Changes

Much progress has been made in developing and implementing
the structural changes:

® England’s 95 previous health authorities were abolished on
1 April 2002,

® Much of the planning and commissioning work previously
carried out by these health authorities has been passed to just
over 300 Primary Care Trusts, which by 2004 will be controfling
over 75 per cent of NHS funding.

® 28 new health authorities (set to become Strategic Health
Authorities in Ocrober 2002, subject to legislation) serving
l_}apuhuinns of around 1.5 million were also established on
1 April. responsible for developing strategy and performance
managing PCTs and NHS Trusts, so as to secure delivery and
consistency of approach. They will in effect manage the NHS
locally on behalf of the Department.

® The Department of Health has also been re-focusing ro reflect
the new structure, Four new Directorates of Health and Social
Care became operational on 1 April with responsibility for
working directly with the NHS and performance managing the
new Health Authorities while the Regional Offices are w0 be
abolished.

As a result of these changes, £100 million will be freed up by 2004
to spend on childcare facilities for NHS staff as an aid to
recruitment and retention.

Delivering the NHS Plan

Plans for devolving power to locally run services — within a
framework of clear national standards — were strengthened in the
Department’s Delivering the NHS Plan — next steps on invesiment,
next steps on reform*” document, published in April 2002. This
document builds on the structural and cultural changes of
Shifting the Balance of Power.
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Further Infaormation

Further informarion is available on the DH web-site ar:

Patient Choice Initiative

2.22 By 2005 all patients and their GPs will be able o book
hospital appointments ar both a time and a place that is
convenient to the patient. Patients and their docrors will be able
o consider a range of options. This might include local NHS
hospitals, WHS hospitals or diagnostic and trearment centres
elsewhere, private hospivals, privare diagnostic and treatment
centres, or even hospitals overseas. They will be able ro compare
different waiting times ax different hospitals and across different
specialties. GPs and referring consultants will be able to book
appointments online. Patients will be able to choose the hospital
and waiting time that is convenient for them at the point of
referral.

On 6 December 2001 the Secretary of State for Health announced
a new initiative to introduce the new system whereby patients
choose the hospiral rather than hospitals choosing the patient. [t
will begin to open up the options in 2002-03, o rackle some of
the highest priorities and o pilot new approaches. The initial focus
in 2002 will be on opening up new opportunities for people who
are waiting too long for heart surgery; with a number of pilots for
other surgical specialties in London, the North East, North West,
Midlands and the South.

In the light of these pilots, further schemes will be rolled our, with
the aim thae by 2005, as p]u:lgccl in the WHS Plan, all paticnts will
not only have rapid access to treatment, bur will also be able o

choose where that trearment is carried our.
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Wanless Review {Long Term Review of Health Trends)

223 In March 2001 the Chancellor of the Exchequer asked
Derek Wanless, former Group Chief Executive of Nat West Bank,
to carry out a review to examine the technological, demographic
and medical trends over the next two decades that may affect the
health service in the UK as a whale. In the light of those wrends,
the Review was charged o identify the key Factors which will
determine the financial and other resources required o ensure thae
the WHS can provide a publicly funded, comprehensive, high
quality service available on the basis of clinical need and not ability

o pay.

Derek Wanless' Interim Report was published for consuleation at
the same time as che Pre Budgﬂ Report in MNovember 2001 — see
the Review website (wwwhm-treasury govukfwanless). It identified
patient and public expectations, as well as demography and
technology, as key drivers of change in the NHS and social care.
Department of Health staff contributed fully to the Review's
analysis and an Advisory Group including top managers from the
Drepartment provided advice to the Review.

The Beview’s Final Repore was published on 17 April 2002,
outlining the trends that will drive health expenditure and
estimating the resources that will be needed to deliver a high
quality, responsive service over the nexe 20 yvears. It outlines the
major increase in funds which will be required for the service to
catch up with other countries and then keep up. The Review's
fun:cast ‘JFTI’M‘.‘ TERUTCES H.‘t]l.'IJ I.'Ei] RS awmg-l: ]'E‘Il'.—ti:l'l'l'.l!- gl‘ﬂ“‘th GF
7.1 o 7.3 per cent over the nexe five years. In the lighr of the
Review, the Budget provided an unprecedented five-year settlement
with an average real terms increase of 7.4 per cent between 2002-
03 and 2007-08 for the NHS in England.

This historic level of funding — twice the average real-terms growth
of the last twenty years — will enable the NHS 1o take forward the
proposals for reform and modernisation which the Secretary of
State outlined in Delivering the NHS Plan.
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Figure 3.1: Department of Health — Public Spending

£ million
1998-99¢"  19589-00  2000-01  2001-02 2002-03 2003-04%
outturn autturm outturn  estimated plan plan
outturm
Consumption of Resources
MHS 39,794 41,313 44,374 50,300 53,948 58,847
Personal Social Services 11 631 654 1,062 1,927 2,194
HHS pensions 623 455 522 172 =50 -50
Total Department of Health Resource Budget 41,128 42,400 45,550 51,535 55,824 60,950
Of which:
Department of Health Departmental Expenditure Limit (DEL) 38,242 39,939 43,506 48,734 53,268 58,358
£ Mon-cash items in AME 2,263 2,005 1522 2,638 2616 2,654
= . .
§ Orther spending in AME (NHS Pensions) 623 455 522 172 50 51
&
& Capital Spending
- HHS T00 08 1.318 1,745 2401 2,898
Personal Social Services &0 61 53 112 oF 97
Total Department of Health Capital Budget Te0 969 1,377 1,857 2,458 2,995
O wihich
Department of Health Departmental Expenditure Limit (DEL) 760 =T ] 1.377 1,857 2.498 2,905
Total Public Spending in Department of Health 41,E88 43 369 A6,927 53,392 58,323 63,985

Spending by Local Authorities on Personal Social Services

Current 9,055 10,050 10,659 11.076
O wehich
Funded by grants from the Department of Health 1,053 1,000 947 1442
Capital 83 83 93 106
O wehich
Financed by grants from the Department of Health &0 61 a7 63

(1) Figures for 1998-93 are taken from the Department's 1998-99 Resowrce Account which did not record information on resource consumption for afl
bodies within the Resowrce Budgeting boundary. Figures for 1998-99 should therefore not be compared with those for later years as data may be
incarmpiede or nal availzble.

(2} From 2003-04 budgets ane sed on a stage 2 resource budgeting basis. These stage 1 resource budgeling figuves are therefore indicative for that year and
include Budget 2002 additions for the NHS on a stage 1 resource budgeling basis.

{3} For a move defailed breakdowan of NHS expendifure in England see Figure 3.4 and in the UK see Annex A4
{4} Figures may not sum die to rounding
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NHS Expenditure Plans

Budget Announcement
NH5

3.2 In his 2002 Budger the Chancellor announced
expenditure plans for the NHS up to 2007-08. For the NHS in
England these represent the largest ever sustained increase in any
5 year period in the history,of the NHS; an annual average increase
of 7.4 per cent in real terms beoween 2002-03 and 2007-08. Cwver
the period expenditure on the NHS is planned to rise by 44 per
cent in real terms to over £90 billion in 2007-08.

Following the Budger announcement, the Secretary of State
published a document secting our how this unprecedented
increase in NHS funding would be spent. Delivering the NHS
Plan® " outlines some of the improvements which will now be

possible:
® Increased capacity, allowing more patients to be treared more

quickly to higher standards — worth the equivalent of over
10,000 extra hospital beds by 2008

® Exira staff — with another 15,000 doctors, 35,000 nurses and
30,000 specialises by 2008

® Shorter waits for treatment — by 2005 a reduction in the
maximum wait for a hospital operation to 6 months, then
falling to a maximum of 3 months by 2008

® Beteer outcomes — for example an estimared 25,000 lives saved
each year as a consequence of extra investment and reform in
coronary heart disease services

Extra resources alone are not c:luug]‘:; it is mﬂ;ﬂnmu_phj;:_uﬁmm
which delivers results. Some of the key changes 1o help deliver the

MHS Plan will be:

#® The new Commussion for Healtheare Audic and ]ns}w{[inn -
a single, independent ‘super regulator’ to enforce national
standards

® A srreamlined financial system of payment by resules, so that
patients can exercise greater choice

® Greater accountability, for example through an annual ‘pariens
prospectus’ from every Primary Care Trust to each household
in the locality

Figure 3.2 below sets out the spending plans for the NHS in
England for the period 2002-03 to 2007-08.

Figure 3.2: Total Net NHS Expenditure in England (Stage 2 Resource Budgeting)

Resource (revenue expenditure)
3 real terms increase

Capital Expenditure
=% real terms increase

Total HHS Expenditure
Real terms growth %

These spending plans are shown in Stage 2 Resource Budgenng
terms as this is the basis upon which public expenditure will be
monitored and controlled as of 1 April 2003, These figures are not
comparable with other expenditure figures in this Chapter. This
is because we are still required to report figures consistent with the
present method of budgerary control ie on a Stage 1 Resource
Budgeting basis.

£ billions
2002-03 2003-04  2004-05  2005-06 2006-07  2007-08
plan plan plan plan plan plan
5315 5685 B4.1 70.0 767 B41
6.6 64 6.7 6.8 7.0
132 28 3.4 4.4 53 5.1
290 16.9 L 15.5 15.9
B5.8 51.3 &67.4 74.4 1.8 00,2
73 73 76 7.3 7.5
PSS

As part of his budget the Chancellor also confirmed central
government provision for Personal Social Services (P55), funded
by both the Department of Health and the Department of
Transport, Local Government and the Regions, for years 2003-04
1o 2005-06. These plans mean an average annual growth in
resources for PSS of G per cent in real terms over the 3 years. These
new spending plans are set out in Figure 3.3 below.

Figure 3.3: Funding announced for PS5 by the
Chancellor in the Budget

£ billion
2002-03 2003-04 2004-05 2005-06
plan  plan  plan plan

Total Expenditure 114 12.5 134 14.6
% real terms increase 7.6 43 6.2
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Resource Budgeting

Resource Hudgﬂing was introduced in April 2001 as a new
method for controlling and managing public expendirure. This
meant that public services would now be measured by the
resources they consume, including fully accounting for capiral

assets, rather than the level of cash payments made in vear.
Resource Budgeting is being introduced in 2 Stages;
Sra.gc 1: Introduced in Pl.pr]] 2001 for years 2001-02 and 2002-

03. This introduced accruals accounting ie accounting for
resources consumed against cash paid out. This increased the
Departmental Expenditure Limic (DEL) and therefore NHS
expenditure figures by around £200m a year compared to the
previous cash system.

St:.gt: 2: To be introduced from r‘l.pril 2003, Under !';m.gt 2
Resource Budgeting those non-cash items that currently score in
Annually Managed Expenditure (AME) will become part of
Departmental Expenditure Limic (DEL). These items are:

(i) capital charges ie depreciation and cost of capital and

(ii) the cost of new provisions as opposed to the cash payments
associated with sertling the provisions

The move to Stage 2 Resource Budgering increases NHS
expendimure by over £2bn a year compared 1o Stage 1 Resource
Budgering,
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The Health and Personal Social Services
Programmes

A The health and social services programmes consist of:

Spending on the MNational Health Service on the following

programmes

® NHS Hospiral and Community Health Services, and
Lliscrq:'tiunnr}r ﬁlmil}r health services. This covers ]'Lnspitul and
community health services, prescribing costs and discretionary
general medical services funded from Health Authority Unified
Allocarions, and other centrally funded initarives, services and
special allocations managed centrally by the Department of
Health (such as service specific levies which fund activities in
the areas of education and training and research and
development):

® MHS Family Health Services (FHS) non discretionary, covering
the remuneration of general medical practitioners, the cost of
dental services, general aphthalmic services and most fees and
allowances for dispensing and pharmaceutical services;

® Central Health and Miscellaneous Services (CHMS), providing

services which are adminiseered n:ntm“}r. for numpl:. certam
puhlic healch funcoons and SUPPOLT o the w:rh.mr:lr}r sector: and

® Administration of the Department of Health.
Expenditure on Personal Social Services by way of:
® Funding provided by the Department of Health; and

® Funding provided by the Department of Transport, Local
Government and the Regions.

National Health Service, England — By Area of
Expenditure

Figure 3.4 shows the main areas in which funds are spent on a
resource basis for years 1999-2000 o 2003-04, Details on NHS

expenditure in the United Kingdom on the same basis are
shown in Annex A4.




Figure 3.4: National Health Service, England - By Area of Expenditure (Stage 1 Resource Budgeting)

F
‘ £ millions
1999.00  2000-01  2001-02  2002-03 2003-041"
auttum outturn  estimated plan
outtum
| Programmes In Departmental Expenditure Limits
Mational Health Service Hospitals community health, family health
{discretionary) and related u!'!'lu-!- and NHS trusts
Revenue expenditure @
Gross . 36239 39699 44598  4B962 52,259
Charges and receipts -1,987 -2,073 2099 2237 2389
Met 34,252 a7 E26 42,4599 a6, 730 49,869
Capital expenditure =
Gross ; 1,464 1,964 2,190 2,722 3137
Charges and receipts -593 -676 =491 -355 370
Het &7 1,288 1,698 2,367 2,857
Total
Gross 37,703 41,663 46,788 51.684 55,3%%
Charges and receipts -2,580 2749  -2590 2587 2,659
Mat 35,123 38,914 44,198 49,097 52 736
Mational Health Service family health
services (non-discretionary} "
Revenue expenditure
Gross : 5075 5219 5,081 4,576 6,205
Charges and receipts 806 -84% -B8 -B9E -8
Met 4,265 4,370 4,190 3,678 5307
Central health and miscellaneus services '
Revenue expenditure
Caross a0 % 1,150 1,058 1,119
Charges and receipts 153 -134 477 -124 =131
Het TBT 856 973 Q34 SRR
Capital expenditure
Giross 40 34 46 34 £
Charges and recaipts -3 =4 i # #
Met ar 1 A6 34 ER
Total
Gross 980 1.025 1,195 1,092 1,149
Charges and receipts -156 -138 177 -124 A3
Het B24 837 s 968 1,018
Pragrammes in Departmental Expenditure Limits

Total Mational Health Service
Revenue expenditure
Gross 42,254 45508 50,828 54,596 55,582
Charges and receipts -2.945 3056  -3167 -3,2%4 3419
Met 39,308 42,852 47,661 51,342 56,163
Met percentage real terms change(%a) - 7.0 g2 51 6.7
Capital expenditure
Gross 1,504 1,998 2,236 2,756 3,168
Charges and receipts -596 &80 491 -355 =270
Met 08 1318 1,745 2.4 2,898
Met percentage real terms changed %) = 42.6 288 342 17.7
Total
Grorss. 43,758 A7 506 53,065 57352 a2, 750
Charges and receipts -3,542 3736 -3,658 -3 ,609 -3.689
Mt 40,216 44,170 49,406 53.743 59,061
Met percentage real terms changed(%:) : 7.8 82 6.1 7.2
CDP as at 17 Agril 2002 %82 100.0 102.8 1063 10B.0

(1) From 200304 budgets are set on a stage 2 resource budgeling basis, These stage 1 respurce budgeting figeves are therefore indicative for that year and
imclude Budget 2002 addifions on a stage 1 resource budgeting basis.

(2} Includes Departmental Unallocated Provision (DUF) for 2002-03 and 2003-04,

{3) Figures for FHS non-discretionary expenditure between 1899900 and 2003-04 aré not comparable because of transfers lo FHS discretionary principally
to furtd successive waves of Personal Medical and Dental Service Pilots.

{4) Includes expenditure on key public health functions such as environmental health, heaith promotion and support to the voluntary sector. Alsa fncludes
expenditure on the administration of the Department of Health,

(5] Figures may not sum due rounding

(6) Amounts below £0.5 million are not shown but indicated by a #,
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Figure 3.5 compares net expendimure on the NHS in 2001-02 with
the planned expenditure figures for 2001-02 published in last year's

FEPOTT.
Figure 3.5: Comparison of Net NHS Expenditure

Plans for 2001-2002 with those in last year's
Departmental Report (Cm 5103)

£ million
Departmental  Departmental  2001-2002
Report 2002 Report 2001 difference

Figure 3.4 Crm 5103

Figure 3.8
HCHS revenue 42 459 42 002 497
HCHS capital 1,698 1,945 -250
FHS non discretionany 4,190 3,829 361

Central Health and
Misceflaneous Services 1,018 972 46
MH% Total 49,406 48,752 G54
1 Totals may not sum due fo rownding

The main areas of change (£10 million or over) to the spending
plans for the various parts of the programme are shown in
Figure 3.6.

Figure 3.6: Main Areas of Change (£10 million or over) to the Spending Plans presented in last year's
Departmental Report (Cm 5103)

2001-2002 Ditference

HCHS current 457 including: 330 Take up of End Year Flexibility (EYF)
320 Transfers from HCHS capital
<306 Transfers to FHS non discretionary
240 Redassification of NHS Trusts Depreciation
-150  Estimated underspend
35  Transfers from CHMS
18 Transfers from PSS
12  Transfers from Other Govemment Departrnents
HCHS capital « 250 including: <330 Transfer to HCHS revenue
%0 In year addition from Treasury Capital Modernisation Fund.
95 Take up of EYF
<75 Estimated underspend

FHS non discretionarny 361 including: 306  Teansfer from HCHS revenue
56 Take up of EYF
CHMS 29 including: 35 Take up of EYF
30 In year addition from HM Treasury

-35  Transfers to HOHS revenue

1 Tofals may not sum because only those changes over £10 million are included.

34




NHS Expenditure Trends

NHS Net Expenditure in 2001-02 is estimared 1o be over £49
billion, an increase of 8.9 per cent in real terms (measured by the
GDP deflator) over 2000-01.

The largest part of NHS spending is on Hospiral and Community
Health Services, discretionary family health services and relaved
services. For 2001-02 the estimated outturn position in net current
expenditure is forecast to be £42.5 billion and £1.7 billion on net
capital expendirure. Within overall NHS net expenditure, the total
for non-discretionary FHS is expected 1o account for £4.2
billion in 2001-02. The remainder will be spent on Central Health
and Miscellaneous Services. Figure 3.7 contains the breakdown of
NHS Net Expenditure for 2001-02 (Estimated Churturn).

Personal Social Services (PSS) Expenditure

34
delivery of high quality social care through local authorities and
other agencies. The resources provided for PS5 from the

The Department of Health provides resources for the

Department’s public expenditure programme are shown in
Chapter 6, section 6.11 which give details on PS5 revenue

prm.'isinn.

Figure 3.8 shows total local authority current and capital
expenditure on PSS, Berween 1991-92 and 2001-02 local
authority PSS net current expenditure has increased by 84 per cent
in real terms.

Figure 3.7: NHS Net Expenditure, 2001-2002
(estimated outturn)

HCHS capital 3%

l CHMS 2%

FHS Mon Discrethonarny
B%

HCHS currert 87 %

Total £49,406 million

Figure 3.8: Expenditure on Local Authority Personal Social Services

1591-52
outturm
Current expenditure
gross 5,127
charges' =506
net
cash 4,622
real terms™ £ 950
Capital expenditure
Eross 166
income -34
nit 132
Total local authority expenditure
gross 5,293
charges/income =540
net 4,753

£ millien

199697 1997.98 1998-99  195%-00  2000-01 2000-02
outtum culturn  outturn  outturn  outturn®™  budget
9263 G, 9384 10,847 12,048 12 848 -
-1,320 -1,530 -1,768 -1,598 -2182 -
7,843 B.454 9,059 10,050 10,699 11,076
8,991 0,284 9677 10,483 10699 11076
1ED 150 140 134 170 -

i =43 53 51 -57 -

136 107 B7 83 113 -
9,443 10,134 10,987 12,182 13, ME -
=1,364 -1.573 =1,831 -2,049 -3 205 =
B.079 B.561 9,146 10,133 10,805 -

Souwvce: PSS EXT, RO and RA LAs Returns

(1) Gross current expenditure, income from charges and capital figures are nol available for 2007-02

{2) Af 2007-02 prices using the GDP deflator.

3) The 2000-01 outlum figures in this table are taken from form PS5 EXT which is refumed fo the Department annually by lecal authorities. This form
was introduced in 2000-01. The 2000-07 owttumn figures in Fig 3.1 are derived from form RO3 refurned by focal authorities to the Department of Transpor
Local Government and the Regions. Hence, there is a discrepancy of around £3m between the two Hgwres,

35



Complementary Sources of Funding

New Opportunities Fund

3:5 The National Lottery Acr® ' ser our plans for reforming
the MNational Lottery. This included the creation of a new good
cause, the New Opportunities Fund (NOF), which provides
complementary funding for health, education and the
environment. So far there has been three tranches of funding
released for NOF

The first tranche, was launched in January 1999 with the
Healthy Living Centre initiative. The initiative has a budger of,
£232.5 million in England (£300 million UK). The programme
targets areas and groups that represent the most disadvantaged
sectors of the population and it is expected that HLCs will be
accessible 1o 20% of the population by the close of 2002. HLCs
influence the wider dererminants of health, such as social
exclusion, poor access 1o services, and social and economic
aspects of deprivation which can contribute 1 health inequalities.
Projects cover a range of activities including, for example,
smoking cessation, dietary advice, physical activity and training and
skills schemes. Local communiries and users are involved in all
aspects of design and delivery of a project. All of the funding has
to be committed by the close of 2002 for projects which can last
up to 2007,

By mid May 2002 140 HLCs in England had been approved and
announced by NOF totalling just over £109.6 million. All
funding will be committed by Aumumn 2002, Mew HLCs are
announced regularly and these can be found on NOF's web-site
at: www.noforguk

A furcher £116 mullion for Engi:md (£150 million UK) was made
available from the New Opportunities Fund (NOF) in September
1999, In England £23 million is being used to fund palliative care
for adules with cancer, and £93 million is being used to fund the

purchase of cancer equipment such as linear accelerators and MRI
scanners (see also section 5.5 in Chapter 5).
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The third ranche of £232.5 million was announced last vear, wo
boost the fight againt cancer, coronary heart disease, and stroke.
Ir will also be used to provide palliative care for adules and children.
The CHD funding from the third tranche includes £65m to
purchase diagnostic angiography equipment over the next three
years. The first wave of recipients was announced in November
2001, enabling 29 new and 8 replacement angiography and
catheterisation laboratories o be purchased which will speed up
diagnosis. This first wave of funding will enable the NHS to carry
out up o 14,000 exora :mgiugmms each year. R:cipifnts of the
second and third waves will be announced during the forthcoming
year. The CHD money will also be used to buy ambulance
equipment and defibrillators, and to improve cardiac rehabilitation
and heart failure services. There will also be £52 million to fund
nutritional projects to reduce heart disease and cancer. Of this, £10
million will be used to expand the five-a-day initiative, and £42
million will be used to bring forward the rargets of the Mational
School Fruit Scheme. There will be 50-60 pilot projects for the
School Fruit Scheme, based in PCTs with the highest levels of
deprivation. In addition, £48 million will be used to improve
palliative care for children, and £22 million will be used 1o improve
community palliative care for adules.







Figure 4.1: NHS Capital Spending 2001-02 to 2003-04

{Resources)

Government Spendln,g
Percentage Real

Terms Growth

Receipts from Land Sales
Percentage Real

Terms Growth

PFI Investment
Percentage Real
Terms Growth
Total

Parcentage Raal
Tenms Growth

£ million
2001-2002
Forecast 2002-2003 2003-2004
Qutturn Plan Plan
1,745 2,401 2,898
4.2 42.7
491 155 270
-2 5 258
733 THI G934
57 16.4
2,959 3,539 4,102
6.7 283

Real Terms Growth calculited using GOP deflator of 2.5 per cent.
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Figure 4.2: Disposition of 2002-03 Capital Resources

£ million

Total NHS Capital Investment 3,539
Less: PFI Investment -783
Gross NHS Capital 2,756
Less:

Costs associated with the retained estate
NHS Trust receipts

Transfer to revenue for Primary Care
Other NHS Capital

EREE

-185
HCHS Capital available for allocation 2,51
Ta be allocated as follows:

Central Budgets 86

NHS Trusts/Health AuthoritiesS
Primary Care Trusts

General Allocations 1,352
Local Capital Modernisation Funds 110
Secure Hospitals — Fallon Enquiry =]
Renal Services 9
Additional Medical Students 26
Cancer 71
Coronary Heart Disease 114
Waiting Lists - Action on Programmes 41
Cin Site Nurseries

Ante-natal and Child Screening

Mental Health

Junior Doctor Working Hours

Oider People

Looked After Children

Decontamination and Sterilisation facilities 1
Makernity

Elimination of Mightingale Wards

Leaming Disablity Development Fund

Performance Fund

Genetics

Pharmaceutical Manufacturing

Clinical Assessment System

Diagnostic and Treatment Centres

Primary Care Access — NHS LIFT

To be allocated later 212

Total to NHS Trusts/Health Authorities/
Primary Care Trusts 2,485

2aaswdB888332uBua

Priorities for Capital Investment in 2002-03

4.2 Examples of investment rargeted ar specific health
areas in 2002-03 are;

Cancer — £71 million is available in 2002-03. This will go into
expanding the breast screening service t extend routine invitations
to women aged up w 70 from which 400,000 women will benefir
each year. The funding will also buy new and replacement
equipment to improve detection and treatment of cancer in line
with the NHS Cancer Plan®* launched in September 2000,




OMN THE GROUND:

Cancer patients in Lincolnshire are to benefit from significantly

shorter waiting times following the arrival of a third new linear

accelerator (machines used for trealing cancer).

A £22 miilion centre for molecular imaging, the most advanced

of itz kind in the world, is to be buill in Manchester. It will enable

specialist research into the biology of cancer and the way that anti-

CANCET Grugs work.

L:

Coronary Heart Disease — £1 14 million is available in 2002-03.
Funding will go into revascularisarion schemes to expand cardiac
services with around 12 additional cardiac theatres and 380 extra
beds. This investment will reduce waiting times for heart surgery
patients in the areas served by the units receiving funding, Capiral
will also be targeted at expanding diagnostic angiography o reduce
waiting times for rests and inpatient admissions. The expansion
of revascularisation services will be underpinned by long-term
capacity building. The Department of Health has announced a
modernisation and expansion programme for eight cardiac
centres at a cost of £170m over four years, bringing the number
of centres undergoing major improvements up to 12 costing
£251m. Treasury Capital Modernisation Fund moncy will
provide CHD equipment for Primary Care. This money (roralling
£35m) will also fund cardiac rehabilitation and treatment of heart
Failure.

ON THE GROUMND:

Before patients suffering a heart attack in Dorset would have to
wait until arrival at hospital before their ECG readings could be
interpreted and the correct treatment given. But using telemetry
an ECG taken in the ambulance can now be faxed to the heart unit
where a diagnosis and appropriate arangements for treatment can
be made as soon as the patient arrives. This means thrombolysis
{clot-busting drugs) can be administered much quicker than befare.

Mental Health — £62 million is available in 2002-03. Funding will
be targeted ar improving security av the three high security
psychiatric hospitals and for the mransfer of some patients into more
appropriate care settings. There will also be funding for the
refurbishment of acute psychiarric wards 1o provide a better
environment for patients to receive rreatment.

Decontamination and Sterilisation Facilities — £150 million is
available in 2002-03. This investment will underpin a major
overhaul to provide the NHS with the most up-to-date
decontamination equipment. It will modernise sterile service
departments, providing new fully automared state-of-the-art
sterilisers and washer disinfectors.

Maternity — £50 million available in 2002-03. This funding
represents the second tranche of a two-year £100 million
programme of investment announced last year to medernise and
improve facilities at over 209 maternity units across England. The
investment will cover areas such as major refurbishments, facilities
for fathers and families, modernisation of antenatal units and
provision of berter bereavement facilities.

Primary Care Access — NHS LIFT = £60 million available in
2002-03. Further information on this initiative is given in
paragraph 4.8.

Empowerment of Clinical Teams — £110 million is earmarked
from general capital allocations in 2002-03 for Local Capiral
Modernisation Funds. This will continue the initiative started in
2001-02 10 enable doctors, nurses, and other clinical staff in acure
hospitals in England to decide top priorities for investment. This
funding can be spent on large, expensive pieces of equipment (such
as kidney dialysis machines), smaller equipment, or a mixture of
the two.

Diagnostic and Treatment Centre Programme

4.3 The NHS Plan included a commitment to develop 20
diagnostic and treatment centres by 2004 with eight fully
operational by then. In February 2001 the Department announced
26 proposed schemes. In February 2002 a further cighr carly
proposals were announced. These centres will be receiving
patients by the end of the year and will provide over 20,000 extra
treatments a year, making an impact on waiting times in some of
the most pressured parts of the country. It is planned 1o accelerate
the DTC programme further.

DTCs will insulate routine, booked hospital appointments from
the unpredictable peaks and troughs of emergency cases meaning
thar there will be fewer cancellations, a more convenient service
and quicker treatment. DTCs will take a range of innovative
approaches o providing fast and convenient care, in parmership
with public and private organisations, in primary care and in
hospitals. TCs will ensure effective use of day surgery and process
re-design to maximise efficiency.

Maximisation of Block Capital

4.4 The use of block capital is again to be maximised in
2002-03 to bring abour smaller scale improvements across the
NHS rather than expenditure being focused on a few larger
projects. Regional Offices must ensure that a minimum of 55 per
cent of their capital resources are allocared as block. Other than
in exceptional circumstances, individual NHS rrusts will receive
no less than their previous year's block allocation (a definition of
block capital is contained in the glossary).

Restrictions on Capital to Revenue Transfers

4.5 As in previous years, a limit has been set on capital 1o
revenue transfers in 2002-03 to control the amount of capiral
which can be transferred to support revenue expenditure. This will
ensure thar capital resources are expended on capital investment
as intended.

Treasury Capital Modernisation Fund

4.6 There is £168 million available from the Treasury’s
Capital Modernisation Fund (TCMF) in 2002-03 to support
innovative capital investment projects. The funds available from
TCMEF are shown in Figure 4.3.
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Figure 4.3: Treasury Capital Modernisation Fund
2002-03

£ million

AGE Modemisation B 35
Coronary Heart Ditegie 70 10 20
Decontamination 5 10
Reducing Waiting Tiemes 3 ir
Looked After Children 10 10
Chiamydia 2 3
Prirnary Care of whach:
Walk in Centres 15 a0
Dental Acoess 15 50
Modemising Premises 15 0
MNHS Dinect 14 20
MHS LIFT 0 10
Joint ventures with private sector 50
Cataract Treatment 12 B
Total 114 122 228 163 80
Capital Prioritisation
4.7 All investment schemes with a capieal value over £20

million are submitted to the Capital Pricritisation Advisory Group
(CPAG) for consideration. The schemes are assessed by CPAG
whi report 1o Ministers. Schemes are then prioritised where health
need 15 greatest and facilities poorest. A hllg-n.: Wpilﬂl programime
is currently underway in the NHS. To date, 68 major hospiral
developments worth over £7.7 billion have been given the go-
ahead. Thirteen of these developments are already completed and
operational, and a further 15 are already under construction.
Figure 4.4 lists all major schemes given the go-ahead since May
1997,

Public Private Partnerships

4.8 The Private Finance Initiative (PFI) continues o help us
deliver the largest hospiral building programme in the history of
the NHS. On current plans, PFl will provide nearly E800
million capital for 2002-03. This represents 28.4 per cent of total
INHS capiral spending in this year.

A further eight of the ‘first wave’ of major PFI schemes finish
construction and become operational (Greenwich, Calderdale,
Morth Durham, South Manchester, Norfolk & Norwich,
Hereford, Barner & Chase Farm and Worcestershire) ma]{ing a
tatal of eleven in the past two years. Two more are expected to be
completed by the end of the 2002,

In .’L:Eblruary 2001 a further 29 new |1mpir.1|s. each with a cnpiml
value of over £20 million, were given the gn-nhmd under the PEI
procurement procedure. Several of these are timetabled to go out
to tender during 2002,

As well as the programme for major acute schemes the PFl model
continues to successfully deliver a number of small and medium
sized mental health and community schemes. Over seventy
such schemes worth approximately £350 million have now
reached financial close or are further advanced.
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One of the newly established Public Private Parmerships (PPPs)
outlined in the NHS Plan is NHS Local Improvement Finance
Trust (NHS LIFT). At a national level a 50:50 joint venture
company has been established with Partnerships UK (PUK). The
company — ‘Partnerships for Health (PfH) - will support the
development of local NHS LIFT schemes (e.g. developing and
implementing a standard approach to procurement) as well as
providing some equity investment into local LIFTs. The
Department and PUK have both agreed to provide an inival
£35 million equity investment.

Local LIFT: will be set up as a limited company with the local
NHS, PfH and the private sector as sharcholders. Priority for
investment will be to those parts of the country, such as inner
cities, where primary care premises are in most need of expansion.
NHS LIFT will empower and assist the regeneration of local
communities by providing better healtheare facilities, involving
local businesses to deliver local solutions.

Six NHS LIFT areas were given the go-ahead in the 1st Wave in
February 2001: Newcastle and Morth Tyneside; Barnsley;
Manchester, Salford & Trafford; Sandwell; Camden & Islingron;
East London & Ciry.

Another twelve were given the go-ahead in a 2nd Wave in January
2002: Barking & Havering: Birmingham & Solihull; Bradford;
Comwall & Isle of Scilly; Coventry; East Lancashire; Hull;
Leicester; Liverpool and Sefton; West Kent (Medway); North
Staffordshire; Redbridge & Waltham Forest.

Another new form of PPP is the Electronic Staff Record (Human
Resources and National Payroll System) initiative which aims to
introduce standardisation and investment in modern systems oo
the quality of management information supporting all NHS staff.
A consortia was selected on 5 December 2001 to deliver a state-
of-the-art electronic staff record system to all NHS Truses in
I:'ngl:md and Wales,

ON THE GROUND:

Warthing Hospital opened an 17-bed private patients' suite in May
2001. it has to date treated nearly 400 patients and raised income
for the NH5 of £167,000. This has helped to pay for new staff for
the cancer service as wall as educalion and training for medical
staff. It has alsp helped to fund the continvation of the paedialrc
outreach service,

Asset Disposal

4.9 The Sold on Health repore®* was launched in May 2000
as part of HMT's Public Services Productivity Panel initiative. The
recommendations in the report, produced by NHS Estares
through an expert panel from both the public and privare
sectors, were based on a whole estare lifecycle review approach,
including strategy, procurement, operation and disposal. The
recommendations are intended to increase efficiency within the
processes, reduce waste and generate both savings and accelerared
income for the NHS. A major programme of work is in hand
implementing the recommendarions, which include:




Figure 4.4: Major Capital Schemes approved since 1 May 1997, in the UK

_ £ million £ million
Scheme Capital Value Scheme Capital Value
PF1 Schamas 4th Wave Schemes Priovitised (continued):
St o i e st | s g T
North Curnbria Acute Hospitals NHS Trust e [P Rl HERRERED s 102
South Buckinghamshire NHS Tust a5 Maidstone & Tunbadge Wellsfinvicta Community Care NHS Trusts 189
Choeen Elizabeth Hospital MHS Trust 93 Finderfield & Pontefract Hospitals\Wakefield & Pontefract
Calderdale & Huddersfield MHS Trust &R Commumty,/Dewsbury Health Care NHS Trusts 164
Morth Durham Health Care NHS Trust &1 Whipps Cross Hospitals MHS Trust 184
South Manchester University Hospitals MHS Trust &6 Total 4th Wave Schemes Prioritised (12) 1,737
Horfolk & Narwich NHS Trust 158 5th Wave Schemes Friovitised 7 2
H”“'*“’::'r"m””_s T"":LS e ‘;‘; Brighton Health Care NHS Trust 28
Bamet and Chase Farm Hospitals NHS Trust 54 United Bristol Heakthcare MHS Trust 104
S
Total PFI Schemes al Financial Close which are completsd (11) @54 Srorwood Forest Hospitals NHS Trust
Barnet & Chase Farm Hospitals NHS Trust 41
PEI Schemes reached Financial Close with work starfed on sité: Mid Essex Hospitals NHS Trust
Bromley Heakhcare MEES Trust 18 Essex Rivers Healthcare NHS Trust 7
South Durham Healthcare HH Trust 48 Hull & East Yorkshire Hospitals NHS Trust
501:|lh Tees Acute Hospitals NHS Trust 122 Morth Middlesex Hospitals NHS Trust 73
Swindon & Madborough NHS Tt %6 Morth Staffordshire Hospital NHS Trusts 224
King’s Healthcare NHS Trust 64 Plymouth Hospitals NHS Trust 101
Leeds Commiunity NFS Trust 4 5t Helens & Knowshey Hospitals NHS Trust 211
mﬂgfﬁﬂ:::: Trust Mo 4:3 WWalsall Hospitals/Walsall Community Health NHS Trusts a3
hELoings n Hospitals s Paddington Basin 460
Hull & East Yorkshire Hospitals MHS Trust 2z Royal Woherhampton Hospitals NHS Trust 110
vt Mickcicsexc Linjuersity Floapitals NHS Trust 60 Total 5th Wave Schemes Prioritised (14) 1,659
G o et
G tershire Rayal NHS Trust 12 Crcford Radcliffe Hospitals MHS Trust 28
Total PFl Schemes reached Financial Close with work Southamplon University Hospitals MEHS Trust 53
started on site (13) 1,229 South Devon Healthcare MHS Trust &5
mw;ﬂmfg:'m?;%dﬂ Close with work 2,083 Tameside & Glossop Acute Sermoes NHS Trust 47
2 ' Total Prioritised Schemes 192
PF] Schemes approved but not reached fimancial close; Total PFI (64) 7.53%
Wave TA: Publicly Funded Schemes:
e s ReThe ;:: Mt T = oo Publicly Funded Schemes which are completed:
Rt e 1A f? £t Rochdale Healthcare MHS Trust 24
2nd Wave Schemes Prioritised: 3 Central Sheffield University Hospitals NHS Trust 24
Central ﬂ;ﬁ“&“f*h“’” Manchester Children's n Total Publicly Funded schemes which are completed (2) a8
Meweastle Upon Tyne Hospitals NHS Trust 124 Publicly Funded Schemes with work starfed on site:
Walsgrave Hospitals/Coventry Healthcare NHS Trusts 178 Royal Berkshire & Battle Hospital MHS Trest 74
Total 2nd Wave schemes Prioritised (3) 501 Guys & 5t.Thomas NHS Trust o 50
e Total Publicly Funded schemaes with work on site (2} 124
Ird Wave Schemes Priomtised ™ &
Leeds Teaching Hosgitals NHS Trust 125 Eﬂmﬂbﬁ:sum schemes with wark started on site or L
mmrg;H:::d:ﬁ:izﬁﬁWS MHS Trust ‘i Total Major Capital Investment given guahaid (8} 7711
Portsmouth Hospitals NHS Trust b 1. Figures may nof sum due to rounding,
Blackburn, Hyndbum & Ribble Valiey Healthcare NHS Trust - 2. Capital value of PFI schemes is defined as:
Southemn Derbyshire Acute Hospitals NHS Trust 177 Tolal capital cost fo the private sector including the cost of land,
Total 3rd Wave schemes Prioritised (8) 747 construction, equipment, and professional fees, buf excludes VAT, roffed
up interest and financing costs such as bank arrangement fees, bamk due
4th Wave Schames Prioritised ™ = diligence fees, banks’ lawyers” fees and third party equity costs
University Hospital Blrmingham,/Seuth Birmingham Mental L 3. As PFI procures a sendce, capital values shown are necessarily estimates,
Health MHS Trusts
Bradford Hospitals NHS Trust 116
Awon & Western Wiltshire Mental Health WHS Trust aa
North West London Hospitals NHS Trust 56
East Kent Hospitals NHS Trust 102
University Hospitals of Leicester MHS Trust 286
Lewisham Hospital MHS Trust 44
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® A national framework and regional overviews for the
procurement, operation and disposal of the NHS estate. A
document has been completed and is currently being tested
prior to being formally implemented;

® A corporate approach to the disposal of surplus estare and the
achievement of best value. NHS Estates now act as the
informed client for all dispasals by NHS truses;

® A performance management framework and incentives for NHS
Trusts to get the best our of their estate and invest resources
where the need is greatest. Earned autonomy has now been
introduced;

® A programme for better capital procurement including new
partnering relationships with the private sector to structure the
process and deliver better value for MOney. NHS ProCure 209%
has been launched. It includes four !:u].r elements parumn'ng,
enabling the NHS to be best client, promoting design qualicy
on NHS schemes (HRH Prince Charles has agreed to be a
Design Champion for the NHS) and benchmarking and cost
intelligence; and,

® An acceleration of the disposal of surplus land and buildings,
reducing costs and releasing additional funds for the NHS. Over
100 properties have been sold by auction (£12 millions+
realised). NHS estates is now pursuing a sale of over 120
properties with an estimared value of around £400 million by
means of a Public Privare Partnership.

Pooled Budget Arrangements

The 1999 Health Act [’ar:n:rship Arrangements are key powers,
which enable: pooled funds; lead commissioning: integrated
provision; and money transfer powers, All these have been taken
up as new forms of investment in joint services, incorporating a
mix of health and social services, and also housing and educarion.
For social care, new investment has been primarily in revenue,
which allows Local Authorities to commission, develop or
purchase services, to launch joint funded partnerships and w
develop innovation through the successful launch of the Private

Finance Initiative in social care.

Invest to Save Budget

4.10  The Governmens has stated its intention to deliver public
services in a more integrated and co-ordinared way; and the Invest
to Save Budger will encourage public secror bodies to work more
closely rogether o deliver services in a joined up, innovarive, locally
responsive and more efficient fashion.

By providing more assistance towards the cost of innovative
projects, which may need up front lunding not otherwise
available, the Invest to Save Budger will seek to realise the gains,
which they can offer in terms of efficiency savings andfor
benefits to the public. Invest to Save is a practical example of the
Governments commitment to Modernise Government.
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Rounds 1 -3

In 1999 the Invest to Save Budget was introduced to encourage
partnership and cross-boundary working by Government
Deparements. In Round 1 the Department of Health, working
with the Home Office and the Department of the Environment,
Transport and the Regions, secured additional resources of
nearly £8 million over three years to pilot schemes to rest the
feasibility of joint control centres for ambulance, police, fire and
coastguard services,

In Round 2 the invitation to submit bids to the Invest wo Save
Budget was extended to local authorities and health authoriries.
Twenty of the projects sponsored by the Department of Health
were successful and were awarded a roral of nearly £7.8 million
additional funding over three years. A high proportion of the
successful projects seek to improve joint working and sharing of
information between health services and local authorty social
service dcpﬁrrm:n 3.

In Round 3 The Dieparement of Health were awarded a total of
£5.26 million. Key criteria were for projects, which involved the
elecrronic delivery of services, had a citizen focused approach or
which tackled the root causes of social problems.

Round 4

In Bound 4 of ISB the priorities will again be o support
pmj:u:l:s. which involve the electronic d:li\lcr_',' of transactional
services, have a citizen-focused nppmach or which seek to rackle
the root causes of social problems.

£60 million is available across Government Departments and The
Department of Health has submitted 31 Bids of which 3 have been
successful in securing funds.

® Birmingham Health Authority (£393.000) - To develop a
nerwork of supported housing placements, complemented by
a fully qualified staff ream, o provide care and accommuodartion
for people with learning disabilities with forensic needs, i.e. who
commit criminal offences/and are at risk of offending, bur who
do not require the level of physical security offered in a hospital

i,

& MNorth Nuttinsh:l.mshir: Health )‘I.ul]m-rit}' {£150,000) -
D:vﬂopmcn: of innovative appn:m:h-:s to involve young
people within an area of high deprivation in order to re-engineer
services relevant to them through: a Service Modernisation
Fund; a Health Improvement & Modernisation Post for
Young People aged 10 to 15 years; effective marketing and
enhanced information systems.

® North Cumbria Health Authority (£99,267) - Development
of online delivery of supponed distance learning specialist course
(BSc{Hons) Nurse Practitioner) which is in increasing demand
by the NHS. Responds to need in primary and secondary care
and builds on partnerships.




5. The NHS Plan -
a plan for investment;
a plan for reform

THIS CHAPTER COVERS:

3.1 SUMMARY OF THE NHS 'LAN

5.2 IMPLEMENTING REFORM

53 IMPLEMENTATION OF THE NHS PLAN

5.4  ACTIONS ACHIEVED TO DATE
Access
Cancer
Capiral and Capacity
Coronary Heart Discase
Children
Mental Health
Older People
Inequalities and Public Health
Warkforce
Performance Working Group
55  THE NHS CAMCER PLAN
56  PATHOLOGY MODERNISATION
57  ASTRATEGY FOR NHS DENTISTRY
58  PHARMACY IN THE FUTURE
5.0  THE NATIONAL BEDS INQUIRY

5.10 MNEXT STEPS

511 TREATING NHS PATIENTS IN THE UK
INDEPENDENT SECTOR AND OVEBRSEAS

512 INDEPENDENT RECONFIGURATION PANEL (IRF)

513 MODERNISATION AGENCY

Summary of the NHS Plan

5.1 In March 2000 the NHS was set the challenge by the
Prime Minister to modernise and reform its practices alongside an
historic four-year increase in funding. The NHS Plan™" sets out
measures to modernise the NHS to make it a health service fit for
the 21st century. The NHS Plan purts the needs of the patient ar
the centre.

It was prepared through an inclusive process, which included the
largest consultation exercise ever undertaken within the health
SETViCe.

The MHS Plan ser the direcrion of modemisation and reform.
It sers our how an NHS fir for the 215t century will be delivered
= delivering better health, and faster, fairer services. It provides a
unique opportunity for patients, staff, professions and Government
to modernise the MHS and reinvent it for the new century.

The NHS Plan tackles the systemic weaknesses, which have held
back the health service and those working in it by setting our a
programme for a new relationship between the patient and health
service — a Narional Health Service shaped from the patient’s point

of view.
The full document can be found at wrwwnbs wbinbiplan

What does the Plan aim to achieve?

The WHS Plan sets our a programme of change, underpinned by
ten core principles, which aims to tackle the systemic problems
which have undermined the effectiveness of the NHS5. The NWHS
Plan sets out practical step-by-step reforms, which will improve
care, treatment and service right across the board.

The extra resources provided by the 2002 Budger will allow the
Government o go further in rm:l:l'lng the major C:I].'l:tl:it]r
constraints suffered by the NHS. The Governmene will use this
XL investment to:

® Recruit and retain increasing numbers of key staff. By 2008 the
NHS is expected to have net increases over the Seprember 2001
census (larest available headcount figures) of at least:

— 15,000 consuleants and GPs
— 35,000 nurses. midwives and health visitors

= 30,000 therapists and scienrists

® Fxpand and make better use of hospital capacity through a
combination of measures. By 2008, it is expected thar the NHS

will hawve:

— increased the number of operations carried out as same day
cases to over 75 per cent of all aperations — the equivalent of
adding an extra 1,700 general and acure beds in hospitals

— opened 42 additional major hospital schemes mostly delivered
through the PFl with 13 more major schemes under
CONSIIUCTION

— additional fully operational Diagnostic and Treatment
Centres — the new generation of fast-track surgery centres
which separate routine from emergency surgery

o Modernise the way services are delivered in order to expand the
choices available to patients. For example:

— establishing around 750 primary care one-stop centres
across the country 1o offer a broader range of services, backed
by more primary care nurses and specialist GPs, pharmacists,
therapists and diagnostic services.

— expanding the capacity of NHS Direct from 7.5 million
callers per year to 30 million callers per year to provide advice,

and direet patients to the most appropriate service for their

needs

43

™
£
=
A~ |
o
<
I
a
LA
e
=
L
e
=
o

£
g
5
L=
=
=
L)
g
E
]
£
E




=
2
=
)
o
<L
1
=
|
o
w
I
=
o
=
l...
i

E
A
£
5
[
i
=%
-
E
e
&
E
£

— elecrronic booking of all ApPOINIMENTs ACross the WHS by
2005 and electronic patient records in all Primary Care Trusts
by 2008

Further details about the additional facilities and staff thac will now
become available ﬂ:pllm\-'ing the Budgcr announcement will be
published over forthcoming months. However, this investment has
to be accompanied by reform. To secure the best use of resources,
the reform programme outlined in the NHS Plan will now need
1o be driven forward to redesign the NHS around the needs of the

patient.

Implementing Reform

5.2 The Health Ace 1999 introduced a STACLIOEY TJIH}" of
quality on NHS Trusts, Primary Care Trusts and Health
Aurhorites, which requires them to put and I'iEEl.'I in ].'r|;11.‘|.'
arrangements for monitoring and improving the quality of the
health care rh:_'..' pmvidr. Clinical governance, as the central
framework enabling NHS organisations to fulfil this staurory duty,
puts n phacr: mechanisms that will improve the qua]it].' and sa.ﬁ:l!y
of clinical services throughour the MHS. All MHS Trusts are
r:*xp;:cn::l o cnmpl:n:. imp]i:mcnr and upr]:tu their elinical
governance development plans for 2002-03, and 1o report on
clinical governance within their 2001-2002 Annual Reports.

Clinical Governance reporting and performance menitoring
processes are currently under review following publication of
Shifting the Balance of Power. A new framework for Clinical
Crovernance r-:por:ing and Board assurance PrOCEssCs is l'h:ing
developed, with the aim of ensuring that all clinical governance
reports can be more closely linked to the work of the Commission
for Health Improvement = further guidance will be issued in due
COLESC,

The Commission for Health Improverent (CHI) was established
as an executive NDPB under the Health Ace 1999, Since April
2000, when it began its programme of work, CHI has been an
independent watchdog for the NHS, carrying our local clinical
governance reviews, investigations, and national service reviews.
CHI has completed over 100 clinical governance reviews of NHS
Truses, including acute and mental health Trusts, and of a
number of health authorities (covering primary care).

The Bristol Royal Inhrmary Inquiry recommended thar the
number of bodies inspecting and regulating health and social care
should be ranonalised. Ar present. the Audit Commission, the
Mational Care Standards Commission and the Commission for
Health Improvement all play an important and effective role in
regulating and assessing health care performance. The Government
has announced plans to establish an independent new health
inspectorate which will bring together the health value for
money work of the Audit Commission, the work of the
Commussien for Health Improvement and the pli'mnr health care
role of the Martional Care Standards Commission. Legislation will
be introduced to establish the new body as soon as Parliamentary
time allows.
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The Mational Institure for Clinical Excellence (NICE]) has been
created to help ensure thar every NHS patient in England and
Wales gets fair access to quality trearment by identifying best

pra:;l;icc, and 5|1n:-a.ding s qu'u:kl}'. MICE will promote the |

uptake of successful innovations and help end the lottery of post-
code prescribing by identifying which new developments most
improve patient care, and which do nor,

The Mational Patient Safety Agency (NPSA) was established in July
2001, The core function of the organisation is specifically 1o
improve the safety of NHS patient care by promoting a culture of
reporting and learning from adverse incidents and professional
errors, and to manage the national reporting system 1o support this
function. Following on from piloting, which ended in March
2002, the n':pnrrjng SYSICm will be impltmflltﬂj acrass the NHS
from later in 2002,

2001-02 was the first year of operation for the NHS Performance
Fund. The fund provides resource to fund locally developed and
designed incentive schemes tailored o the particular needs of each
area and aimed at supporting implementation of the NHS Plan.

In September 2001 all non-specialist acute NHS Trusts were issued
with performance ratings (stars) reflecting their performance during
2000-01. The star status assigned to organisations is based upon
delivery of national targets and overall performance as measured
against a balanced scorecard reflecting staff, patient and clinical
focus,

The Health Act Partnership Arrangements® are helping to break
down the barriers between services provided within healtheare and
community sectors by removing existing constraints in the
system. The Department of Health has been notified of over 100
projects using the Health Act Partnership arrangements, with £1
billion now invested in this way. Projects include services for older
people, intermediare care child and adolescent healthcare, nursing
home places, learning disability services, mental health services,
equipment, and interim care arrangements for winter pressures.

The introduction of Care Trusts (single organisations thar may
commission andfor provide health and social care services) 15 a real
Oppor nicy oo deliver i:'llpr-l;w‘r::d1 int:gmn:d healch and social care.
The first four Care Trusts were established on April 1 2002, in
Bradford. Camden and Islington, Manchester and
Worthumberland. The first three are based on an NHS Trust
model and focus on mental health services (Bradford includes its
learning disability services). Northumberland Care Trust combines
the services formerly provided by four Primary Care Groups with
the whole of adult social services delegared from the Council.

The extra resources provided by the 2002 Budger will allow the
Government to meet the WHS Plan’s commitment to ‘Iih:nlting
the potential of staff’, Further steps on reform will change working
practices and help pur frondine staff in charge of making
improvements happen ar all levels of the WHS.

The WHS Confederation is negotiating with the BMA to
introduce a moderm GMS contract for GPs and primary care staff.
A framework was published in April 2002, which envisages more



flexible contracts berween PCTs and practices that betwer reward
high quality clinical and organisational standards. The
responsibilities of pracrices will be defined more clearly, and they
will be able to seek to provide new services in primary care. By
October 2001, 18 per cent of GPs had chosen o move onto local
PMS contracts and this proportion continues to grow.

The Department of Health, alongside other UK Health
Departments, has agreedia framework for a new consultants
contract with the British Medical Association. The new conrract
will allow the WHS o make better use of consulmant time,
increasing the time spent on direct clinical care and extending,
consultant delivered services for NHS patients. The contracr will
provide a more effective system of planning and timetabling
consultants’ duties, with job plans dearly serting out commitments
and objectives. Pay progression will depend on maintaining
consistent standards of performance and commitment to the NHS
throughour a consultant carcer. There will be a more robust
framework for recognising on-call and out-of hours work, with
greater rewards for those who make the greatest contribution.
Consultants wishing to undertake additional clinical work
outside the contract will first have to offer the NHS additional
work, and there will be a2 new set of rules to prevent conflicts of
interest between private practice and NHS work. The new
contract will be implemented from April 2003.

Good progress has also been made in talks to modernise the NHS
pay system following publication of the White Paper, - Agenda for
Change. There has been considerable work done in preparing a
NHS job evaluation system and Knowledge and Skills Framework
to underpin the proposed new pay system. The aim is to
complete negotiations later this year with a view to starting
implementation at the earliest possible opportunity.

A modern framework of pay and conditions of service will ensure
fair pay and help managers and staff to develop improved
parient services.

Investment in NHS staff and development of traditional roles has
continued. We have begun to remove the glass ceiling constraining
clinical careers and to strengthen clinical leadership with over 730
nurse, midwife and health visitor consultant posts established o
dare. Following consultation nurse prescribing is being extended
with more nurses and midwives beginning ro extend their
involvement in post-natal care to 6 weeks. In addition, ward sisters
have been given annual £5000 budgets to improve the ward
environment and nearly 1900 modern matrons have been
introduced, each accountable for a group of wards, casily
identifiable to patients and with the authority necessary to
resolve problems quickly and ensure high standards of care.

The Patients voice is being strengthened at every level of the health

service including primary care where 70 per cent of patients receive

their care.

® There will be 2 Patient Advice and Liaison Service (PALS) and
Patients' Forum for every trust, including Primary Care
Trusts; '

o We will reform the NHS Complaints procedure to make it
more responsive to the needs of patients and support people in
making a complaint through a new Independent Complaints
Advocacy Service (ICAS);

® Patients will have direct representation on all trust and PCT
boards, bringing the patients’ perspective into the decision-
making process;

# A new Commission for Padent and Public Involvement in
Healch (CPPIH) and Parients’ Forums will be established o
represent the views of patients and the public in the delivery of
NHS services, primarily through the new arrangements;

® The Health and Social Care Act 2001 provides for the
Overview and Scrutiny Commirees of local authorities o have
the power o scrutinise the local WHS;

® The Health and Social Care Acr 2001 places a dury on NHS
trusts, Primary Care trusts and Straregic Healdh Authorities to
make arrangements to involve and consult patients and the
public service planning and operations and in the development
of proposals for changes;

® Patient experience will be measured through locally-audired
surveys and linked to the overall performance assessment

ProLess; -'l.[ld-

® A patient prospecrus will be delivered to every houschold
informing citizens about local health services and their
performance.

Special effore will be focused on reducing waiting times for
treatment since this is the public’s principal concern abour the
NHS: the resources from the 2002 budger allow this programme
tor e driven forward in the years to 2008, The main improvements
patients will see include:

e By 2005 a reduction in waiting times for an outpatent
appointment (o a maximum of 3 months;

® By 2005 a reduction in the maximum wait for a hospiral
operation to 6 months, then falling to a maximum of 3 months
by 2008 (with an average wait of half this time);

® A reduction in maximum waiting times in A&E departments
to 4 hours by 2004 with average waits reduced ro 75 minutes.
There will be further progressive reductions in this maximum
waiting time; and,

# A reduction in waiting to see a GP so that by 2004 patients are
seen within 48 hours or seen by another primary care
professional within 24 hours.

Implementation of the NHS Plan

5.3 The implementation of the NHS Plan has been
underway for some months now and, whilst this Plan is
unashamedly long-term, a number of key achievements have
already been delivered.

How is the Department of Health taking forward the
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process of implementation?

The Modernisation Board, chaired by the Secretary of Starte, has
now met eight dmes and will continue to meet on a quanerly basis.
The main purpose of the Board is to oversee the process of the

implementation.

Taskforces have been set up to drive forward the implemenration
of the WHS Plan across the areas of coronary hearr disease, cancer,
mental health, older people, children, inequalities and public
health, workforce, capital and eapaciry, quality and improving
access. Each raskforce has developed detailed workplans based
upon deliverables within the Plan (Details in paragraph 5.4).

In December 2000 the NHS Plan Implementation Programme 53
was published. This set out the priorities for expansion and reform
in 2001-02 and the framework for implementation. It was
followed by derailed guidance on the Service and Financial
Frameworks® ", which capture agreed action, investment and
activity contributing to NHS Plan targets. This effectively
ensures that delivery of the NHS Plan becomes mainstream
business for health and social services.

The funding increase announced in the 2002 Budger will enable
the Government to take forward the next phase of the NHS Plan.
The next steps for investment and reform have recently been
published in Delfverding the NHE Plan (April 2002); this document
outlines whart the public can expect to see in improved services as
the Plan is implemented, and how these improvements will be
secured. The document emphasises that histonic problems can not
be solved by extra investment alone: it is essential o reform the way
the MHS works in order to £ET maximum benefit from the Hur]gcr

IMCTESCE, ."i-i.gniﬁc:i nt reforms include:

® Stronger incentives for providers to treat more patients to

h]gh:,'r standards.

¢ Contnued decentralisation ‘Foundaron Truses' will have more
freedom o operate, and the ‘NHS Bank® will rake over
existing brokerage arrangements,

® Funding and incentives for social care - to reduce delayed
discharges and stabilises the care home marker.

* Two new regulators for health and social care (the Commission
for Health Audir and Inspection and the Commission for Social
Care Inspection) replacing a variery of current arrangements.

® Greater local accountability - PCTs will provide every
household with a patient prospectus detailing their future plans
il!'ld rht,'ir ]1..1.5! pa;rfn FMANCe,

* More patient choice — and a clearer recognition of patients’

responsibilities.

Actions Achieved to Date

5.4 Owing to the hard work of managers and frontline seaff
the NHS is making good progress in delivering the improvements
ser out in the NHS Plan. Key achievements within each of the
taskforce arcas include the following:
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Access

Improve access to care in line with patients’ need.

® NHS Direct advises patients on the most appropriate course of
action for their enquiry and on the availability of local NHS
services and other voluntary or self-help groups operating in the
caller's area. Up to 10 million patients are now able to access our
of hours services through MHS Direct.

® 42 NHS walk-in centres are now open, with 1 more 1o opened
later this year. Since they opened they have seen around 1.5

million patients.

® The resule of the Quarter 4 Primary Care Access Survey
confirmed that the 60 per cent milestone for patients to see a
GP within 48 hours had been achieved and thar the same
milestone to see a healthcare professional within 24 hours had
been missed by less than 1 per cent.

® By March 2003, 90 per cent of patients who wish to do so will
be able to see a primary care professional within 1 working day
and a GP within 2 working days.

® By March 2002, 5 million patients had benefited from the
Booked Admissions Programme.

® By the end of March 2002, all bur 2 NHS trusts had achieved
the reduced maximum 15 month inpatient waiting time.

® By the end of March 2002, all bur 1 NHS Trust had achieved
the 6 month maximum waiting time for first ourpatient
AppOINEMEnts.

Cancer

Improve care of patients with cancer and reduce mortality and
morbidity from cancer.

® 95.9 per cent of patients referred urgently with suspected cancer
were seen within 2 weeks during 4 2001-02.

® 94.2 per cent of women with breast cancer received their first
treatment within one month of diagnosis during January o
March 2002.

® 12 per cent of breast screening units are now in place w
implement the expansion in 2001-02, ahead of the 10 per cent
milestone.

& An estimated 40,000 extra women aged 65-70 were invited for
breast screening in 2001-02,

® The Cancer Collaborative is being rolled out across the
country, and some projects are already reducing waits for

di:lgnusis and treatment.
® Ohver 300 PCT clinical leads for cancer are now in prost.

® Around 31,000 paticnes benefiting from cancer drugs approved
by NICE.




® New and replacement cancer equipment provided through
central programmes includes, up to the middle of June 2002,
32 new MRI Scanners, 47 Linear Accelerators, 96 CT
Scanners and over 330 items of breast screening equipment, all
delivered since April 2000.

OMN THE GROUND:

Suspected cancer patients are all being seen within two weeks by
a specialist at New Cross Hospital in Welverhampton. This is the
target sef under The NHS Plan, 639 patients were seen within two
weeks between October and December last year. This included all
cancers, including those of the breast, brain and stomach. Most

® |72 Rapid Access Chest Pain Clinics are now open, casily

exceeding the Plan target of 100 by March 2002,

The target of G000 extra heart operations by April 2003 should
be achieved this year. Up to March 2001, the NHS had already
pn:rihrmr{l an extra 4800 upwa:iﬂns.

The target of a maximum 12 month wait for heart operations
by the end of March 2002 has been mert, although the target
was only introduced in November 2001,

Prescribing of cholesterol-lowering drugs — such as statins — has
risen by about one third in just a year. Statin prescribing has a
very significant effect in reducing CHD morality. For example,

patients are receiving their treatment within ane month. one Primary Care Group has reported a validated reduction in

CHI deaths of 45 per cent in only one year,
Capital and Capacity

Increase and improve capital and capacity within the
system, including IT infrastructure.

OM THE GROUMND:

Three out of four patients suffering a heart attack should receive
thrombaolysis (clot-busting drugs) within 30 minutes of arrival at
an A&E department. United Lincolnshine Hospitals expects fo reach
the target this Apnil. It has already exceeded its interim target of
&5 per cent, currenty achieving 67 per cent.,

® Totwl capital investment (including PFI) is ser o rise to £3.5
billion this year.

® [ 2001-02, the gr{m-th available for investment in activiry and
service development included:
Children

g C milloritor cuocerand LU Improve children’s health and social care services.

=£423 million to rackle yaiting times @ There has been an increase in the proportion of looked-afrer
children adopred for the third successive year {from 4 per cent
in 1998 to 5 per cent in 2000-01), representing an increase of
some 240 children.

- £188 million to increase intermediate care services
- £173 million for central investment in IM&T

® Since May 1997, 68 major hospiral developments (64 PFI and
4 Public) worth nearly £7.7 billion have been approved to
proceed. The latest of these to become operational are locared
at Hereford, Worcester and Barnet.

® The national target of 17.2 per cent for re-registrations on the
child protection register has already been met. It i5 now
14 per cent.

® Child and Adolescent Mental Health Services Innovation
Projects (CAMHS) have now been operarional for three
years; two of these projects have been awarded NHS Beacon
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# In the last 18 months, over 90 per cent of GI* surgeries have
been connected to NHSner, providing desktop email, access
the Internet and a communications infrastructure for general = i sk s s

: he NHS. seatus, giving them responsibility for disseminating their

Ferecheatiiah practice. Funding has now been agreed for the progamme for

® 1098 GP premises had been refurbished or replaced. a further 2 years (subject to parliamentary approval)

® 68 one-stop primary care centres have been established. ® In March 2001, a guidance booklet was published ro help local

authorities: “Planning and providing good quality placements
gnionary Heait Disease for children in care’.
Improve care of patients with CHD and reduce mortality and

maorbidity of CHL,

e Death rates from all circulatory discases have reduced by 13.7
per cent from the 1995-97 baseline (and projections indicare
that if the current trend continues the target of a 40 per cent
reduction in mortality by 2010 could be achieved by 2008).

® The SEN and Disability Act received royal assent on July 11th,
strengthening the right of children to be educared in
mainstream schools and requiring LEAs to provide advice and
informarion to parents.

Mental Health

Improve care of patients with mental illness and reduce

® The Pri Collaborative is working with over 500
S e e N mortality and morbidity from mental illness.

practices to reduce the death rate in patients with established
CHD through the rapid implementation of the National
Service Framework (IN5F).

® Currently on track 1o achieve the NHS plan targer ro provide
140 high secure places by 2004 (70 at Rampton, 70 at
Broadmoor), with 23 beds and 3 community forensic teams for
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investment; a plan for reform

people with dangerous and severe personality disorders from
2003,

® ‘Caring for carers’ implementation is underway; carers of people
on enhanced Care Programme ;’Lppmrtch (CPA) will have their

W WILTEN Care p1$l.ﬂ5.

® A campaign has been launched to rackle the stigma and
discrimination faced by people with mental health problems.
In all, 200,000 postcards targeting young people in bars and
clubs have been distribured.

® A comprehensive review of mental health services has taken
place berween April and October 2001, co-ordinated by the 126
Local Implementation Teams (LITs) in place,

® A straregy to promote the employment of young people with
mental healch problems within health and social services has
been introduced.

ON THE GROUND:

South Staffordshire Healthcare Trust has fransformed a mental
health day unit from a traditional hospital-based unit to a
modemn community-based unit delivering services which make a
real difference to patients. An 800 per cent increase in new
referrals was achieved by its third year.

Quality

Improve the quality of clinical care and ensure more a

patient focused service.

® Clinical governance, as the framework r:nabling, MHS
organisations to fulfil their stattory duty to continuously
improve the quality of their care — and with patent involvement
as one of its key principles - is beginning to bed in across the
MHS,

& NHS trusts will be reporting on implementation of clinical
governance within their 2001-02 Annual Reports.

& CHI has published over 100 clinical governance review reports
to dare.

® The NHS Modernisation Agency has already supported teams
in some 585 NH3 organisations through its Clinical
Governance Development Programme.

* All hospitals in England now provide a patient environment that
is good, or ar least acceprably clean.

® By May 2002 all acure NHS rruses will have completed surveys
of inpatients. Later this year trusts will be publishing individual
patient prospectuses based on the results of these surveys.

® There will be a Patient Advocacy and Liaison Services and
Patients’ Forum in every trust, including Primary Care Trusts.

® New consent processes — Patient leaflets (setting out patients'
rights when their consent is sought, and encouraging them to
ask questions and rake the time they need to come o a decision)
were published in July 2001; guidance plus a new consent form
and model consent policy issued November 2001.
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The Marional Patient Safety Agency, established in July 2001,
completed the piloting phase of the new national mandatory
reporting system for adverse incidents ar the end of March
2002, prior to NHS wide implementation from later in
2002,

Mixed sex accommodarion is expecred to be eliminated in
95 per cent of Trusts by December 2002,

Older People

Improve the care provided to older people.

Almst 2,500 extra intermediate care beds have been creared for
active recovery and rehabilitation.

Bids for adapting 233 nightingale wards for older people ata
cost of £80 million have been approved. Conversions have
begun and will be completed by April 2004.

2001 Spring monitoring indicated thar 805 of councils have
started to make plans for the integration of health and social
services community equipment provision.

6 Care Direct Pilots have been established extending aceess to
services.

Pilot schemes for retirement health checks are now underway.

ON THE GROUND:

The NHS has teamed up with two local authorities as well as the
voluntary and private secfor in Enfield and Haringey to co-ordinate
action to reduce the risks of falls and injuries requiring hospital
admission. Falls prevention programmes have been set up,
pharmacists have reviewed the medicines taken by older people,
home safely checks are carmied out and social support provided.
Safer homes were provided for about 1800 older and disabled
people in one year - some work helped to ensure early discharge
from hospital in ome in five cases work helped to prevent
hospital admission or residential care. Physiotherapists have run
exercise classes; fool care services have been sef up to identify
older people at risk with home visits being arranged by a
podiatrist.

Inequalities and Public Health

Improve public health services and reduce level of
inequalities in health status,

® New national targees o reduce inequalities have been ser:

— Starting with children under one year, by 2010 to reduce

by ar least 10 per cent the gap in mortality berween
manual groups and the population as 2 whale;

~ Starting with health authorities, by 2010 o reduce by ar
least 10 per cent the gap berween the fifth of arcas with the
lowest life expectancy at birth and the population as a
whulﬂ.

invited views on the implementation of the targers. The
results of the consultation are to be published in the spring.

A national consultation exercise, Tackling Health Inequalities



A delivery plan for the implementation of the national
targets is due to be published later in the year.

® During the period April and December 2001, around
153,000 people set a quit dare through the NHS smoking
cessation services, and 79,100 (52 per cent) were successtul
ar the four week follow-up. This is well ahead of the
2001-02 rarger for 50,000 pmpflq: to have quit ar the four
week follow up through smoking cessation services with one
quarter remaining.

® During the same period, 2,633, pregnant women ser a quit
date through the services and 1,306 (30 per cent) had
successfully quit based on self report at the four week follow
up stage.

® The under-18 conception rate fell by a further 2.4 per cent
in 2000, compared to its 1999 level, in line with the 15 per
cent reduction rarger berween 1998 and 2004,

® The number of drug users enrering treatment in the six
months to September 2000 was 33,100, This is an estimared
annual increase of 8 per cent from the six month period ro
Seprember 1998.

® Work is progressing on developing a number of child health
and antenatal screening programmes, including newborn
hearing and haemoglobinopathies.

# The National School Fruir Scheme will benefit from £42
million from the New Opportunities Fund to support
further testing and expansion of the scheme over the next
two years. 250,000 children will be receiving a free picce of
fruit each day by the end of the summer term.

® Work continues on the Five-a-day programme to increase
awareness of, and access to, fruit and vegerables in deprived
communities. A further 66 local initiatives are being
supported by the New Opportunities Fund over the next
two years. Led by PCTs, the initiatives will be based on
lessons from five successful pilot initiatives.

® The principal aim of Health Action Zones is to rackle
inequalities in health in the most deprived areas of England
through health and social service modermisation programmes
with opportunities to address other interdependent and
wider determinants of health such as housing, education and
employment. From April 2002 they will align with lacal
health systems in order to mainstream their way of working.

Workforce

Increase numbers of staff within the service and modernise
jobs.

® An increase of 20,740 nurses (9.9 per cent) employed in the

NHS berween 1999 and 2001, The NHS Plan target has been
reached well in advance of the original 2004 targer date.

® Berween September 2000 and September 2001 the number of
qualified nurses employed in the NHS increased by 14,430 or

4.3 per cent.

® In September 2001 there were 9,550 more doctors than in
1997, including 8,250 in the hospital and communiry sector
and 1,290 in general pracrice.

® There are 2,460 more consultants working in the NHS now
than there were in 1999, Since 1997 the number of consultants
has increased by 4,320 and there are now 25,690 consultants
working in the MNHS.

# The number of hospital doctors (excluding GPs working part
time in hospitals) has increased by 2,720 in the last year.

® Medical schools are currently in the process of delivering the
extra 2,150 medical school places announced berween 1999 and
2001, ar 57 pr cent the Inlg,rcst increase since the MHS was
established. Intakes are already almost 950 places above 1997
levels, a 25 per cent increase, and between 1999 and 2001 over
1,700 extra students have entered English medical schools as a
result of this expansion. The remaining places will be created
by autumn 2005. Four new medical schools and four new
centres of medical education will have opened by autumn 2003.

® By the end of February 2002, 3,763 nurses, midwives and
health visitors and 622 allied health professionals and healthcare
scientists had returned to the NHS since 1 April 2001.

Delivering the NHS Plan, published in April this year, says that by
2008 we expect the NHS to have net increases over the September
2001 staff census (latest available headcount figures) of at least:

& 15,000 consultants and GDP's;
® 35 000 nurses, midwives, and health visicors;
® 30,000 therapists and scientists.

We are also putting more staff in training and Delivering the NHS
Plan states that:

o compared with 2001/02, by 2008 there will be over 8,000 more
nurses each year leaving rraining — a 6l per cent increase;

Similarly, there will be an extra 1,900 medical school graduares per
year —a 54 per cent increase.

Performance Working Group

Advise on the design and implementation of a system and
approach to performance management that enables the WH5
to deliver the NHS Plan locally and to learn how to
continually improve.

& Implementation of a performance ratings system for all acure
P !

ETLASES.

® Development of a performance ratings system for non-acute
Trusts.

® Development of 2 framework for intervention in Filing
ErLISTS.

® Drawing up arrangements for increased freedoms for the best
performing trusts-earned autonomy.

® Publication of NHS perfermance indicators.
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Further information on progress towards meeting NHS Plan
targets can be found in the Modernisation Board’s Annual
Report.

The NHS Cancer Plan

5.5 The NHS Cancer Plan™® was published on 27
Seprember 2000. It provides a comprehensive framework for the
development of cancer services over the next five to eighr years,

Significant progress being made in cancer care was derailed in NHS
Cancer Plan = Making Progreis™™ which was published in
December 2001. Progress includes:

® NHS breast screening programme has just started 1o being
extended 1o include routine invitations ro women aged 65 w
70 alongside improvements in the way mammography images
are checked. An extra 40,000 women aged 65-70 were invited
to be screened in 2001-02 as a resule;

® 95.9 per cent of patients referred urgentdy with suspected cancer
were seen within 2 weeks during January to March 2002;

® 94.2 per cent of women with breast cancer received their first
treatment within one month of diagnosis during January o
March 2002,

& Upgrading and expansion of equipment: 32 new MRI scanners,
™ CT scanners and 47 Linear accelerators and over 330 pieces
of equipment for breast screening delivered ro the NHS since
January 2000. This means 28 per cent of MRI, 45 per cent of
CT. and 26 per cent of Linear aceelerators now in use in the
NHS are new since January 2000,

& 79 100 smokers n:purl!ud lhl_'_',' had Sucu-ssl-ull:r' e a.mul-cing at
their 4 week follow-up during April to December 2001, already
ahead of the target of 50,000 quitters for the whole of 2001-02;

® Extra 428 cancer consultants expected 1o be appointed by April
2002 (compared to April 1999). We are on target to appoint
nearly an exera 1000 cancer consultanes by 2006 (in addition
o extra surgeons, urologists, gastro-enterologists and other

specialists involved in cancer care);

® 488 Cancer Services Collaborative projects have begun in the
34 cancer networks across the country, some have already

reduced cancer waiting times by weeks or even months;

& 31,000 panents each year will now beneht from new ant-cancer
drugs following NICE appraisals;

® From December 2001 patients will have a maximum one
month wait from being referred urgently by their GPP o
treatment, for children's and testicular cancers and acure

leukaemia; and,
& Owver 10,000 district nurses are m:ci'l.ring mt'ming over the next
three years to help them support people with cancer at home

for as long as possible during their illness.

Money has already been identified to allow implementation of the
Plan, and by 2003-04 an addidonal £570 million will be
available to be invested in cancer care,
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Prevention

A rarget has been set ro reduce smoking among manual groups
from 32 per cent in 1998 1o 26 per cent by 2010 w narrow the
health gap berween manual and non-manual groups. Local
targets will be introduced 1o cur smoking rates in the 20 health
authorities with the highest smoking rares.

Diet plays an important part in cancer prevention. The
Government launched the Mational Fruit Scheme in 2000 o
increase fruit consumprion. 80,000 children in 27 areas and over
500 schools now receive a free piece of fruir each school day. The
scheme is being rolled out over the next two years to reach all
school children aged berween four and six years old

Screening and early detection

The breast screening programme is br:'mg extended to cover
WOITHET rtgn:u:l (5-70, Two-view ma.mmugrnph}r will be ineroduced
ar EVErY SCIeen. Scn:cning for women over 70 will be available on
request. These changes will be phased in and will be in place for
everyone by 2004,

Mew screening rechnologies are being pilored to the cervical
screening programme.

Orther screening programmes will be introduced if and when they
are proven to be effective. Pilot studies are already underway for
colorectal screening. Other possibilities for future screening
programmes are prostare, lung and ovarian cancers.

£2.5 million is to be used o provide endoscopy training for GPs,
nurses, surgeons and gastro-enterologists, Endoscopy is a key
diagnostic procedure for stomach cancers.

Treatment

Mew and challenging waiting times rargets have been set our. These
will be achieved over a period of time. Achieving these rargets will
depend on continued NHS reform, and the recruitment of the
necessary staff.

£15 million will support the extension of Cancer Services
Collaboratives. The nine existing collaboratives have been
successful in streamlining care, and reducing delays for patients at
all stages of diagnosis and treacment. This initiative will be in place
across the country by 2002,

Together with Macmillan Cancer Relief £5 million is being
invested to appeint a lead clinician for cancer 1o every Primary
Care Group. The benefits o both patients and the primary care
team are already proven,

Palliative Care

By 2004 NHS funding for specialist palliative care will have
increased to £50 million. For the first ime NHS investment in
palliative care will match that of the volunrary sector.

The Mew Opportunities Fund have also committed £45 million
to improve access to adulc palliative care particularly for
disadvantaged groups in inner cities and rural groups.




Working with Macmillan Cancer Relief and Marie Curie Cancer
Care, £2 million will be spent on providing additional rraining for
diserict and community based nurses on the principles and practice
of palliative care provision.

Staffing

By 2006 there will be nearly 1,000 extra cancer specialists — an
increase of nearl}' one-third and b}r 2004 there will be an
addirional 20,000 nurses,

Cancer services are also leading the way in developing new roles
for staff. Traditional boundariés are being broken down
(particularly in pilot sites for diagnostic and therapeutic
radiography) and staff are being trained and supported to take on
additional responsibiliries — allowing docrors to concentrate on
treating more patients.

Equipment

32 MRI scanners, 96 CT scanners and 47 linear accelerators which
are used to diagnose, plan and treat cancer as well as over 330 pieces
of equipment for the NHS breast screening programme have been
delivered under central investment programmes over the last two
years. A further 56 MRI scanners, 90 CT scanners and 56 linear
accelerators will be delivered 1o the NHS over the next two years.

The first two years of pathology modernisation, from 1999 0
2001, directed £20 million to 35 local inigatives, to support local
rationalisation and technology upgrade projects. This year,
almost £8 million has been invested in four large-scale pilot
projects aimed at re-configuring and rationalising pathology
SETVICES.

ON THE GROUND:

Worthing Hospital's breast screening unit is testing mare than
20,000 women each year in three mobile units which tour West
Sussex. Over 80 per cent of women diagnosed with breast cancer
have an operation within three weeks.

Easthourne Hospitals NHS Trust has introduced a fast-track
referral pathway for cancer scans which has cut waits for scans
from 14 days to as low as five days. Before gynaecologists would
have fo request scans verbally on good will but a formal booking
process has been set up in the gynaecology cancer clinic for
patients who require further investigation.

Pathology Modernisation

5.6 The Government's 10-year programme to modernise and
reconfigure NHS pathology services recognises the vital role
pathology plays in delivering the NHS Plan and Cancer Plan,
meeting National Service Framework targets and protecting
public health — up to 70 per cent of diagnosis depends on
pathology.

The Government has already invested £20 million in 35 projects,
and in 2001-02, the Secretary of State for Health announced
almost £8 million investment in four large-scale pilot projects ar
Teesside, Lincolnshire, Leeds/Bradford and London, aimed at re-

configuring and rationalising pathology services. In line with the
NHS Plan commitment that ‘the NHS will explore with the
private sector the potential for investment in services — such as
pm:hulng}' and imaging and dialysis,” (11.10), the Teesside and
Lincolnshire initiatives will involve joint venture panmerships being
formed with private companies, to enable the NHS 1o berter
manage services for patients, improve compurer systems, updare
clinical equipment and modernise ourdated buildings. This will
provide Faster, higher quality, more efficient care for patients. Both
sites are currently in discussions with private companies to look
at serting up the partnerships, which will be subject to a
tendering process,

The Department of Health is also working with pathology experts
across the NHS to develop a planning guide to drive pathology
modermnisation forward. Following consultation, this guidance will
be issued in the Summer.

A Strategy for NHS Dentistry

5.7 The Government remains committed to the Prime
Minister’s pledge thar after Seprember 2001 everyone would be
able to locate an NHS dentist simply by phoning MHS Direct. It
is also working with the profession to identify means of
modernising and improving NHS dental care and standards of oral
health.

In 2001-02 the Department made £6 million Dentistry Action
Plan fund money available to help dentists expand their practices
and treat more NHS patients. The value of the commitment
scheme, introduced in 2000-01 to reward dentists who are
commirtted o GDS dentistry, was increased o £20 million in
2001-02. The government has also invested £35 million o
modernise MHS dental practices and equipment.

The extra investment has met with a measure of success, though
the Government is aware that more work is required. The
number of General Dental practitioners continues to increase and
the systems are now in place to enable patients o access MNHS
dental trearment through MHS Direct.

The Government has continued exploring alternative ways of
providing NHS dentistry and by mid 2002, 49 dental access
centres, operating from over 100 sites, will have been established.
By the end of 2001-02 DACs, together with other Personal Dental
Services pilot schemes, are expected 1o be able to wear abou
500,000 patients per annum.

Pharmacy in the Future

5.8 The Department’s programme for pharmacy was
published in Pharmacy in the Fuanre — Implementing the NHS Plan
{Seprember 2000)/%. That set an ambitious programme for the
role of pharmacy in the NHS, including measures to improve
access to medicines, 1o promote high quality pharmacy services,
and to reduce waste by promoting better use of medicines
within the NHS.

During 2001-02, NHS Trusts assessed the state of their hospiral
pharmacy services and, where necessary, put in place acrion plans
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to improve performance. In the community, a Project Team has
been set up o support the development of services o help people
make berter use of their medicines. The first two waves of
collaborative schemes are now under way. Also, the Health and
Soctal Care Ace 2001° laid the foundarions for a new and more
flexible way of providing pharmaceurical services in the
community. The first pilots of the new arrangements, to be known
as Local Pharmaceutical Services (LPS), will begin in 2002, Other
developments planned for 2002-03 include the stare of the roll our
of repear dispensing, which will mean that patients will be able to
get their medicines supplied in instalments from their pharmacy,
without having ro go back to their GI''s surgery each time they
need a new prescription.

The National Beds Inquiry

5.9 The Mational Beds Inquiry concluded that more, rather
than fewer beds are needed to meer the needs of patients in the
21st cenury IMHS. Steps have been taken to make this happen.
Planning guidance was issued o the NHS and councils on
15 February 2001 (Tplermenting the NHS Plaw: Developing services
Sfollowing the National Beds Inguiry HSC 2001/003: LAC
(2001)4)%'%, The guidance required each health authority, in
partnership with councils and other partmers in the local health and
Miﬂ.l GIRE CO0nomy, T d.l.”\-'i.'lﬂr.l I'_'If_'ﬂr ﬂﬁ:[iﬂl'l pii,ll'ls [ (4] iﬂlplﬂ]ﬂﬂ'l:‘[
change. During the summer, NHS organisations, in partnership
with local councils, carried our a performance and modernisation
audic and proposed 3-5 year service plans. An important part of
the audic was to ensure thar the NHS meets the specific
objectives of increasing the numbers of general and acute beds and
intermediate care beds by 2004. Published figures for 2000-01
show an increase of 714 general and acute beds, one third of the
way towards the 2004 rarger. Plans for increases in intermediare
care beds are also progressing well. The resules of a recent survey
on intermediare care show that by the end of March 2001 chere
will be an additienal 2,400 intermediate care beds,

In developing their proposals, health authorities were invited o
use a planning tool. The original version of this analytical rool
‘Modelshire’ was mainly concerned with p|;1nning ACULE SErvices,
Subsequently an expanded version was produced to assist
planning of residential and nursing home care as part of a ‘whole
system’ incorporating the latese (1999-2000) Hospital Episodes
Statistics Data. Modelshire 11 is now available w the NHS through

the Department of Health website www, www.doh govuk/nbi
Next Steps

5.10 During 2001 health and social care communities have
conducred Local Modernisation Reviews to plan change. These
have confirmed rhar the three major priority areas are:

@ dr:li'.'r:ring emergency services when and where they are

needed;
* reducing waiting times and delays throughout the system; and,

® improving quality of service and outcomes in the clinical
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priority areas of cancer, heart disease, mental health .md: |
services for older people. {

In all of these areas attention needs to be given to addressi

inequalities in access to services and health outcomes with ™

SFE\'_'i:II efforts made to reach the most dL:m:lwnmEr:d if W-Cin’:l}ll. i
i

The way these priorities will be achieved will be determined locally:
However, it will clearly depend on continuing progress being made
in developing primary care and Primary Care Trusts (PCTs),
recruiting, retaining and involving staff, improving the
environment for care and developing information management
and technology (IM&T). Funding is earmarked for IM&T o
ensure there is investment in all parts of the country in line with
Local Information Straregies.

Treating NHS Patients in the UK Independent
Sector and Overseas

Plurality and Diversity in the Provision of NHS Services

511
intention to make greater use of UK private sector and overseas
providers to treat NHS patients and to bring abour greater diversity
and pluralism in the provision of WHS services.

Dielivering the NHS Plan set out the Government's

Greater diversity will in future be underpinned by common
standards and a common system of inspection for different
providers. And, wherever they are treated, NHS patients will
receive care according to NHS principles, free and available
according to need, not ability o pay.

The development of diversity in provision builds on the
Concordar agreed berween the NHS and the independent
healthcare provider sector in October 2000. The NHS has
increasingly made use of spare independent scctor capacity o help
with progress to get waiting times down. A:mrding to dama
collected from independent healthcare providers by the
Independent Healthcare Association, between April 2001 and
March 2002, ar least 73,000 daycases, outpatient appointments
and inpatient treatments were carried out in the independent sector
for NHS patients. We estimare thar in future up to 150,000
operations a year might be bought in this way.

Some NHS patients have also received treatment in other EU
Member States. Following judgements of the European Courr of
Justice in July 2001 che NHS is now legally able to commission
care from countries in the European Economic Area. The
department worked with three NHS pilot sites (East Kenr,
Porcsmouth/Isle of Wight and West Sussex/East Surrey) 1o
arrange trearment abroad for NHS patients waiting in those areas,
Berween January and the end of April 2002 190 NHS parients
were treated in France and Germany under the pilor scheme.
Trearment abroad will remain an option for commissioners,

The Department now intends to build on this by inviting the UK
independent sector and overseas healthcare providers ro provide
elective care specifically for NHS patients, in the UK, on a




ined basis and on a 5igniﬁ¢nnt scale, As a first step, one of the
INHS Diagnostic and Trearment Centres (IXTCs) due to begin
treating patients this year, ar Redwood in Surrey, will be run by
| BUPA, subject to completion of dewiled negotiations. The
Department is developing arrangements for overseas clinical reams
1o work within the UK, treating NHS patients from within NHS
facilities. It will also dl:"l.l‘-o:l.l:ll'} a framework under which overseas
| providers of healthcare will establish and manage new DTCs, with
services provided principally by overseas clinical reams.

Independent Reconfiguration Panel (IRP)

5.12  The NHS Plan stared thar decisions on the outcome of
major health service reorganisations would in future be based on
the recommendarions of an independent panel. The Plan stressed
{ thar the current system, under which the Secretary of State makes
i decisions on contested proposals, is insensitive, opaque and not
¢ sufficiently independent. Too litde actention is paid o the
impact on the toral health care system.

From autumn 2002, a new independent panel will provide advice
to the Secretary of State on major changes. The Independent
Reconfiguration Panel will assess changes against clear critena, and
will explicitly take account of the rigour of the local consultation
process. The Panel will operate openly, publish it
recommendations, the reasons for its conclusions, and the
evidence it considered.

Dr Peter Barrett, a practising GI3 has been appointed as Chair.
Membership of the panel will be drawn from health care
professionals, health service managers and patients’ and citizens
TEpresentatives,

Modernisation Agency

5.13  The NHS Plan set out the vision of where we want to
be — a vision of the sort of healtheare system we all want to sce in
the 215t century.

That requires investment: more staff; more beds; new buildings:
better technology. Repeated calls for new investment are being met
but money alone is not enough.

Tt must be accompanied by reform and reform that always puts the
patient at the centre of the service.

The NHS Modernisation Agency was formed in April 2001 to
support the NHS to make the radical and sustainable changes
required.

The Agency's role is supporting the transformation required in the
service but the real drive for change comes from the NHS irself.

From the nurses, porters, therapists, clerks, doctors and all the
ather staff who deliver NHS services.

The Agency’s work programme for its first year focuses on the
NHS Plan targets, improving organisational performance and the
drive for improved qualiry.

Priority tasks for the year have been to:

® Highlight and record the growing number of examples of

improvement as seen through the eyes of patients and front ling
staff;

& Support the NHS to deliver the improvements necessary o
achieve ]l:c}r national targees; and,

® Help to create long-term capacity, capability and nerworks for
continuous improvement in the NHS, beyond the currenc life
span of the NHS Plan.

The Agency brought together individuals and teams from the

NHS with established repurations for modernising services and
developing leadership.

Some of the results so far include:

& 1,000 clinical teams making tangible changes across
improvement programmes;

G0,000 WHS staff rrained in redesign skills for access

iMprovement;

370 clinical teams and more than 100 Boards taking part in

clinical governance development programme;

more than 30,000 staff receiving leadership development;

40 changing workforce pilots in year one; and,

by March 2002, more than 2,000 NHS staff wained in
capacity and demand management to remove bottlenecks and

improve patient flow.
This work has led to:

® saving more than 400 years of patient waiting time in the
Cancer Services Collaborative (C5C) pilnr programime;

® 90 per cent of CSC projects hir the 2004 booking rargets by
March 2001;

® waiting times reduced by more than 50 per cent with the
Coronary Heart Disease Collaborative; and

® all practices within the first and second wave of the Primary
Care Collaborative achieving 48 hour access.

The ongoing challenge for the Agency is 1o work with the NHS
w move moderisation from rhetoric to reality. Success will depend
upon three sets of changes: the three Rs of Modernisation:

¢ Renewal = more modern hui.lding:'i and facilities, new
equipment and information technology, more and better
rrained staff;

® Redesign — services delivered in radically different ways with a
much greater use of clinical nerworks to better co-ordinare
services around the patient; and

® Respect — a culture of mutual respect bevween politicians and
the NHS, berween different groups of staff and, crucially,
berween the MHS and those we serve.
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6. Breakdown of

spending programme

THIS CHAPTER COVERS:

HOSPITAL AND COMMUNITY HEALTH SERVICES (HCHS)
6.l HCHS RESOURCES BY SECTOR

6.2 HCHS CURRENT RESOURCES BY AGE GROUT

6.3  ALLOCATION OF HCHS RESOURCES

6.4 CENTRALLY FUNDED INITIATIVES AND SERVICES
AND SPECIAL ALLOCATIONS

6.5 UMIFIED ALLOCATIONS
.0 REVIEW OF RESOURCE ALLOCATION
FAMILY HEALTH SERVICES

6.7  FAMILY HEALTH AND PERSONAL MEDICAL AND
DENTAL SERVICES RESOURCES

6.8 DRUGS BILL
69  FHS GROSS EXPENDITURE
CENTRAL HEALTH AND MISCELLANEOQUS SERVICES

.10 CENTRAL HEALTH AND MISCELLANEOUS
SERVICES RESOURCES

PERSONAL SOCIAL SERVICES
6.11 PERSOMNAL SOCIAL SERVICES REVENUE POSITION

6.12 PERSONAL SOCIAL SERVICES CAPITAL RESOURCES
(CREDIT APPROVALS)

Hospital and Community Health Services

HCHS Resources by Sector

6.1 Figure 6.1 shows the breakdown by service sector of
health authority gross current expenditure on the Hospiral and
Community Health Services (HCHS) in 1999-2000, the latest
year for which disaggregared data are available. (The figure includes
capital charges, bur does not include spending on General
Medical Services (GMS) discretionary and other relared services.)
For this reason the total differs from the figure shown in Figure
3.4.

The Proportion of HCHS expenditure by programme of care is
as follows:

® Acute services 50 per cent;

® Mental health 12 per cent;

® Services intended primarily for the elderly 9 per cent;

® Learning disabilities 6 per cent;

® Marernity 5 per cent; and,

® Other services 18 per cent.

The predominance of spending in the acute hospital sector reflects
the demand for emergency trearment, and the continuing
emphasis on reducing waiting lists and wairing times.

The proportion of community health services has continued to
increase, rising to approximarely 18 per cent in 1999-2000. This
has risen from about 13 per cent in 1989-90 and reflects the
changing patterns in care.

Figure 6.1: Hospital and Community Health Services
Gross Current Expenditure by Sector, 1993-2000

Maternily 5%

£1,2237m A\
Learning Dieability

6% £1, :

I

—==

Agute 50%
£14,293m

Other 18%
£5,178m

Elderdy 9%
£2.471m

Mental Health 12% —//

£3.541m
Total £28,356 million

HCHS Current Resources by Age Group

6.2 Figure 6.2 shows that in 1999-2000 people aged 65 and
over accounted for approximarely 39 per cent of roral expenditure,
a group however that make up approximately 16 per cent of the
population. This is mainly because approximarely 44 per cent of
acute expenditure and significant proportions of expenditure on
services for mentally ill people and other communiry services are
for people aged 65 and over.

Figure 6.2: Hospital and Community Health Services
Gross Current Expenditure by Age, 1999-2000

All Births 6%
£1,565m

BAae
?ﬁ:‘mgﬂ \

0-4 3%
£2 413m

/—-'-u‘-'

& 75-B4 16% B.15 4%
_ / i
""-\._“_ .
A;:c G574 1.11»:,—-’/ Age 16{23?53?:
£3,889m
Age 4554 19%
Total £28,356 million £5,305m
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Figure 6.3 shows the estimated cxpcn.diturc: in 19992000 on
HCHS for each age group, expressed as a cost per head of the
population. High costs are associated with each birth, but costs
per head then falls steeply, remaining low through young and
middle age groups, before rising sharply from age 65. This
reflects the greater use of health services by elderly people.

Figure 6.3: Hospital and Community Health Services
Gross Current Expenditure per head of population
1999-2000

Expenditure (£)
3,000 -

2,500 L
2,000
1,500 |-

1,000 |-

pihs 05 45 dohs 4% esa 7o%a
Ape Group

The changing demographic make up of the populaton affects the
demand for NHS care. The elderly. in particular, have an
impact. Although the number of elderly women is currently falling,
the rotal number of elderdy people in the population is still growing
and is expected 1o grow more quickly in the next 10 years than in
the previous decade.

Figure 6.4 shows thar the increase in the population, aged 65 and
over, averaged 0.3 per cent per year between 1988-89 and
1999-2000, Cwer the next 10 years, to 2009-10, the expected
effect averages 0.7 per cent per year. Over the next 20 years, the
growth rate becomes more pronounced at 1.4 per cent per year.
To date the WHS has been able wo manage the increase in the use
of its services caused by an ageing population. But the pattern of
service delivery may need to change in the future.
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Figure 6.4: Estimated Growth in HCHS Expenditure
Required due to whole population, male and female
demographic changes: Year on year percentage
increases
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Allocation of HCHS Resources

6.3 Revenue allocations to Health Authorities for 2002-03
were announced in December 2001, More derails of the
allocations can be found in 2002-03 Health Authority Revenue
Resowrce Limits Fxposition Book™ .

The sum available for HCFHS current for 2002-03 is £46,168
million.

Figure 6.5 summarises the way in which national HCFHS revenue
wranslates into Health Authority allocations.

Figure 6.5: Distribution of Revenue Resources, 2002-03

200203 Percentage
Emillien  increase ower
Pm'mm

HECFHS current 41,168

Capital charges and other funding adjustments 1,697

Total available 47,865

Deployed as:

CFISSA 6,357

Total for Health Authorities 41,468 59

1 Cendrally Funded initiatives and Services and Special Allocations.
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| Centrally Funded Initiatives and Services and Special
. Allocations (CFISSA)

G The CFISSA programme provides central funding to

implement the NHS Plan and other initiatives. Figure 6.6
provides details of the central budget programme for 2002-03.

Figure 6.6: Centrally Funded Initiatives and Services and
Special Allocations (CFISSA), 2002-03

dgets Amounts (£000s)
Multi-Professional Education and Training 2,947,316
r' R&D 514,135
f Public Health 390,232
HR 280,269
 Access and Waiting 221,240
Children and Older People 167,404
| IMaAT 153,872
- Medicines and Pharmacy 199,808

Clinical Priorities (includes funding for cancer, coronany

 heart disease, mental health, dentistry and disability) 168,402
Primary Cari 103,479
Clinical Audit and Quality 74,207
Modernisation Agency 59,811
Public Invobvement 26,654
Sereening 16,260
Patient Environment 13,000
Other Central Budgets 1.050,403
GRAND TOTAL 6,396,492

Unified Allocations

6.5 £41,468 million has been distributed ro Health
Authorities as unified allocations. The range of Health Authority
percentage increases was from 9.31 per cent to 11.68 per cent, with
an average of .88 per cent.

Figure 6.7 shows the distribution of increases by Health Aurthority.

Figure 6.7: Unified Allocations — Distribution of
Increases, 2002-03

Mumber of HAs

g

i i —

10.01-10.50  10.51-11.00  11.01-12.00

2.51-10.00

9.00-5.50

Percentage increase in 2002-03

Figure 6.8 shows Health Authorities”:
® 2001-02 distances from unified rarget

® 2002-03 distances from unified rarget

Figure 6.8: Health Authorities’ Distance from Unified
Target (DFT), 2001-02 and 2002-03
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than 5%  below bl 1% abowe above %
below  target target  belows  target target above
target abave target
target
Distances from Target
B 2001-2002 Number of Health Authorities
B 7002- 2003 Number of Health Authorities
Review of Resource Allocation
0.0 A wide-ranging review of the weighted capiration

formula is currently taking place. The aim is to produce a fairer
means of allocating resources. A key criterion of the new formula
will be to contribute 1o the reduction of avoidable health
inequalities.

The review of the formula is being carried out under the
auspices of the Advisory Commitree on Resource Allocation
(ACRA) which has National Health Service management, GP and
academic members.

We are adopting an incremental approach. ACRA are making

regular reports as the review proceeds. We are moving towards
fairer resource allocation as improvements become possible,

For 2001-02, following ACRA's recommendation, the health
inequalities adjustment was introduced. For 2002-03 ACRA
recommended three changes which have been introduced into the
formuila:

{a) a General Medical Services Non Cash Limited
(GMSNCL) component has been introduced in the
formula;

(b) the way additional need (ic over and above age) is
measured in the General Medical Services Cash Limired
(GMSCL) component has been changed; and,

(c) the staff Market Forces Factor has been updared.

The intention is that, following the review, the new formula will
be ready for 2003-04 allocations.
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Familr Health Services Figure 6.10: Family Health Services Drugs Bill (Cash),
1990-91 to 2000-01

Family Health and Personal Medical and Dental

Services Resources £ billion
6.7 Figure 6.9 shows the distribution of gross expenditure :3 [

on FHS of £11,503 million in 2000-01 among the constituent 45|

Family Health Services. 4.0

35
Figure 6.9: Family Health and Personal Medical and g:
Dental Services Gross Expenditure, 1999-2000 ==

1.5
Dispensing Costs 7.4% 1.0
PDS Diseretionary i Somt 0.5
0.2% 0.0

1990 1991 1992 1993 1954 1995 1996 1997 1998 1999 2000
GD% 13 5% 01 .92 .53 .84 .95 96 97 9B 99 2000 -01
Dirugs Tolal $4.9% Yedrs

PAAS Ditcretionary ——
1.4%
GMSE Important factors in the 2000-01 bill include:
8.2%

® The Maximum Price Scheme which was introduced after the |

instability of the generic drugs marker in 1999 has been rolled
e 4 forward for a further year and continues to achieve pre-1999
prices for the department; and,

® The 4.5 per cent price cut achieved through the 1999 PPRS has
delivered in excess of some £200m in 1999-2000. Annual
savings for 2001 are expected to be of this order.

Total £11,503 million

Drugs Bill
6.8 The drugs bill is the cash amount paid to contractors Figure 6.11: Family Health Services Drugs Bill -

{maiu:]}r phan‘n:ln:ists} for I:III'U.E,S. moclicim:s and certain listed FErcentﬂgE Growth {cash) 1551]-9'1 to 2000-01
appliances which have been prescribed by GPs, less Pharmaceutical ;

Price Regulation Scheme (PPRS) receipts. The 2000-01 FHS drugs

bill outturn was £5,161 million in cash terms, this represents a 6.5 w
per cent increase on the previous year. This was lower than the

average increase of 8.1 per cent over the previous five years. This

increase appears low due to a higher than average growth in 1999- 10k

2000, which was due to increases to generic drug prices. Other
reasons for the low outturn in 2000-01 are:

-‘3 E # The Maximum Price Scheme which was introduced afver the -

£ 1 instability of the generic dm.gﬁ market in 1999, 2000-01 has

g been the firse full year of savings. This scheme has been rolled

g forward for a further year and continues to achieve pre-1999 oY . i - - - L . L . !
& : 1950 1591- 1993 1993- 19%- 1995- 1996- 1997- 1998 1999 2000-
& prices for the department; and, i AR e e 0 200k ]

® The 4.5 per cent price cut achieved through the 1999 PPRS has
delivered in excess of some £200m in 1999-2000. 2000-01 has
been the first full year of savings.



| FHS Gross Expenditure

6.9 Figure 6.12 shows the gross expenditure by service, the real terms increase and the growth of discretionary and non-discretionary
expenditure. (Discretionary and non-discretionary expenditure were previously referred to as cash limited and non-cash limired.}

Figure 6.12: Family Health Services Gross Expenditure (Cash), 1990-91 to 2000-01

£ million

1990-91 1991-92 1902.593 1993-94 1994-95 1995-96 1996-97 1997-38 1998-99 1999-2000 2000-07 % real terms

b growth

1990-91 to

1999-2000

. Drugs Total™ 2,091 2335 2651 2980 3252 3506 3808 4107 4356 4E52 5168 85.4

| GMS Mon-Discretionary 1,484 1,656 1768 1,840 1902 1965 2073 2198 2243 2451 2510 269

GMS Discretionary™ 464 600 686 715 723 754 80O 835 878 885 940 519

Total GMS 1948 2256 2,454 1,555 2625 2719 2873 3033 34N 3,336 3449 2.8
PAS (discretionary)™ a n/a nfa nfa n/a nfa nfa n/fa 37 B4 161

Gos® 1041 1,248 1308 1,223 1281 1,292 1,315 1,349 143% 1473 1556 12.1
PDS (discretionary)™" n/a n'a n/a n/a n/a nia n'a n/a 4 12 2

Dispensing Costs 561 603 658 677 679 706 746 768 781 BO8 856 14.5

GosH 111 141 172 192 213 233 237 241 240 i I 978

Total 575 G583 7243 7627 8050 8446 B389 9498 5578 10852 11.503 50.0

1 Personal Medical Services (PMS) and Personal Dental Services (PDS) schemes are Primary Care Act pilots designed to test locally managed approaches to
the delivery of primary care. PMS and PDS expenditure figures are drawn from HAS' income and expenditure accounts and therefore do not fnciude the full
year cash value of any refated capital imvestrsmt By WHS brusts.

2 Since 19992000 the Drugs budget has been part of the Umified Allocation. Before this point the budget was separated into Discretionary and Nom-
Diseretinnary. The breakdown of these can be seen on Deparimental Reports issued before April 2001,

3 The Gross GDS costs inclide the cast of refunds to patients who incorrectly paid dental charges.

4 Expenditure on GOS ircreased in 1959- 3000 a5 a rewlt of the Government's decision to extend eligibility for free NHS sight tests io evéryone aged &0
dnd over from April 1999,

& 1990.2000 allocation for cash limited GMS/drugs are now parf of unified allocations and excluded from this tabie.

& Cash figures drawn from the relevant Appropriation Accounts apart from PMS and PDS data which is driwn from HAs" 1&E accounts.

& With the move to unified allocations, all drugs expenditure is now within Health Authority cash limits.

Central Health and Miscellaneous Services Figure 6.13: Central Health and Miscellaneous Services
Gross Expenditure, 2002-03 (Main Estimate)

Central Health and Miscellaneous Services Resources

6,10  The Central Health and Miscellaneous Services budger lnfcemation.
includes: WeHare Foady
£179m \ A
® The Welfare Food Scheme; e
& EEA medical costs for treatment given to United Kingdom ’ﬂmm”m
nationals by other member states. This continues to grow as a i

Grants 1o
result of increases in the number of people treated and the Vohuntary

_'____,.- O E AR
. Medical, Schentific
IPEAtMEnT COSTS 1N membcr stares; and Techrnacal

SETVIDET
- ' . . . - . L19%5m
® Expenditure on medical, scientific and technical services,

virtually all of which is for the Public Health Laboratory Service

Board, the National Biclogical Standards Board, the  roui e763 milion
Microbiological Research Authority and the National g e o
Radiological Protection Board; (See also Annex C) and,

® Grants to voluntary organisations, mainly at a national level,
across the spectrum of health and social services activity.

Figure 6.13 provides details of gross expenditure on Central Health
and Miscellaneous Services for 2002-03
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Personal Social Services

Personal Social Services Revenue Provision

6.11 In 2002-03, £11,16% million will be available for social
services, (.2 per cent more than in 2001-02. The majoriey of these
resources will be distributed to local councils through the
Revenue Support Grane, while the remainder will be distributed
as grants. Figure 6.14 below sets out the resources available for
social services in 2002-03.

Figure 6.14: Personal Social Services Revenue Provision
2002-03

£ million
Total P55 Provision 11,169.00
of which:

Standard Spending Assessments 9,230.99
Revenue Grants Total 1,937.96
af which;

Prisserved Rights 514.00

Children's Services 452.00

Building Care Capacity 200.00

Promoating Independence 155.00

Mental Health 154.44

Residential Allowance 93.00

Carers B5.00

Training Support Programme 57.50

Performance Fund 50.00

Deferred Payment 20,00

AlIDS Support 16,50

Teenage Pregnancy Local Implementation 16.00

Care Diract 10.00

Young People’s Substance Misuse 4.50

Personal Social Services Capital Resources (Credit
Approvals)

6,12 The Government provides capital resources for personal
social services |.'r'.-' means of credit appmwh {pcrmis.s.i;on o
borrow) and cash grants. Credit approvals may be used either for
any local authority service (basic credit approvals — BCAs) or are
targered on particular services or projects (supplementary credic
approvals — SCAs). From 2002-03 BCAs will be allocated by
DTLR through a single capital pot of which 95 per cent will be
allocared on a formula basis. The remaining 5 per cent will be
discretionary and based on the quality of councils’ Capiral
Serategies and Asset Management Plans.

Councils can also use revenue and certain receipts from the sale of
capital assets on capital projects. Capiral receipts can be spent on
any local priority, including personal social services.

In 2002-03 BCAs for personal social services will roral £37 million.
Annual capital guidelines (ACGs) of £42.2 million will be
distributed 1o councils with personal social services responsibilities,
(ACGs will comprise 95 per cent of BCAs plus receipts taken into

account.) SCAs will be available for mental health services

(£15.6 million) and AIDS/HIV services (£3.1 million).

How the Resources are Used

Apart from the element funded by specific and special grants, local
authorities are free to choose how much o spend on social services,
what services they provide, and how to allocare resources berween
services. The hgures below show the acrual expenditure by local
authorities on personal social services in 2000-2001. Figure 6.15
shows gross expenditure by client group in 2000-2001. Figure 6.16
displays the breakdown by type of provision.

In 2000-2001, gross expenditure in England on persenal social
services was just under £13 billion. Local authonitics’ expenditure
on services for older people and children accounted for over two-
thirds of this spend. The largest items of expenditure were for
residential care (46 per cent) and da].r and dumi:;iliar].r care (39 per
cent). Within spending on residential care, most was spent on
residential and nursing home care provided by the independent
SECtOr.

Figure 6.15: Local Authority Personal Social Services
Gross Expenditure by Client Group, 1999-2000

Service Strategy (£126m) 1% ;ég. Seek
Otheer Adult Services (£112m) 0.9% (£557m) 4.3%
hw#ﬂmm
(6T 7m) 5.3%
Older People (easom) 67%
S —

mmm

(E1.752m) 13.6%

Children's and
Farralwed Seraced
(€2, 865m) 22.3%
Total £12,848 millign

Figure 6.16: Local Authority Personal Social Services
Gross Expenditure by Type of Service, 1999-2000

Avsrsument and Care Management
L1 ) 14 8%

Proesiion
LS ]

Prowemion
{05.005m) 392%
Total £1.2.848 million
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7.8 FINANCIAL PERFORMANCE OF HEALTH
AUTHORITIES

79 FINANCIAL PERFORMAMNCE OF NHS TRUSTS

7.0 PAYMENT OF BILLS BY NHS TRUSTS AND HEALTH
AUTHORITIES

7.11  FRAUD AND CORRUPTION

THIS CHAPTER COYERS:

ACTIVITY

7-1 NHS HOSPITAL ACTIVITY TRENLY

72 IN-PATIENT AND QUT-PATIENT WAITING

LT EFFICIENCY

73  EMERGEMCY CARE = AR

=4  COMMUNITY MURSING, DENTAL AND CROSS i el

; ; i e : i PERSONAL SOCIAL SERVICES

SECTOR THERAPY SERVICES ACTIVITY

75  GENERAL AND PERSONAL MEDICAL SERVICES i L S

(GPMS) 7.14  ADULT SERVICES ACTIVITY

Pharmaceutical Services 7.15 PSS PERFORMAMNCE AND PERFORMANCE
General Denral Services ASSESSMENT

General Ophthalmic 7.16  EFFICIENCY IM SOCIAL SERVICES

Figure 7.1: Hospital Activity Trends, 1920-31 to 2000-01

1990-91 1996-37 1997-98 1997-98 199§-99 19992000 2000-01 %% change
(i1 (1] L1 2] @ [4]] [}

19599-00
o 2000-01

Ordinary admissions™ (thousands)
General and aculet 5,685 6,395 6,514 6,596 7020 7.085 7,152 1.0%
Geriatrics 468 545 524 542 542 531 525 =1.1%
Maternity™ 947 1,108 1,098 FBO 815 813 219 0.B%
Al W F.a24 B.369 8,459 B8.541 8563 £ 588 B.&36 065
Day cases (thousands)
General and acute® 1,251 2 Ba9 3,036 3,029 3,377 3.542 3,588 1.3%
All specialties™ 1,261 2,907 3,071 3,086 3421 3,580 1.629 1.4%
All finished consultant episodes (thousands)
General and acute # 5,936 9,264 9549 10,025 10,407 10,627 10,741 1.1%
All specialties™ B, 785 11,275 11,530 11,627 11,984 12,168 12,265 0.8 %
Mew outpatients (first attendances) (thousands)
General and acute™ 7.543 10,415 10,643 10919 11,294 11.637 3.0%
Geratrics 72 110 107 108 113 114 0.5%
Matemity™ E95 &k 590 565 554 537 -3.2%
Maental Health 211 285 2540 287 282 285 1.2%
Learning disabilities 3 3 [ [ 7 7 7.3%
Al mem.lﬂe:ﬁ-‘ 8,502 11,294 11,529 11,778 12,136 12,466 2.7%
Mew ASE (first attenders) (thousands) 11,20 12.484 12,794 12.811 13,167 12,953 =1.6%
Ward attenders™ 9B 1,026 1,034 1.068 1,073 1,078 e
Average length of episode (ordinary admissions) (days}
General and acute™ - 63 6.0 59 58 59 -
Geriatrics - 189 18.1 17.4 16.8 17.4 -

and efficiency

1 Consultant episode data from the Department of Heaith refum KPR,

2 Consultant episode dafa for 1997-98 to 2000-07 are derived from Hospital Episode Statistics (grossed for 1597-38). From 1938-%3 HES data are used o
hospital inpatient activity tewels, because MES data are now mare fimely and more dccurate. HES hased data for 1997-98 differ from KPAD d.g:r.a

because HES data consistently report activily according to the speciality aof the comsultant involved, Some Trusts repont KPF0 data for some speciallies

according fo the specially of treatment.

2 The method of data collaction for well babies was revised tn 1995-96,

4 General and acute is the sum of geriatrc and acute.

& The maternity sector includes delivery episodes and birth episodes ot resulting i well babies.

6 Well babies are included. )

7 Fram April 1992 patients seen by medical staff on a ward are recorded &5 oulpatients rather than ward atienders

& Obstetrics and GF Matemnity outpatient atfendandes,
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and efficiency

NHS Hospital Activity Trends

T Figure 7.1 gives details of hospital activity levels for each
of the main sectors, Key points are thar:

® The percentage increase berween 1999-2000 and 2000-01 for
st outpatient attendances was 2.7 per cent. Owver the last ten
years, the number of first outpatient attendances for all
specialties grew by 46,6 per cent;

& The percentage increase berween 1999-2000 and 2000-01 for
total FCEs was 0.8 per cent. Total FCEs for the last ten years
grew by 38.4 per cent.

— percentage increase for ordinary admissions between 1999-
2000 and 2000-01 was 0.6 per cent. Total ordinary
admissions over the kst ten years have ErOwT h].r 13.7 per cent

— percentage increase for day case admissions bepween 1999-
2000 and 2000-01 was 1.4 per cent. Total day case admissions
over the last ten years have grown by 186.4 per cent.

® The percentage increase berween 1999-2000 and 2000-01 for
total general and acure FCEs was 1.1 per cent. Toral general and
acute FCEs for the last ten years grew by 47.5 per cent, during
this period day case FCEs grew by 187.4 per cent.

In-Patient and Out-Patient Waiting

7.2 In line with the NHS Plan, inpatient waiting times will
fall on a staged basis from 15 months now through to 12, 9 and
down to 6 months by 2005, As a result, we expect the average time
patients wait for inpatient treatment to fall from three months to
seven weeks.

As a first step rowards this, the maximum waiting time for an
inpatient appointment from April 2002 is15 months. By the end
of December 2001 68 per cent of NHS Trusts had achieved the
target of having no 15 month waiters. By the end of March 2002
this had increased to 99 per cent. At the end of March 2002 the
number of patients waiting more than 15 months for in-patient
erearment wis at the lowest level on record. In additon the number
of patients waiting more than 12 months for in-paticn reatment
is ar its lowest level since 1996, The number of patients waiting
more than 15 months for in-patient rrearment is at the lowest level
on record. There was only one patient waiting more than 15
maonths for in-patient treatment in the whole of the rest of the
NHS, but up to 280 at RUH Bath. The number of patients
waiting more than 12 months for in-patient trearment is ar its
lowest level since 1996,

There has been a substantial investment to help those health
organisations facing the toughest challenges o accelerate progress
towards meeting waiting and access targes. An additional £30m
has been invested to ensure the delivery of the 15 months
maximum inpatient waiting time and £40m was allocated to fund
operations in the private sector.

There are also wargets to reduce the number of people waiting for
over 13 weeks for outpatient appointments and to implement a
maximum six months wait by March 2002. Action plans have
been drawn up in areas facing difficulties to help them meet the
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deadline.

The number of patients waiting more than 26 wecks for an iniial
outpatient appointment at the end of March 2002 is the lowest
since records began. This is also the case for those waiting more
than 13 weeks. There were 831 patients waiting more than 26
weeks for an initial out-patient appointment in the whole of the
rest of the MHS, but 337 ar RUH Bath,

® ‘To read more about inpatient and outpatient waiting times visit
Z 4l P S

OMN THE GROUND:

Waiting times for calaract operations in Peterborough have been cut
from 12 months to as little as four weeks.

This follows the infroduction of a one-stop service, which has reduced
the mumber of hospital visits for patients from nine to just two.
Olpticians can now refer patients directly to the hospital for surgery;
cutting out visits to GPs and outpatient clinics. The improvement
has been made at no extra cost.

Previously palients who went to their GP would have to wait six
maonths for an oulpatients appointment o see a consultant and
then another six weeks for surgery.

since the project got underway in October 1999, 420 patients
have gone through the new sysfem, which has also had the benefit
of freeing up oulpatient appointments for other patients,

There has been a very favourable response from the patients. One
patient who responded o the questionnaire said: I couldn't
believe it. | went into my oplician and I was given a lime and a
date there and then for my cataract operation.”

Booked admissions

All NHS inpartient and outpatient appointments should be pre-
booked by 2005. This will give all patients a choice of a
convenient date and time within a guaranteed period and help ro
reduce waiting times.

By the end of March 2002, more than five million patients had
booked their appointment ar a date and time of their choice. The
aim is for all appointments to be pre-booked by 2005. The NHS
Maodernisation Agency has worked with health organisations all
over the country in achieving this targer.

The programme achieved its first rarger in March 2001 when every
acute NHS trust was able 1o offer booking for some patients in at
least two specialties.

Just aver 50 hospitals are able to facilitate electronic booking either
within the hospital or berween the GP and hospital, or both.
The fourth stage of the programme, which aims to involve all acute

trusts, although nor all specialties, by March 2003, started in
September 2001.

* To

read more abour

— s e——



ON THE GROUND:

Al Heatherwood and Wexham Park Hospitals Trust in Slough, 100
per cenl of day case swgery palients now have pre-booked
appointments.

The rates of people wha do not atterd their appointments have
been reduced from 4.8 to 2.6 per cent as a result,

The day case pre-booked appointment system has improved
patient satisfaction from 45 to 81 per cent.

One patient responding to'a satisfaction questionnaire said: ‘The
appairtment persan had my referral form from my GP and knew all
about me and gave me an appointment thal was convenient for me.
It weas much more reassuring than waiting for a letler to come.”
Staff faced many challenges selting up the project and say the
lessons leamed included the importance of the active involvement
of line managers and listening to patients and acting upon what
they say.

Emergency Care — Working to Improve
Emergency Services

The IDEA Programme

7.5 The Ideal Design of Emergency Access (IDEA)
programme secks to develop new ways of delivering emergency
care. The programme has three objectives: to reduce patient journey
time, improve patient and carer experience, and reduce variation.
There are a number of key fearures o the programme that will
enable it to achieve its objectives:

® The application of modern operations management
practices, such as ‘lean thinking’, to emergency care systems.
Lean thinking concepts involve novel operations
management and design and control concepts.

® A whole systems approach, involving primary care,
ambulance services, NHS Direcr, out of hours services,

walk-in centres, A&E, MAU, acure admissions, social

Services, Community Gire.

There are rwo ‘test bed” sites (Lewisham and MNorth Cheshire)
where the primary testing of new ways of working is taking
place. There are also eight first wave sites involved in the
programme thar will ensure that the changes developed in the
test bed sites are transferable across the MHS.

Identifying flows —Each of the project teams are identifying
the key process flows within their high volume group of
patients. Each group is now beginning o design operations
that will improve each of these flows through the emergency
care system. A particular challenge for the IDEA programme
has been to develop a whole systems approach o
understanding flows. Multi-agency teams, with staft from NHS
Direct, ambulance service, primary care, social services, out of
hours services and voluntary groups are working together to
improve patient journeys.

Minor injuries — There are now five sites thar have
implemented or are implementing the ‘treat and complete
system for dealing with minor injuries. This is a radical new
way of delivering care that has removed the need for triage and
has dramarically cur waiting times,

Warwick Report — Warwick Business School, who have
particular expertise in modern operations management
practices, have undertaken an analysis of the two test bed sites.
This has idensified some key principles for improvement
within emergency care. A summary version of this report has
been produced and widely distributed.

Patient, Carer and Staff Experience — The programme is
encouraging innovation in the way that parients and carers are
involved in the development of service provision. Video
cameras in A&E, games to obrain the views of children and
diaries for patients with chronic conditions are just some of the

Figure 7.2: Community Nursing, Dental and Cross-Sector Therapy Services Activity

Thousands
Number of episodes @ 199192 1992.93 1993.94 1994-95 1995-96 1996.97 1957-58 1998-99 1999-2000 2000-01
Health visiting 3700 3700 3700 3700 3700 3,700 3600 3,600 3400 3,300
Community nursing services (total) 2,700 2,800 2,800 2900 3000 3000 2300 3,000 2900 2,800
District nursing 2200 2200 2200 2300 2300 2300 2,200 2300 2200 2,100
Community psychiatric nursing 370 300 340 380 380 380 370 360 350 330
Community learing disability nursing 21 2 22 23 24 26 26 29 26 26 ]
Specialist care nursing 220 270 270 260 280 280 310 30 330 320 g
Chiropady services 940 970 1010 %80 950 980 840 900 860 830 E [y
Chnical psychology 150 160 170 180 190 200 200 190 150 190 E o
Oceupational therapy B40 880 940 1020 1300 1130 1750 1,160 1,190 1,200 _g-f
Physiotherapy 3300 3400 3500 3900 4100 4100 4100 4200 4200 4,200 EE
Speech and language therapy 250 270 290 200 300 320 330 330 330 330 e
Community dental services'® 1261 1250 1221 1212 1,953 1132 10%6 967 8es 747 .

1 Number of new episodes commenced in the year except health visiting (number of different persons seen at least ance in a year) and community dental
services (number of episodes of care commenced in year).

3 Estimated national tofals based on thase NHS Trusts supplying data.

3 The range of staff groups included under specialist care nursing changed in 1994-95.

4 Includes a small number of discontinued episodes of care.
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ideas thar arc currently being tested. A separate measure has chiﬂni‘ll conferences and seminars carried out throughour _
been d:x':lnpcd for scaff exXperience, [0 ensure that dlallgi:s are  summer of 2001,

made to improve the working environment for this important Future Directions ~ Working dosely with the IDEA progrumme

(e i} r.r'FfI.'ﬂnl Iil'l. o il:ﬂ.n'-. = T : & ] &
S i 1o ensure implementation of the steps guide in the IDEA sites.

e (T e Supporting other NHS organisations to implement the steps and
Worked with 13 challenged organisations (16 AXE  reduce wolley waits. Working with WEST and other organisations
d:panm:n[s} to eliminate 12-hour lr::]lu].r waits between 10 SUpport the MHA.

summer of 2000 and March 2001.

Stage two involved publication of the Steps guide, ‘improving the
How of emergency admissions — Key questions and action steps’,
Achievements - Reduced over 12-hour trolley waits in all
participating Trusts.

Produced a step-by-step guide for the NHS — disseminated
Movember 2001.

Figure 7.3: Key Statistics on General & Personal Medical Services (GPMS)

1950-91 199394 1994-95 199596 1996.97 1997-38 1998-99 19992000 200001 % Change % Change
1930-91 o 1999-2000 to
00001 200001

Staffing

Numiber of General Medical Practitioners 5612 26289 26567 W02 JeESS 27098 M9 TR XM 3.1% Da%
Mumber of GP practice staff (WTE) ™ & 45333 5395 51833 B9.255 55318 e0S5T 6133 63,087 62583 1% -0.8%
Mumiber of practice nurses (WTE) "=

inchuded in peactice statf e 9605 9099 9745 SEX 10082 10358 10489 10711 384% 02%
Cinganisathon

Murmiber of peactices ™ nfa 9142 9900 9062 B0 G003 A5 8944  8E78 nfa nfa
Ayerage list size at 1 October gach year '3 1,942 1,902 1,500 1,887 1885 1878 1,866 1845 1,853 ~4.6% 0.4%
Consultations

Todal nunber of consultations (miliprs) *= = 237 261 165 165 2r . P | . 158 nfa nfa
Total number of consultations per GMPSS® 5240 8320 10000 9520 10100 TR ' 9040 nfa nfa
Expenditurg

Todal General Medical Senvice (£000s) ™

Ditscretionary (Cash limited) = 454 715 m 754 BOD 835 BV 285 S0 102.6% 6.2%
Mon-drscrebonary (Hon-cash benited) 1484 1540 1,902 1,565 2073 2,158 2,143 2451 2,510 63.1% 24%
Todal 1,544 2555 2625 219 2873 3033 31 1338 3,450 1% 3a4%
Expenditure

Todal Personal Medical Services (£000s) n'a n'a nfa nfa nfa nia 3B B4 161 nfa "%
Todal General Medical Seraoes per

GMP (£ cash) Te0X8 97189 GREOT  101E2E 106982 111923 M358 120909 12453 63.8% 0%
Todal General Services per GMP

al real terms 2000- prices (£) B3BS9 107,199 107443 107591 109656 11B8e2 11,003 129373 133EM 6% 35%
Disereticnary (Cash limited) expenditure

per GMP (£ cash) 1803 270K M4 BBE X7 30813 31053 1Me 33930 nfa 58%
Diserethonary (Cash limited) expenditane

per GIVAP at real terms 19599-2000 prices (£) 19591 30034 29593 XE3e 30534 32723 34040 3431 36475 nfa a3%
Feal terms expenditune per consultation

(2000-2001 prices) (£) 207 1080 1077 1084 103 ma 1275 nia nfa nfa nfa

1 Sowurce: GAS Census T Oclober. Dala refers to unresiricted principals and equivalents (Unrestricted Principals, PMS Contracted and PAMS Salaried GPs),
2 Decrease fn GP practice stalf whole time equivalents (WTE) in 1994-25 due to under reporting, primadily by GP fundholders.,

3 Awerage list size is calculated per Unvestricled Principal or equivalent in PMS (ie excluding Assistants, LIZ Assistanis and Associates) whether full, three
quaarber, half-time or job share,

4 Sowrce: General Household Sunvey.
5 Data for 7997 and 1993 are unavailable as there was no General Household Suvvey for these pears.

& Consuffations data is a thee year moving average except 1996-97 (where only two years® data were available) and 1998-99 (where only one years
dlila wave dviailable).

7 AN cazh information faken from Appropriation Accourds.

B Discretionary (Cash limited) expendifure commenced 19590-57. Wilh the move fo unified allacations, all discretionary expenditure will be within health
aurthartty cash limits from 19992000,

2 GF fundhalding IT costs are excluded from G5 cash limif,
10 PMS expenditure relates to PMS Pilols, waves 1, 2a to 26 only.

and efficiency
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| - ON THE GROUND: Community Dental Service episodes of care have been reduced by

Surrey Ambulance services have devised the only system in the UK the transfer of some CDS work to the Personal Dental Service
{0 use ‘live-time information’ to refer patients to the nearest point  *hich began in October 1998

of care and provide appropriate informalion fo GPs and ambulance

staff. This means that staff can routinely refer people to the  General and Personal Medical Services
professional best able to deliver their needs in the shortest possible (GPMS)

time. Before, activity levels at different hospitals varied as much

as 80 per cent - so one hospital could be very busy while another 7.5 Figure 7.3 provides key information about current
had spare capacity. Since, this new system was introduced the General and Personal Medical Services.

pressures have been shared across Surrey and not a single A&E has

had to close or divert ambulances, . Personal Medical Services

Personal Medical Service Pilots are a |u.'}f element in the

Cﬂmmunity Nursing, Dental and Cross Sector modernisation programme of the NHS, improving paticnt access
Tthﬂ.P}' Services Activity to the NHS by opening up new, more flexible ways of offering

Primary Care services.
74 : Statistics o ‘:nmm'::“‘y r!“?'"{f ""m:ﬁ and on €r0ss {1, 1 2000-01, 248 PMS schemes have been established since the
sector therapy services over the peniod | 91-92 to 2000-01 are introduction of PMS in April 1998. These pilots will provide

shown IHIFIEI.IN.' '}'1 1"|.CI.I'I.‘L'I'I.']." in-l:n:a&lrd slightly in mostareas of 4 o b have raken up PMS pilot status, with the ability to
community nursing until 1996-97 since then there has been a

slight decline. Activity for most therapy and Allied Health
Professions services has increased slightly over the period.

negotiate contracts directly with their Health Authorities to berter
reflect the needs of the practice popularion.

Figure 7.4: Family Health Services — Key Statistics on Pharmaceutical Services

1
|

| 1890-91 1996-97 1997-08 1998-99 1959-2000 2000-01 % Change %
1990-91 to  1993-00 to
- Pharmaceutical Services™ 2000-01 2000-01
| SR
Prescriptions (mallions)™ 396.6 4983 510.3 5246 5426 5702 438 5.1
Mumber of contracting pharmacies™ 9714 9775 9785 9782 9,767 9.765 0.5 0.0
Average number of prescriptions
dispensed by pharmacy and
applicance contractors 35739 45379 4RF97  4F.759 49541 52,066 45.7 4.9
Cost of pharmaceutical senvices Girgss B9 10009 10.23 10.20 10.61 10.57 18.6 0.4
per prescriplion in real terms
(19992000 prices) £4-5 Lvug 7.03 844 862 8.65 810 9.06 189 0
Remuneration  1.88 1.65 1.61 155 151 1.51 -19.7 0.0
Cost of drugs and appliances in
real u:mn{?mm prices) (£m)= & 2,771 4,167 4376 451 4918 5161 86.3 4.9
Percentage of all prescriplion items
which attracted a charge™ 216 14.4 14.6 14.6 149 14.9 nia nfa

1 Pharmaceutical sarvices are mainly the supply of drugs, medicines and appliances preseribed by NHS practitioners.

3 Numbers relate to prescription fees; figures relate to the annual period February to January (eg 1999. 2000 relates fo the period Feb 7999 {o Jan 2000)
and inclrde prascriptions dispensed by communily pharmacists and appliance contraclors, and dispensed or personally administered by s

3 Exrludes appliance contractors and dispensing deoctors.

4 Figure for 1990-97 refers to 37 December, Figures for subsequent years refer to 31 March feg 1996-97 is number a5 af 37 AMarch 1997}

5 Gross pharmaceutical expenditure is total payments (drug costs and dispensing feas) to contractors less recoveries from HAs and the Ministry of Defence
(i respect of hospital and armed forces prescripiions dispensed in the community) and excliding refunds of prescription charges,

6 Includes receipts under the Pharmaceutical Price Regulation Scheme

7 Prescriptions dispensed fo patients who pay prescription charges or hold preseription pre-payment certificates. The analysis is based on a 1 in 20 sample
of all prescriptions submitted to the PPA in the calendar year by community pharmacists and appliznce contractors.
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Pharmaceutical Services

Figun: 7.4 pm'l.rjdf:s information on p!umm:mtiml Services.

General Dental Services

Recent Trends

The overall volume of activity was broadly stable in 2000-01. The

number of gi:m:rﬂ] dental practitioners continues o increase, by
2 per cent in the VEar o ﬁrmmbl:r 2000 and lw 17 per cent in the

last 10 years. Parient registrations have been stable since 1998,
following the reduction caused by the shortening of the registration
period to 15 months from Seprember 1996. There were over 26
million courses of trearment for adults during 2000-01, 2 per cent
higher than in 1999-2000 and 17 per cent higher than in 1990-
91. An adult course of treatment cost an average of £40 in 2000-
01, the same in real terms as in the previous year. The reduction
of 15 per cent since 199M0-91 reflects a reduction in the amount
of complex or advanced trearments. The introduction of the

Figure 7.5: Family Health Services — Key Statistics on General Dental Services, England

1990-91 1996.97
General Dental Services! "
Mumber of general dental practitioners® 15480 16,336
Adult cowrses of treatment {thousands) 22,560 24 580
Adults registered into continuing care (thousands)™ ™ nfa 19,524
Children registered into capitation (thousands)™ = nfa 7270
Mwerage gross cost of an adult course of treatment
(1999- 2000 prices) (£)™ a7 42

1997.98 1998-99% 1999.2000 2000-01% % Change % Change
1590-51 to  1999-00 to

2000-01  2000-01
16,728 17,247 17,721 18,043 17 2
25268 26171 25915 26,353 17 2
19,383 16,721 16,649 16,813 mfa 1
TA6T 6,775 6,821 5,845 mna 1]
40 39 40 40 =15 0

1 Gemeral Dental Services are the care and treatment provided by independent high streel dentists who provide services under arrangementis made with HAs
2 The intraduction of the Personal Dental Senvice tn Oclobar 7998 has affecfed some General Dental Service activity.

3 Principals, assistants and vocalional tramees af 30 September,

4 MNumber of patlents registered as &t 30 September. Ragistrations only began with the introduction of the new dantal condract from 1 Oclober 7950, From
Seplember 7996, new regisirations were reduced fo 15 month periods ualess renewed, affecting registralion numbers from December 1397 anwards.
5 Lince May 71994 the Dental Fractice Board hat improved procedures for eliminating duplicale registrations. This may have produced a downward

pressure on fhe levels of registration after this period

& From 7996-97 omaards, costs are based on item of senvice fees and adulf continwing care payments. For T950-91, the cost covers ifem of service fees
only. Average gross costs are converhed fo 2000007 prices using the GOP deffator. Changes in the average cost are alfected by chianges in the dental work

carrred out i & cowrse of freatmend.

Personal Diental Service in October 1998 has n:p-]acrd some GOS8

activity. Key activity measures are set out in Figure 7.5.

General Ophthalmic Services

The number of sight tests increased by 2 per cent in 2000-01 over
the previous year. There was a large increase (abour 34 per cent)
between 1998-99 and 1999-2000 as a result of the Government's

decision ro extend eligibility for free NHS tests ro everyone aged
60 and over from 1 Aprl 1999, NHS optical vouchers reimbursed
by health authorities fell by 2 per cent berween 1999-2000 and
2000-01 following a decrease in the number of people on
income support, although the number issued in 2000-01 still
n:pn;u:nn:d 247 per cent increase over the levels seen in 1990-91.
Key activity measures are set out in Figure 7.6.

Figure 7.6: Family Health Services - Key Statistics on General Ophthalmic Services

1920-01  1996-97 1007-28  1998-39

General Ophthalmic Services

HHS sight tests (thowsands)™ 4,154 6,808
Optical vouchers (thousandsy 2 2432 3,967
Humber of oplicians™ 6431 5,939

1999.2000 2000-01 % Change % Change

1990-91 to  1999-00 to

2000-01 2000-01

6391 63992 9399 9567 130 2
3935 3777 3662 3575 47 -2
7081 7305 7517 7,824 22 4

1 Front T April 1999, aligibilty for NHS sight tests was extended to all patients aged 60 and over. Figures show the number of sight tests paid for by

FH5As/HAs in the year

2 The voucher scheme was introduced on T July 1986 fo help cerlain priovity groups with the provision of spectacles. Figures show the number of
vouchers reinmbursed fo practilioners in the year, including payments for complex appliances.

3 Optoredrists and Ophthalmic Medical Practitioners at 31 December.
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| NHS Performance Assessment Framework

7.6 The NHS Performance Assessment Framewark (PAF)™Y
was published in April 1999, following a period of consultation,
and is based on the balanced scorecard approach. The use of the
balanced scorecard allows organisations to get a more rounded view
of performance by identifying different key elements of
performance and understanding how changes in them may have
implications for others.

The WHS Plan endorsed the PAF as a single system for
measuring, assessing and rewarding NHS performance, The Health
ﬂu[hl:hﬂl.}' bazed PAF hifj\lighrs six areas of pcrﬁ:lrm;lm.‘f which,
taken mg:th:r. gnrt a balanced view of the performance of the
MHS:

(a) Health improvement;

(b} Fair access:

(c) Effective delivery of appropriare health care;
(d) Efficiency;

(e) Patient/carer experience; and

(F) Health outcomes of NHS care.

Performance Indicators

The PAF is supported by a set of national headline NHS
Perfarmance Indicators. An annual development cycle was
instigated in 2001 to improve the coverage of indicators across each
area. The cycle includes a wide-ranging consultation process, and
a regular series of meetings with policy leads across the Department
(tri-laterals). This year's cycle laid the foundation for the first full
sex of specific acute NHS trust-based indicarors, published in
February 20027, to complement the health authority set. This
will enable trusts to assess and benchmark their performance
against the full range of PAF areas. The trust-based PAF will be
similar to the HA version but will have four areas:

® Clinical Effectiveness and Health Ourcomes;
® Parient and Carer Experience;

» Efficiency; and a new area,

® Capacity & Capability.

This reflects the central importance of infrastructure issues, such
as human resources, capital and information technology, to trust
performance. Trust indicarors will build on the existing clinical
indicators and will also include specific information on quality of
care, the workforce, resources and efficiency.

' Increasingly health and social services must work together

improve the care that people receive. In such cases. where both the
NHS and Personal Social Services have a part to play, neither can
be held wholly responsible for the outcome. Instead, the NHS and
PSS are jointly responsible. To reflect this, a number of ‘interface’
indicators are included in both the indicator sets of the NHS PAF

and the equivalent PSS PAE Both health authorities and councils
with social services responsibilities will be held accountable for
performance against these indicators,

It is our intention to develop a full sct of primary and communiry
based indicators for publication in the summer of 2002.

A bigger set of benchmarking performance indicators is also being
developed to enable NHS organisations to analyse their
performance against their peers, identify poor performance and

make improvements.

NHS Performance Ratings

In July 2000 the Government set out, in the NHS Plan, a
blueprint for the modernisation and reform of the NHS over the
next ten years. It made clear the determination to deliver a
convenient and high quality service that fully meets the needs of
patients, The Department also made a commitment to provide
both parients and the general public with more comprehensive,
casily understandable information on the performance of their local
health services. In September 2001 all non-specialist acure NHS
trusts were issued with performance ratings (stars), reflecting their
performance during 2000-01.

The star status assigned to organisations is based upon delivery of
national rargets and overall performance as measured against a
balanced scorecard reflecting staff, patient and dinical focus. Trusts
with the highest level of performance have been awarded a rating
of three stars. Those that are performing well overall, but have not
reached the same consistently high standards, received two stars.
Trusts giving some cause for concern were awarded only one star.
Trusts that have shown the poorest levels of performance against
key targets have received zero stars. A poor performance rating
does not necessarily mean that trusts are failing to provide a good
standard of care to their patients but that the overall patent
experience is poor.

Al zero rated trusts are required 1o produce a Performance Action
Plan detailing specific action the rrust will be taking o address its
areas of poor performance. These plans are to be agreed with the
Maodernisation Agency and the trust’s DH Regional Office.

A second set of performance ratings will be issued during 2002-

03 covering all NHS organisations’ performance in 2001-02.

Earned Autonomy

Depending on a trusts performance rating they will expect o
receive different levels of earned autonomy. The best performing
LrUSEs Can expect ©

# [ess frequent monitoring from the centre;
® fewer inspections by the Commission for Health lmprovement;

e retention of more of the proceeds of local land sales for re-
investment in local services;

# extra resources for taking over and tuming round persistently
failing Trusts;
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® be able to establish private companies; and,

# have the opportunity to shape national policy.

Foundation Trusts

Top performing Trusts will have the option to become Foundaron

trusts. They will have freedom to develop their board and
governance structures to ensure more effective involvement of
patients, staff, the local community and other key stakeholders.
Further powers will include full control over all assers and
retention of land sales. We are exploring options o increase
freedoms to access finance for capital investment through eicher
a prudential borrowing regime modelled on similar principles to
thar being developed for local government. We are committed to
decentralisation in the NHS and devolving power towards the
frontline. Foundation Trusts will be a potent symbol of this
commitment and will be at the leading edge of reform and
innovation driven at a local level.

MHS Performance Fund

While the performance rating system provides a national driver
for performance improvement at organisational level, the NHS
Performance Fund provides a lever for Chief Execurives to
incentivise improvement at local level. The fund provides
resource to fund locally developed and designed incentive
schemes tailored ro the partcular needs of each area and aimed
at supporting implementation of the NHS Plan. Performance
ratings will determine the level of discretion allowed in the use
of the NHS Performance Fund.

Local health economies have as much autonomy as possible so that
the fund can be used in ways which best suit local circumstances,
but the degree of freedom will vary according to performance
rating. All organisations will receive a share of the fund regardless
of their performance rating.

ON THE GROUND:

The vascular radiology team at Manchester Royal Infirmary has
been named team of the year by Hospital Doctor for diagnostic
imaging. The team has changed working practices with a
progressive shift lowards outpatient and day case care together
with extended rofes for nurses and radiographers who are now
routinely performing diagnostic angiography. In addition to
traditional angiography, the team is using uitrasound, CT and MAI
scanning as an increasing element of vascular diagnostic imaging.
An autreach team af Doncaster Royal Infirmary infroduced an eanly
warning scoring system on five wards (acute and surgical) in fan
2001, It has since been rolled out to another five wards. The
mortality rate on the infensive care unit has been consistently
25 per cent for the previous seven years but since the scoring system
was infroduced the mortality rate has dropped to 20 per cent.

Management Costs
7.7
the five years ending in March 2002, £1 billion that would

The Government has taken action to ensure thar over

have otherwise been spent on burcaucracy will be freed up for
patient care. Savings have been achieved through reductions in

&8

health authority costs and NHS trust management costs and
through organisational mergers, pooling and sharing services

locally.

Over the four years from 1997-98 1o 2000-01 £848 million
that would otherwise have gone on burcaucracy has been freed
up for paticnt care. This means that we are well on course 1o

achieve the £1 billion arger. Audired ﬁgurcs for 2001-2002 are

not yer available.

As part of the work on implementing Shifting the Balance of Power

and Delivering the NHS Plan the Department is reviewing
FmFiq.r 0N Management costs,

Financial Performance of Health Authorities

7.8 In 2000-01 there were 99 Health Authorities responsible
for assessing the health needs of their local population and
commissioning health services in line with national and locally
agreed prioritics. Health services are commissioned from NHS
Trusts, Primary care trusts and other providers of healthcare,

Health authorities were responsible for spending £38.9 billion on

patient care in 2000-01 (the comparable figure for 1999-2000

heing £37.5 billion).

As was reported in the 2001 Departmental Report, 1999-2000
was the last year in which health authorities would report their
financial results in terms of income and expenditure. Commencing
2000-01 the income and expenditure statement of healch
authorities has been replaced with an Operating Cost Statement.
The new statement more accurately reflecting the funding
arrangements of public sector bodies like health authorities
which receive the majority of their income direct from the
Department, This is consistent with the legislation thar aims o
place the whole of Government finances under a resource
ACCOUnting regime.

Whilst sill subject to cash limit control, new financial duries have
been placed on health authoritics. They must contain their annual
i::n;pq:udiwn: {measured on an aceruals basis) within an approved
limit set by the Department; and they must also achieve
‘operational financial balance’.

In 2000-01 all health authorities achieved their staturory financial
duty to remain within resource and cash limis. Wich the
cxc:pr'mn of ane health authnrit}r. all others achieved "ﬂpﬂﬂ.tim::!
finance balance’, rcpur[ing an overall unr]:nip:lld of £50 million.

The continued improvement in the financial position of health
authorities is indicative of the NHS benefiting from the
Government’s new spending plans. In particular through the
injection of significantly extra resources — part of which are aimed
at ensuring that the NHS operates on a sound financial footing,

Primary Care Trusts

Primary Care Trusts came into existence in April 2000, They are
responsible for the commissioning of health care on behalf of their
resident population and some PCTs are also responsible for
providing community services to their population. PCTs are
accountable to the health authority who provides the majority of
their income.

ey



In the same way as health authorities, PCTs are subject to resource
and cash limit control and have a financial duty to achieve inancial

| balamce in resource terms.

In 2000-01 (the first year in which they were established) all PCTs
achieved their starurory financial duey to remain within resource
and cash limits — reporting in toral an ‘operational finance balance’
underspend of £4 million.

Financial Performance of NHS Trusts

7.9 MNHS rtrusts are responsible for the provision of
healthcare. They receive most of their income from commissioners
of healthcare (ie health authorities and primary care wusts). NHS
trusts aim to deliver improved healtheare outcomes with increasing
efficiency and effectiveness within the resources available to the
health service.

There were 356 operational NHS trusts in 2000-01.
MHS trusts have three main fAnancial dunes:
® To break-even on an income and ex]:mndll:ur:: basis;

This is the prime financial duty for NHS trusts and is known
as the break-even dury. MHS trusts normally plan to meet this
dury by achieving a balanced position on their income and
expenditure account each and every year. The interpretation of
the starutory financial duty for the NHS trusts to break-even
was clarified in 1997-98. This recognises that although NHS
trusts are expected to achieve a balanced position on their
income and expenditure account each and every year, there may
be reasons for the MHS trusts o report deficits in one year
which may be offset by surpluses achieved in another year(s).
This is particularly relevant to situations where NHS rrusts must
recognise costs in advance of cash outlay, for example for clinical
negligence or pension costs, and when managing the recovery
of an MHS trust with serious financial difficuldies. A run of three
years may be used to test the break-even dury, but in
exceptional cases the Department of Health may agree to a five
year time-scale.

® To absorh the cost -}Fl;ﬂpiml at a rate of & per cent L'ifa'ln"i.‘h’l-j_;l'-'
relevant net assets; and,

® To meer, or come within agreed limits of fexibility, the
external financing limit set by the Department of Health.

In 2000-01 NHS trusis reported an income and expenditure
surplus, on an accruals basis, of £56 million, compared o a £76
million" deficit in 1999-2000. Whilst a small number of NHS
trusts did report a deficit in 2000-01, none breached their statutory
financial duty to break-even ‘taking one financial year with another
{see previous paragraph).

Similar to the approach taken with health authorities, the
Deparement of Health has made it clear that NHS trusts should
balance their finances in-year and not put off tackling financial
problems — but this should not be at the expense of proper service
provision.

1 After national accounting adjustment agreed with National Audit Office.

Payment of Bills by NHS Trusts and Health
Authorities

710
Government Accounting Regulations and the Better Practice
Code. They should, unless covered by other agreed payment terms,
pay external supphﬂ: within 30 1’]:]}"5- of the receipt ufgt:tbr]m or
a valid invoice, whichever is the later.

All health bodies are expected to conform o

Performance has improved over the years, and a large number of
MHS rrusts and health authoritics are prompt payers. However,
further improvement is still required before the current targer of
95 per cent is atained. The national average is a little under 85 per
cent of bills paid on rime.

Fraud and Corruption

7.11
important services. The Government is commirred ro reducing all
losses to fraud and corruption in the NHS w an absoluce
minimum and to hold it permanently at that level, releasing

Fraud and corruption take away resources from

resources for berrer patient care and services. Incorporating
counter fraud action into all aspects of departmental work will help
ensure that PSA rargets on effectiveness, efficiency and quality can
be achieved.

There are two PSA rtargets relating to fraud and these are
referred to both below and in Chapter 2 of this report.

The Strategy

The Department has adopred a comprehensive, integrated and
professional approach to deal with these problems, as set out in the
strategic document Conmtering Fraud in the NHS™ published in
December 1998. The NHS Counter Fraud Service (NHS CFS -
formerly known as the Directorate of Counter Fraud Services
(DCES)) is the specialist organisation set up to implement this
strategy by following the counter fraud business process model:
identifying the nature and scale of the problem; developing a clear
counter fraud strategy; creating an effective structure to implement
the strategy; and taking action in key areas of NHS spending,

Identifying the problem

The NHS CFS programme of fraud measurement exercises is
providing the first ever robuse estimates of losses to fraud in all
areas of NHS spending, through an innovative and rigorous
measurement methodology. The National Audic Office have
pronounced themselves satisfied that the methodology provides a
sound basis for estimating the likely levels of fraud and

INCOTTECTNESS

Creating an effective structure

The NHS CFS has created an effective structure o implement the
strategy. There is a Central Unit based in the Department
which directs and manages the entire service. The NHS CFS
Operational Service now has eight regional teams, one national
proactive team and a specialist pharmaceutical fraud team. The
manager and staff have been recruited for a new dental fraud ream
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Comprehensive Action Plans — drawing on all the experience
of the first three years of counrer fraud work in the NHS - are
under development to revise policy and processes to prevent
fraud across each arca of the NHS.

The NHS CFS Central Unit is also actively invobved in working
with colleagues to ensure thar new NHS initiatives being taken
forward under the NHS Plan, such as the Electronic Prescribing
Project, are designed and implemenred in ways thar minimise
opportunities and risks of fraud.

Under the Health and Social Care Act 2001, health authorities
will be able to remove a practitioner from a list or refuse

and it is envisaged thar after receving specialist training the team
will be operational by Seprember 2002, Almost 400 Local
Counter Fraud Specialists (LCFS) cover every NHS health
body. All staff are required to be fully trained ar the NHS CFS
Training Services centre, undergoing specialist, professional
training accredited by the Institure of Criminal Justice Studies at
Partsmouth Universin.

Taking action in all key areas

Much progress has been made towards achievement of NHS
Counter Fraud Service objectives. Work has been carried our in the
fo”o‘wing g-:ru:ric aAreas:
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# Creation of an anti-fraud calture

The development and implementation of Counter Fraud
Charrer agreements with NHS stakeholders has continued to
show our joint commitment to tackle fraud and corruption
:hr-:rugh par:nr;rshipﬁ with other !u:y OTEANISALIONS, The
Counter Fraud Charter™ originally published in December
1999, has now been signed by professional representative
associations representing over 400,000 NHS staff and
CONIracrors.

Meetings have been held with key staff and managers of every
health authority and NHS trust to explain the counter fraud
strategy and their role within it. Similar meetings have also been
held with local professional committees. Altogether over 590
fraud awareness presentations have been delivered since the
WHS Counter Fraud Service was established.

Following the Secretary of Stare Directions issued to all health
authorities and NHS rrusts in December 1999, Directions were
issued in December 2000 to all primary care trusts to set our
their role in the strategy and requiring them each 1o appoint a
Lescal Counter Fraud Specialist. PCT LCFSs are now being put

in place.
# Maximum deterrence of fraud

There has been extensive publicity of every counter fraud
initiative undertaken to implement the straregy, all of which
helps to maximise the deterrent effect of these measures. Since
the creation of the NHS counter fraud service in 1999, there
has been a steady increase in the number of positive articles and
reports in the media in relation to countering fraud, with a toral
of 368 pnsitiw: articles up o March 2002,

® Successful prevention of fraud

The NHS CFS Central Unit is specifically oriented 1o revising
policies and processes to ensure that weaknesses that have
allowed fraud 1o take place are removed so thar fraud does not
recur. For example, claims by contractors in the denral services
concerning Recalled Atendance fell from £14.2 million in
1999-2000 to £12.3 million in 2000-01 and are projected to
fall to £10 million in 2001-02. Similar reductions for claims for
Domiciliary Visits from £10.6 million to a projecred £9
million are also expected. Both these reductions follow the
introduction of changes to legislation to prevent and deter fraud.
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admission to any NHS list on the grounds of fraud and
unsuitability as well as inefficiency. The Act includes powers 1o
introduce new rules requiring practitioners 1o declare financial

INECTESTs.
Prompt detection of fraud

A new confidennal Fraud and C:Jrruptiun Rﬂp-u:rr-:ing Line, the
first of its type to exist within the NHS, became operational in
2001. This allows practitioners, contractors, patients and
others who come into contact with the NHS to repore any
suspicion of fraud knowing that their call will be dealt with
expertly and with confidentially.

A new Central Intelligence Unit has been established, and
further refinements to the NHS fraud darabase introduced o
maximise sharing of informarion on fraud activities.

Professional investigation of all fraud that is detected

NHS counter fraud saff, including Local Counter Fraud
Specialists in health authorities and trusts, undergo professional
training accredited by Portsmouth University, to ensure thar all
investigations are carried out to a professional standard in a fair
and ﬂbjﬂ:ri‘-'l: manner. As of June 2002, almost 500 counrer
fraud staff have received this specialist training 1o become
Accredived Counter Fraud specialists. [t is expected thar all
Diirectors of Finance will have received training by the autumn
of 2002,

Sp@cialis[, pmfﬁsiuna] tminin.g 15 reinforced 'b-:,' gu:ida.m:\r in the
MHS Fraud and Currup{inn Manual issued to all aceradited
counter fraud specialists and Finance Directors.

Consistent use of appropriate legal action, sanctions and
redress

It is the policy of the NHS CFS to seek to combine the
application of disciplinary, civil and criminal sanctions where
fraud is found — to dismiss an employee or suspend or de-
register a professional, 1o obrain civil law orders to freeze assets
and recover funds and to impose a criminal sentence.

As at the end of March 2002 action has resulted in 115
successful prosecutions (a 99 per cent success record), with a
further 32 cases awaiting court hearings. A further 159 civil and
disciplinary cases had been successfully completed by this time
and there were 451 ongoing investigations.



The new Penalty Charge, introduced under The Health Act
199975 for patient evasion of NHS charges was implemented
with effect from 1 December 2000. The first penalty charges
were imposed in August 2001, As ar 31 January 2002, over
23,000 Penalty Notices had been issued to patients incorrectly
claiming exemption from prescription charges.

A key aspect of the NHS CFS's work has been to ensure that
fraud losses are recovered so that the resources can be spent an
patient care. By the end of November 2001, the level of
recoveries for 2001-02 were already running at five times the
figure for the whole of 1998-99 and a total of £9 million had
l&::ﬂ lm“:d.

Meeting targets and making savings
The end resule of all this work is to meer targers and make savings.

The frst two measurement exercises on patient prescription charge
fraud, ::l}mpming Egl.ln:s from 1998-1999 and 1999-2000,
indicare thar since the introduction of the strategy, losses in this
area have already been reduced by £48 million or around 41 per
cent, from £117 million to £69 million. This represents good
progress towards the first PSA targer of A 50 per cent reduction in
prescription charge evasion (compared to 1998 levels) by the end of
2002-03

On pharmaceurical contractor fraud, resuls of the baseline
measurement exercise in pharmaceutical services will be announced
in 2002. The results of the first ever optical patient and contractor
fraud measurement exercises will also be announced during 2002.
The dental patient and contractor fraud measurement exercises
have now been completed this data is being analysed and should
be available by the time this report is published.

The sccond PSA target concerned £15 million savings from action
on contractor fraud (representing £6 million in cash recoveries and
£9 million in prevention savings) ever the period 1999-2000 ro
202

To date £7.47 million has been recovered from action on
contractor fraud together with £9.3 million in prevention
savings, thereby meeting the target.

Wales

A partership has been esmblished between the National Assembly
for Wales and the NHS CFS to counter fraud and corruprion in
the NHS in Wales. A common strategy will now be implemented
across Wales and England. The strategy document for Wales was
published in September 2001, The Welsh NHS CFS Operational
Service team was in place by June 2001 and directions have been
issued to Welsh health bodies on countering fraud and coruption.
Fraud awareness presentations to Welsh health bodies were
completed in November 2001. Measurement exercises relating 1o
Wales are being developed and additional policy changes
considered, with policy support from within the NHS Counter
Fraud Service. For example, penalty charges were introduced in
Wales in September 2001,

Conclusion

2001-02 has seen major progress in countering fraud and
corruption in the NHS. A structure now exists, covering every part
of the NHS, which can take appropriate action. Significant resules
have already been achieved in reduced losses, a developing anti-
fraud culture, many prosecutions, and a big increase in recoveries.

2002-03 should see further progress.

Efficiency
NHS Efficiency
7.12  The Reference Costs 20017 publication details the

average cost across the MHS for a range of treatments and
procedures for the 2000-01 financial year. The publication gives
details of the unit costs from relatively straightforward rests such
as x-rays to more complex treatments such as lung transplants. It
also gives cost information for trearments carried our in the local
community including patients’ own homes,

This informarion now covers 83 per cent of annual expenditure
on hospital and community based health services. For the first time
some services have been provided by primary care trusts and these
are also covered. The 2001 publication covers £21 billion of NHS
expenditure compared to approximately £14 billion in 2000. It
includes a wider range of community-based services as well as
giving more derail on some specialist acute services in addition to
standard inpatient, day case, accident and emergency and
outpatient treatments and appointments.

With the increased coverage, reference costs have been used for the
setting of efficiency targers, This is only one strand in the overall
approach to WHS performance. There are a number of indicarors
used 1o assess overall performance that are detailed in the NHS Plan.

HCHS Cost Weighted Activity Index

Improvements in Hospital and Community Health Services
(HCHS) efficiency can be estimated by comparing the rate of
increase in both activity and resource inputs (expenditure). A faster
increase in activity than in expenditure, after allowing for
changes in input costs, constitures an efficiency gain.

Figure 7.7 shows the overall activity levels, which have increased
by approximately 32 per cent, in the ten year period berween
1989-90 and 1999-2000. Over the same period, HCHS
expendirure, expressed in volume terms (i.e. the cash increase given
to the WHS after allowing for inflation specific to the NHS),
increased by around 28 per cent.

The difference berween the two measures reflects the increase in
efficiency within the HCHS over the past ten years, in this case
3 per cent.

Expenditure in real terms (i.c. after allowing for GDP inflation)
increased by approximately 45 per cent over the ten year period from
1989-90, This is greater than the rise in overall HCHS actvity (32
per cent). This is due to a greater increase in expenditure over the
last few years in order to improve quality. This has, therefore, not
resulted in an increase in activity of the same magnitude.
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Figure 7.7: HCHS Cost Weighted Activity Index
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Unit Costs

Some data required for the 1999-2000 Programme Budget was not
available ar the necessary level of demil. For this reason,
estimations based on expenditure ratios at 1998-99 were used to
calculate the 1999-2000 expenditure, hence it is only possible to
compare unit costs up to 1998-99. Overall unit costs in the
hespital sector have rended ro rise in real rerms in the last ten years,
maost martkedly in Learning Disabilivies. However, the position
varies depending on the category of care being delivered. These
differences berween categories of care in 1993-99 has narrowed as
the cost of Learning Disability bed days has fallen. Figure 7.8
shows how unit costs have moved in real terms across the five
major categories of hospital inpatient care. In summary:

® inpatient care for geriatric patients shows falling unit costs as
reductions in length of stay, a shift towards day cases and other

cl'ﬁcii:nqr gains have been made; and,
® the cost of inpatient care for learning disability patients has
shown a marked decrease over the last year as the number of

inpatient bed days has risen.

Figure 7.8: Average unit costs by category of care 1989-
90 to 1999-2000 (Index 1989-90 = 100)
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Personal Social Services

Children’s Services Activity

7.13  Figure 7.9 gives a summary of Personal Social Services
for children and families.

Key points are thar:

® the number of children looked after by local authorities at any
time during the year was fairly constant from 1994-95 o 1998-
99, since when it has risen by 3 per ceng

® the number of care days provided per child has seeadily risen
over the years 1994-95 o 2000-01, and s now 16 per cent
higher than ar the beginning of the period;

® the number of children looked after ar 31 March has increased
to 58,900, however, the rate of increase is less marked than in
recent yoarsg

#® the proportion of children looked afrer aged under 10 has
shown a slight decrease compared with 1999-2000;

® there has been a small decrease in the percentage of children

looked after with three or more placements, 16 per cent in
2000-01 cnm],'mrﬂ:l with 18 per cene in 1999-2000;

Figure 7.9: Children Receiving Personal Social Services — A summary

Humbers and percentages
1994-95 1995-96 1996-97 1997-98 1998-99  1999-2000  2000-01
Number of chiddren looked after by local authorities 75,100 79,200 78,200 FH300 79,400 82,200 81,700
at any time during the year
Average number of care days provided per child 226 230 237 240 248 253 262
Children looked after by local authorities at 31 March 49,500 50,500 51,000 53 300 55,500 58,100 58,900
% aged under 10 7 39 40 42 43 43 42
% in foster care &5 65 65 &5 €5 65 &5
%% in children's homes 14 13 12 12 11 1 11
%% with three or more placements during year 0 2 20 20 19 18 15"
Registrations to child protection register during year 30,400 28,300 29,200 30,000 30,100 25,300 27,000
% whose reason was sexual abuse 24 22 F il 20 19 17 16
% that were re-registrations 16 18 19 149 15 14 14
All adoptions during year 5,500 5,400 4, 600 &, D00 4,400 4,800 4,500
adopted from cane 2,000 1,900 1,900 2,100 2,200 2,700 3,100
1 Preeevivonal
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® the number of children placed on the child protection register  Adults’ Services Activity
during 2000-01 has fallen by 8 per cent since 19992000 and 7 14

Figure 7.10 gives a summary of Personal Social Services
by 11 per cent since 1994-95; and, o ; e

provided to adults. Adules” services include all services provided o

Bt e hax heen: further increase in- e number of chddien individuals aged 18 or over. The users range from those who have
adopted from care with 3,100 ‘looked after children’ adopred just reached adulthood o the most elderly of the popularion,
in 2000-01, an increase of nearly 40 per cent over 1998-99,

Figure 7.10: Adults receiving Personal Social Services = A Summary

Humbers, percentages and rates
1993.94 1994-35 1995-96 1996-57 1997-38  1998-33 1399-2000 2000-01™

All adults aged 18 or over

Households receiving home cane 514,600 538500 512400 491,100 479100 447200 424 000 398 000
of which, percentage receiving fairly mtensive home care'"! 12 15 21 5 28 a3k 34 36
of which, percentage receiving intensive home care™ 12 15 16 18

People supported in residential care 119,200 137500 153,200 170,300 176500 181,200 185200 133,500

People supported in nursing care 25200 43,200 57,200 66,100 72,5900 73,500 73, 900" 71,800

People aged 18-64

with physicalfsensary disabilities

helped to live at home per 1000 pop™ 2.2 23 20

helped to live at home per 1000 pop™ 15 I 3.7

supparted in résidential care 6,300 F.100 5,700 7,200 5,900 5,900 6, 200 6,100

supported in nursing care 1,500 2,300 2,700 3,200 2,800 3,200 3,400 3,400
with mental health problems

helped to live at home per 1000 pop™ 1.2 1.2 1.2

helped to live at home per 1000 pop™ 1.7 2.2 2.6

supported in residential care 4200 5200 6500 2 6300 7900 8,700 300 9,200

supported in nursing care 270 00 850 1,130 1,370 1.500 1,620 1,720
with learing disabilities

helped to live at home per 1000 pop™ 23 22 22

helped to live at home per 1000 pop™ 23 23K 24

supported in residential care 17,500 20,300 22,2000 24,800 25 100 26,900 28 300 28,600

supported in nursing care 190 300 &40 B0 930 930 1010 990
in other groups

supported in residential cane 1,400 1,800 1,700 2,100 2,300 2,000 1,800 1,700

Supported in nursing cane 140 150 220 280 340 300 280 270
People aged 65 or over

helped to Eve at home per 1000 pop™! 83 g1 71

helped to live at home per 1000 pop™ a2 B5" B4

supported in residential care B9800 103,100 116100 129400 135300 137,800  140.100° 138,100

supported in nUrSng cang 23100 39900 52 200 &0.800 67,500 &7 500 &7, 600% 65,500

Care in own homes comes from g sunvey week, care in residential/nursing homes is af 21 March.

1 Intensive ic defined here as receiving mare than 5 howrs of home care and 6 or move visits during a sunvey week in September/Oclober,

14 Intensive is defined here a5 receiving more than 10 howrs of home care and & or more visits during a sunety wiek in September/October

2 Helped to live at home by means of home care, day care and meals services. This is an Audit Cormission (ndicator. For 1997-98 and earlier years
England figures are based on an pnweighted average of authority figures,

3 Helped fo live at home by means of any service recorded on Referrals, Assessments and Packages of Care (RAP) return P25. This inclides planned short
term breaks, direct payments, professional supporl, transport and equipment and adaptations as well as home care, day cave and meals services. Data for
1998-99 on this basis are estimated as are data for 1999-2000 for around a quarter of the 150 local authosities.

4 The tofal number of households is cfculated differently for 2000-07 U Y Previous e,

R = Figure hras been revised.
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Key points are that:

® the largest group of adult users of social services is people aged

65 or over, nl[hm:gh among younger adulez other groups
rccu;-ix'ing services include pccrpl-c with |:.1m'mg disabilities,
people with physical or sensory disabilities and people with
mental health problems;

the number of households receiving care in their own homes
continues to fall, and the proportion of these households
receiving “fairly intensive’ home care continues to increase (as
the toral number of contact hours of home care increases). There
is also evidence thar in 2000-01 there were more people helped
to live ar home by means of services wider than home care;

around 72,100 households (18 per cent of houscholds received
intensive home help/home care in 2000 defined as more than
10 contact hours and 6 or more visits during the week). This
represents a 5 per cent increase of the 1999 figure of 68,700;
and,

except for the latest year the number of people supported by
councils in residential or nursing care has continued to
increase following the implementation of Community Care in
1993, when councils ook over responsibility which had
previously been shared with the Department for Social
Secunity. In particular, councils had not previously been able to

support people in nursing care.

ON THE GROUMND:

After revizing admission and discharge policies and developing a
link working system with social services, East Kent Communify no
longer has a waiting list for outpatient appointments in older
people’s senvices. Before, there was a 24-week wait.

At Winchester and Eastleigh Healthcare NHS Trust a Preventing
Dependency Team s offering patients shorf-term inlensive
rehabilitation support in their own homes rather tham in hospital,
intervention by the team is rapid so allowing the patient to either
leave hospital earfier than normal or to prevent then being
admitted to hospital at all. The team comprises nurses, physios,
cccupational therapists, rehabilitation assistants and care
managers. The team is now expanding to help more palients. As
part of the move towards single assessment, the feam is already
setting short-term plans combining rehabilitiation and social care,
with a maximum of four visils a day to the patient’s home.

P55 Performance and Performance Assessment

7.15  The PSS performance assessment system is designed to
improve the services people receive by:

® helping councils to develop their own performance management

arrangements, compare their performance with others and make
a contribution to the Government’s objectives and priorities by
improving their own performance;

® ensuring that councils work effectively with the NHS, other

local government departments and exvernal agencies;

® assessing councils’ progress in implementing the Government's
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policies for social care, in meeting national targets and in
achieving best value;

® identifying councils thar are performing poorly and ensuring
that they eake action to improve; and,

® providing service users and the general public with readily
understandable information about the performance of their

council.

The White Paper Modernising Social Serviced™” set out new
arrangements to assess the performance of cach couneil with social
services responsibilities within the wider Best Value regime
which applic:. to all local government services (see box).
Performance assessment pu"s mgﬂ:rh:r informarion from a
number of sources to provide a comprehensive overview of the
performance of each council:

® Performance Data ~ the 50 performance indicarors associated
with the PSS Performance Assessment Framework (PAF)
provide an overview of performance at the year end.
Performance indicators allow direct comparison berween
councils over rime and allow targets 1o be ser and monitored.
The new banding presentation introduced for 1999-2000 allows
this to be done more easily. A subser of these indicavors are also
Best Value performance indicarors, However indicators only
indicate, and information from the following sources is
required to get a rounded picture;

® Evaluation — in-depth 551 inspections of the quality aspects of
social services and 851/ Audit Commission Joint Reviews of the
performance of all the council’s social services responsibilities.
The S51 will carry our at least three inspections of every council
in each five year period (one on child care, one on services for
older people or on mental health services, and another on a
priority policy area). The Joint Review Team will visic each
council once every five years; and,

® Monitoring — the 551 regions are in frequent contact with
councils and moniter progress in achieving national objectives
and rargets twice a year. They also follow up concerns arising
from performance indicavors, inspections and joint reviews.

BEST VALUE

The duty of Best Value — o deliver services to clear standards
covering both cost and quality, by the most effective, economic
and efficient means available — is included in the Local
Government Act 1999, It came into force on 1 April 2000 for
all local government services, including social services.

The aim of the Best Value process is to secure continuous
improvements in performance, and to deliver services that bear
comparison to the best. Councils must review their services over
a five year period and demonstrate that they have taken into
account the four ‘C’s' = Challenge, Compare, Consult,
Compete. They must also produce annual performance plans.

The five P55 PAF performance domains (which are also the Best



Value domains) are used as an organising framework for all this
information (see diagram). This helps the Department each year
to collate all the available informarion and assess the overall
performance of each council. 551 regions use this evidence to carry
out annual review meetings with councils where priorities for
improvement are discussed and actions agreed, and to advise
external auditors on the signing off of Best Value Performance
Plans.

In addition, from Spring 2002 an additonal outpur of the
performance assessment process will be performance 'star’ ratings
for each council. 51 regions, having assessed all the available
evidence, will categorise current performance and prospects for
improvement on four point scales. This will be done separately for
adult and children services. These judgements will then be
combined into an overall rating of zero to three stars, which will
allow the general public and service users to know, for the first
time, whatr S5I's view of their council’s social services is. This
presentation is already familiar from the star rating introduced for
INHS trusts in Seprember 2001,

PERFORMANCE ASSESSMENT FRAMEWORK
DOMAINS
national priorities and strategic objectives

cost and efficiency
effectiveness of service delivery and outcomes
quality of services for users and carers fair access

i

PERFORMANCE #EVP«LUATIGH*MGNITGHIHG
DATA — :
Performance S5] indpections 551 regonal
Adisiment = and S51/AC joint monitoring of
Framework ] TEviews, progress in
indicators and B8 551 region achieving
othir relevant Tellows up on national
bocal and action plans objectives and
national data, targets.

-
i

Onerall assessment of performance

. -
e . [}
" e -
- o A i

Annual Review Meeting between council and

551 region
Performance letter to councll summarises
performance and annual review discussion

| _ceealaaalel

551 region decides overall ‘star’ rating based on
the available evidence

iy
Star ratings published after consistency checking
averseen by Chief Inspector

| =i

Recent Performance

In May 2002 the first social services performance ‘star’ ratings were
published. These presented each council's performance on social
services as from zero to three stars, just as NHS performance
ratings had previously done for NHS rrusts. The social services star

| ratings are based on an overall assessment of all the available

| evidence from performance indicators, inspections and monitoring,

The Social Services Inspectorate came to a judgement for each
council as to current performance on children’s services and adult
services, and also on their prospects for improvement for cach of
these. These in turn were combined into the single overall rating

E.'Lght councils received chree sears, the best rating, and a further
50 received owo stars also slmwing gm:rd pl:rfﬂrm:ln.u:. These
councils were spread across the country, showing that councils of
all types are able to achieve good performance. Most councils (82)
received one stan and ten councils received zero stars. These
councils are on '5|:¢::ia| MEASLres , meaning that the Social
Services Inspectorate monitor their p:rfnrm:m:: intensively and
agree with the council a p-:-rF‘::rmrmct: improvement plan.

The ratings show thar performance is likely to improve. Almost
seven in ten (69%) were judged w have good or excellent prospects
for improvement. Even ar the one star level more than half of
councils had good or excellent prospects.

In general, the judgements for children’s services were better than

ﬁ::r Ildlth' _‘i'l.'l.'\"ii.'t"ln

The performance star ratings are consistent with the vanious sources
of performance evidence, because all thar evidence is used o
inform the stars. The evidence comes from:

® Various inspections, for the most part summarised (alongside
ather pcrfarm:tnc-l: information) in the Chief |“5F.,:,;m|’;
annual report Modern Social Services = a commitment 1o deliver
{Auguse 2001 %;

® The performance indicators published in Ocrober 2001 in
Social Services Performance Awessment Framework Indicators,
2000-20017%: and,

® Monitoring information from Autumn 2001.

The Chief Inspector’s annual report noted the following key
messages on performance:

® Despite clear evidence of commitment from all councils o
modernisation, progress is slow in many areas of service
delivery;

® Obstacles ro improvement exist, such as recruitment and

retention of appropriately qualified staff, these are getting in the
way of achieving the national objectives for the service;

® Whilst there is positive improvement in joint work between
councils and the NHS, there is some way to go before the
integrated services envisaged in the NHS Plan are realised; and,

® The concerns about social services in London, especially in
children’s social services.

The performance indicators, published since that report, paint a
similar picture of progress that is not consistent across the
COUntry:

® Aran England level there was an improvement in performance
for the second year running (of the indicators thar can be
compared, 18 showed an improvement between 1999-2000 and
2000-01, 3 worsened and 2 remained ar their previously high
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® Performance still varies between councils for many of the
indicarors bur the variation reduced for the second successive
year; and,

® Dara quality improved bur there is room for further
improvement.

The messages from the Autumn 2001 menitoring round are
consistent with the above, in that improvements are happening but
often slowly:

® On children's services, inspectors judged that 51 per cent of
councils were making some progress, bur only 39 per cent were
making significant progress; and,

® On adult services, inspectors judged that 55 per cent of councils
were making some progress, with 42 per cent making significant
progress,

In more detail, the following messages are drawn from monitoring
and indicator informarion.

® Steady progress has been made towards a number of
objectives, especially those concerned with stability of
placements for looked after children, and aspects of child
protection.

® However review procedures for child protection cases need
to improve further as only 25 per cent of councils reviewed
all their cases and one in eight reviews did not take place
when it should.

® Indicators on life chances for looked after children continue
to cause concern. The number of children leaving care with
at least one GCSE increased from 31 per cent to 37 per cent,
below the targer of 50 per cent for 2000-01. Looked afrer
children are three rimes as likely ro receive a final warning or
conviction than children in general, and no consistent
improvement is forecast by councils.

® Councils and their partner agencies are progressing a wide
range of service initiatives to deliver reductions in teenage
Pregnancy.

® There was a further large increase in the proportion of looked
after children adopred. Sinece the Quality Protects initiative
began in 1998-99 the number has increased by almose 40 per
cent, to 3,100 in 2000-01. However, there are more
children waiting to be adopted than there are approved
adopters waiting for a match;

® a quarter of looked after children are placed ourside their
council area, and half of these are placed 20 miles or more
outside. Councils are pla.nnin.g to reduce this number l:i"l,r 25
per cent by 2003-04.
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® there is some success in promoting independence, with the
numbers of people helped 1o live at home rising slowly, and
the numbers of people entering residential care falling.

® The extension of Direct Payments o older people has
accelerared rapidly since Aurumn 2000, although overall

numbers remain small.

® The proportion of discharges from hospital thar were
delayed fell slightly to 11.3 per cent, just above the rarget of
11 per cent. The most frequent causes of delay are wairts for

residential or nursing home placements or for public
funding.

® There are signs of continuing difficulty in establishing
effective parrn:rships with NHS bodies as a resule of
continued local reorganisation, although these are seen
mainly as temporary setbacks. Two indicators ar the
interface berween health and social services show targets
either mer {emergency admissions of older people) or
progress being made towards rarger (emergency psychiaeric
re-admissions).

® 2 high proportion of users (84 per cent) said that they got
help quickly, with the figure reaching over 90 per cent for
one fifth of councils.

® a third of users placed for residential drug misuse
rehabilitation programmes fail ro complete.

Further information can be found arc: mﬂﬂhgﬂ,jﬂs{pﬁmjmgﬁ

Efficiency in Social Services

7.6 The Public Service Agreement (PSA) includes a target
achieve efficiency and other value for money gains equivalent to 2 per
cent of gross PSS expenditure for 1999-2000 and 2000-01 and 3 per
cent in 2001-02" Similarly the Service Delivery Agreement
(SDA) underpinning the PSA includes an expectation thar there
will be year-on-year efficiency gains of 2.5 per cent in future.

The available evidence shows that the national efficiency rarget was
missed but only by a very small margin. The estimarted efficiency
gains for the three years of the PSA targets were 2.1 per cent, 2.3
per cent and 2.5 per cent. This means thar the rotal estimared
efficiency gain for the PSA period was 7.1 per cent, compared with
the toral rarget for the three years of 7.2 per cent.

Efficiency gains are achieved where:

® The same services are provided and the same outcomes |

achieved for less cost;

& Berer services are pm'.'idcd and better ourcomes are achieved
for the same cost; and,




# Better services ane prm-'id.a.l and better outcomes are achieved
for more cost, where the improved outcomes more than
justified the additional cost.

The Performance Assessment System aims to drive improvements
in efficiency in the following ways:
® one of the five domains of performance is cost and efficiency,

recognising thar this is one of the important aspects of
performance in general;

# the owice ].rrarl}' mullit:}rjng CNEICISes Capurne evidence of local
initiatives to improve efficiency, both to demonstrate efficiency
improvements and allow the spread of best practice; and,

® Further work is to be undertaken to develop new measures of
cost effectiveness, covering cost together with quality and
OUICOIMmes.

Future developments

The introduction of performance ‘star’ rarings has been mentioned
above. In addition there are a number of other developmennts
coming,

# The P55 Performance Fund will incentivise local purﬁ:lnﬁallcu

improvement, with every council getting their fair share bur the
freedom to use the fund dependent on the star rating;

® Orther ‘freedoms’ will be developed that will be dependent on
star rating, which may include for example a lighter rouch
inspection regime;

® There will be a reduction in the number of plans that councils
are required to submit to the Department of Health; and,

® The local government white paper, Strong Local Leadership—
Quality Public Services™ ", picks up on many of these themes
and extends them to all local government services.

The performance indicators will continue to be developed via a
PSS PAF Development Group, which includes council
representatives.
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8. Managing the
Department of Health

THIS CHAPTER COVERS:

8.1 RUNNING COSTS AND STAFFING TABLES

B2 NON-DEPARTMENTAL PUBLIC BODIES (MDPBs)
NHS BODIES AND AGENCIES

8.3 PUBLIC APPOINTMENTS

B.4 RECRUITMENT

8.5 SENIOR CIVIL SERVICE SALARIES

8.0 A HEALTHIER WOREPLACE

8.7 ACCOMMODATION

8.8 THE ENMVIRONMENT

Running Costs and Staffing Tables

8.1 The Dlepartment comprises 11 directorates dealing
with various aspects of the urguniﬁ:ﬂi:uu's work Ifi:.g. E’u]ir_'.', MNHS
Human Resources, and Public Health & Clinical Quality) and 8
regional offices. Directors, inu:hl:ling Rn:gi:m:]l Directors, report to
the Chief Executive/Permanent Secrerary. External and Corporate
Affairs Directorate provides the support infrastructure required by

Figure 8.1: Department of Health Administration Costs

1998-59
outturm
Gross Administration Cosls:
Payhil 140
Other 168
Total gross administration costs 208
Related administration cost receipts -11
Total net administration costs 298
of which
Departmental Expenditure Limit (DEL) 277
Man-cash AME 21
Total Met Administration Costs by activity
Central department 268
Medical Devices Agency 6
NHS Pensions Agency ™ 19
NHS Purchasing and Supply Agency ™™ 0
Youth Treatment Service ™ 4
Total Met Administration Costs 97
Controls and limits
Administration Costs limits for gross controlled areas
Central department 255
Medscal Dewvices Agency 10
NHS Pensions Agency 18
MHS Purchasing and Supply Agency o
Youth Treatment Service 4
Total administration Costs limits for gross controlled areas 287

1 A Mext Steps Executive Agendy
2 These figures ave included in the Department of Heallh fgures abowve,

Ministers, the Chief Executive/Permanent Secrerary and other

directorates.

The provisions for the administration of the Department appear,
for past years, in Annex A of the 2001-02 Departmental
Report™ ! and, for 2002-03, they form part of the Request for
Resources 2 in the 2002-03 Main Eximare™ ¥, As part of the 2000
Spending Review, the Department agreed with Treasury a profile
of administration costs over the period 2001-02 to 2003-04 which
is level in real terms compared o 2000-01.

The Department continues to manage its resources within the
bounds set by the Spending Reviews. Derailed intormarion on
Departmental administration costs is given in Figure 8.1
[nformanon on 5taﬂ3ng levels is |J:ruvid|.-d in Figum 3.1

No maladministration payments were made in 2001.

Non-Departmental Public Bodies (NDPEBs),
NHS Bodies and Agencies

8.2 The Departments quangos are all operating under
measures introduced by the Government in 1998%% designed
to increase public accountability and confidence in these
bodies. The Department’s executive NDPBs have members’
codes, published registers of interests and Internet sites.
Where practicable and appropriate they are also holding open
meetings; summary reports of meetings are published on
Interner sites, in annual reports or press releases where
possible. Executive NDPBs undergo formal reviews at least

£ million
1999-00 2000-01 2001-02 2002-03  2003-04
outium autturm estimated Plan Plan
outturn
148 168 175
162 166 169
10 334 344 347 360
-5 7 -5 13 =11
278 327 336 334 345
48 09 317 313 323
20 28 19 21 26
277 277 290 288 305
7 i i B B
17 20 20 19 16
(1] 18 18 13 20
4 5 0 0 o
305 327 335 334 349
260 254 273 T2
7 7 B 8
17 20 19 19
i 18 19 19
4 5 1] a
289 304 318 319
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Figure 8.2: Staff Numbers

Staff-years
1995-96 1996-97 1997-98 1593-99 1009.00  2000-01 2001-02 2002-03 2003-04
outturn  outturn  outfumn  gutturn outturn  outtum estimated plan plan
Department of Health (Gross Control Area)
Civil Servants (full-time equivalents) 3,801 4,309 4,051 4081 4,200 4,448 4,636 4,243 4,218
Creertime 43 40 40 40 40 0 1] (1] (1]
Casuals 239 137 116 ag 1M a3 i | (13 &6
Tatal 4,083 4,486 4,247 4.2119 434 4,511 4,715 4,309 4,284
MHS Estates Agency (Net Control Area)™
Civil Servants (full-time equivalents) 101 138 142 236 263 08 427 143 143
Overtime 2 o L] 0 L] 0 0 0 o
Casuals 1 1 F [ J 20 B 17 17
Total 104 139 144 242 270 326 435 161 160
Medicines Control Agency ™
Civil Sepvants (full-time egubsalents) 356 378 412 492 450 436 574 574 574
Total Department of Health 4,543 5,003 4,804 4,953 5,101 5273 5,724 5,043 5018

1 The NH5 Estates Agency became a frading fund on T April 1999,
2 The Medicines Control Agency became a trading fund on 7 Apwil 78593,

every five years which assess fundamental issues such as the
need for the body, its current status and its performance. As
customer for these reviews, the Department follows Cabinet
Office guidance™ " on their conduct. The Department’s
emerging infectious disease strategy proposes new health
protection arrangements which are likely to involve changes
to the pattern of the Depariment’s execurive NDIPBs.

The Department’s approach to the management of the
pcri‘hrm;mcu: of its arm’s length bodies (NDIPBs, Agencies and
special health authorities) is continuing to develop and aims
both to strengthen and mainrain working relationships with
these bodies and 1o ensure thar each has a comprehensive
p:;rFurmam;.: management framework in |J].1.L'1:. This imvolves
E'III.'L'I.I'_'[LH'I'I:] impnn‘::mfntr., ﬂ'lili.l'll}' in tl'I.L' FUT]"['I UF Euidaﬂfﬂ
which is available both to the bodies themselves and their
sponsor branches within the Department, The guidance
promotes sound management n:n:hniqm:s, and now also
requires these bodies to consider their work programme from
the perspective of contributing to the achievement of the NHS

Plan. A senior departmental sponsor has been appointed for

each body. Although supported by the sponsor Branch, the

senior sponsors remain directly responsible for ensuring that
each body is performing well and that proper systems are in
place for monitoring performance and assessing achievement.

For the future, this approach will concentrate on the

performance management of arm’s length bodies. The

Department’s new internal corporate development initiarive

will further strengthen these moves.

The Diepartment has five executive Agencies:

® The Medical Devices Agency (MDA) — the MDA is widely
regarded as a world leader in its feld;

#® The Medicines Control Agency (MCA) = the MCA 5 also
regarded as a world leader in its field and continues to play a
major role in the development of public health and Brirain's
pharmaceutical industry;

® MHS Estates (NHSE) — f‘nl!nwing 3 fluinquq:nniﬂl review in
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2000, the Agency's strategic focus on the NHS Plan has been
reinforced. The Agency will shortly be procuring a private
sector partner for its trading arm;

® NHS Pensions Agency (MNHS5PA) — work has been
completed to implement recommendations from a five
yearly review, in particular procurement of a private sector
P{Il’{l"ld:r (183 mnrrm:mris: II.'II'.' AE{!J’LE_‘F‘S NOn-=-Corc 5’L'E\'jl.1.'5-i E.I.'IE.L

® NHS Purchasing and Supply Agency (MHSP&SA) -
established on 1 J’Lpril 2000, the Agency 1s mudurnising and
improving the performance of the NHS purchasing and
supph.’ system and will in time become the centre of
expertise on purchasing and supply for the NHS. The
Agency is also a leading player in e-commerce in the NHS.

The relationship berween the Department and its Agencies is
set out in the relevant Framework Documents which are
available from the Agencies. Further derails abour the
management of the Agencies can be found in Annex B.

Public Appointments

8.3 All appointments to NHS bodies, Executive NDPBs
and Advisory NDIPBs which are span_mrﬂ:l by the Department
are made according to a Code of Practice laid down by the
Commissioner for Public Appointments. The Code requires
that all appointments are made on merit, after an open and
transparent recruitment and selection process involving
independent assessors.

Appointments o the boards of MHS Trusts, Health Authorities
and Primary Care Trusts are now undertaken by the NHS
Appointments Commission. The Commission was established
as a Special Health Authority on 1 April 2001. It is chaired by
Sir William Wells, who is supported by eight Regional
Commissioners. The Secretary of Stare determines the criteria
against which all candidares are judged by the Commission, as
well as setring equal opportunities goals and objectives to
ensure that NHS boards are representative of the communities
tht:}r serve. This aparr, he no J.ungcr has any direct role in the




appointments process to local NHS boards.

Progress has been maintained in improving the gender and ethnic
balance of the boards for which the Drepartment is lﬁpﬂ!‘lﬁil‘.llﬂ., a5
well as increasing the recruitment of disabled people. As ar
1 January 2002, the position was as follows:

Figure 8.3: Public Appointments Sponsored by the
Department at 1 January 2002

 Type of Body it 3

Chairs  Members  Total
Health Autherities a4 477 566
NHS Trusts 299 1,503 1,802
Primary Care Trusts 188 B3 1011
Special Health Autharities 17 261 278
Advisory Mon-Departmental Public Bodies 22 339 381
Executive Non-Departmental Pubdic Bodies 3 104 1132
Other Public Bodses 2 14 16
Total 626 3521 4147

The Department is responsible for public appointments to a wide
range of bodies, as detailed in Figure 8.3

More comprehensive information on appointments made to
individual bodies is included in the Department’s Public
Appointments Annual Report, a copy of which can be obtained
from:

Department of Health
Public Appointments Unit
HRD-HRB

Cuarry House

Quarry Hill

Leeds

L52 7UE

Tel: 0113 254 6348
Email: christine.lLhope@doh.gsi.gov.uk

Figure 8.4: Public Appointments - Progress by Gender
and Ethnic Balance

NHS Trusts,  Special Health
Health Authorities Authorities and

| LS wrop

% boand members who are womdn 48.80 38.10
% chairs who are women 4130 168"
% board members from ethnic minoritics 12.10 15.70
% board members who are disabled 370 2,80

* Alwo includes vice chairs.

Recruitment

8.4 Until 1 October 2001 external recruitment was centrally

managed within Personnel/HR sections of the Agencies and
Regional Offices. After thar date responsibility was devolved from
the central personnel function o HR sections within Directorares.
Procedures for recruitment by Agencies and Regional Offices

remain the same. Well-established systems are in place to ensure
that all external recruiement is carried out on the basis of fair and
O COMPLTiton and iz in accordance with the Provisions of the
Croil Service Commissioners” Recruitment Code. The Department
introduced recruitment conerols on 3 December 2001, This
invalved the introduction of a revised pmcr_'rjun: for ﬁ||ing posis
and was designed to support financial control of administrative
expenditure, and critically to supporr colleagues whose posts may
be displaced by organisational change. These controls will remain
in place until 30 June 2002 in the first instance.

The number of successful candidares in external comperitions is
shown in Figure 8.5 (overleaf) and, as required by the Code, gives
the number of women, ethnic minorities and disabled people
successful at each level. The figures include the following
permitted exceprions:

& 02 secondments;

® 2 short term senior appointments where highly specialised skills

l:rluin:d: and,

® 93 conversions of Fixed Term and Casual appoiniments o
Permancmey;

The review of the internal selection mechanism for non-Senior
Civil Service staff is now complete and Fairer Job Specific
Selection rolled out across the Department on 7 January 2002, The
new procedures have been endorsed by the Departmental Board
and the Change Management Group and have been agreed by the
Diepartmental Trade Union Side. Fairer Job Specific Selection has
been designed as part of the Departmental review and links closely
with the New Understanding and Diversity Action Plans. It also
reflects the most recent employment law changes and best

practice.

Senior Civil Service Salaries
8.5 Dietails of Senior Civil Service salaries in the Department

of Health are given in Figure 8.6.

Figure 8.6: Salaries in the Department of Health for
Senior Civil Service staff in post as at 1 April 2001

Payband (per annum) Mumber of Staff
£40,000 - £44,999 4
£45,000 - £49 599 15
£50,000 = £54 909 &0
£55 000 = £50 999 52
60,000 - £64,999 76
£65,000 - £659,599 75
£70,000 - £74,999 34
£75,000 - £79,999 25
£80,000 = £34,999 26
£85,000 = £89,999 13
£90,000 - £94,599 20
£95 000 - £9% 959 7
Crver £100,000 30
Total 437
81
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A Healthier Workplace

8.6 The Department remains committed to achieving its
targets agreed lase year with Cabinet Office and the Treasury for
reducing its levels of sickness absence as part of a Civil Service-wide

iniriative.

The Department continues to meet its legal obligations to
safeguard the health and safety of it staff and in 2000.01
appointed a new occupational health supplier to help manage its

sickness absence.

New guidance is currently being developed for managers and staff
on how to manage sickness absence. This will emphasise key
actions to be taken and will aim to reinforce good practice
throughout the Department. It will provide greater clarity on
respective roles and responsibilities for managers and individual

members of staff in relation to managing attendance.

Work is also hcing undertaken to look at a range D‘Fman:rgcmfnt

information systems including information on sickness absence.

Accommodation

8.7 There has been no significant change to Departmental
buildings during the year. All the main Departmental buildings
continue 1o operate at or near capacity with the Vieroria Climbie
Inguiry making cost effective use of the space vacated by parts of
the Food Standards Agency on their move to their new
headquarters building. The Shiffing the Balance of Power initiative
will result in a major reduction of the Departments buildings
outside London and Leeds and plans are being put in place for the

tfispma] of the n::iu]ting surplus property.

The Environment

8.8 The Department continues to raise the profile of its
sustainable development strategy in line with Government policy
(see Chapter 2, section 2.14). This strategy is wide-ranging,
encompassing sustainable development, environmental appraisal
and operational environmental management, building on work
undertaken to identify significant environmental impacts and the
development of strategics to improve the Department’s

environmental performance.

A review of the Deparement’s policy on Environmental
Management, including waste and energy management has
continued in the programme of re-tendering support services.
Provision for mecting {and i::c-ncding} the l]:pa:r:m:m"s wasic
target has successfully been incorporated into the new cleaning and
waste CoOntract {ﬁpn'] 2001) and imprm’cd energy and emissions
management from June 2001. The Department has introduced the
purchase of 100 per cent renewable ‘green’ electricity in five of irs
London Estate buildings from November 2001, exceeding the
5 per cent targer. This energy is Climare Change Levy (CCL)
exempt. Environmenral aspects are a mandatory element of any
contract being re-tendered. The Department actively continues w
pursue EM3 accreditation under 150 14001,

The Department’s official environmental contaces are Martin
Chaplin, Head of Contract Management (operational), 020 7972
5749, and Marjorie Thorburn, Sustainable Development Team
(policy), 020 7972 5158.

Figure 8.5: Recruitment into the Department of Health, 2001

Total
Permanent Staff joining during 2001 who are still
employed by the Department of Health
Senior Chvl Service 24
Fast 5tream 21
Posts at former UGS and below G5
Total 703
Permanent Staff joining during 2001 whao are no longer
employed by the Department of Health
Senior Chal Service 8
Fast Stream i
Posts at former UGS and bebow 254
Total 262
All Permanent Staff joining during 2001
Senior Chal Service 32
Fist Stream 21
Posts at former UGS and below 912
Total G565
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Mile Female Ethnic  Disabled
Minorities
15 9 (1] (i}
9 12 (1] i}
225 398 1 4
249 415 | 4
3 1 (1] 4
i} (1] 1] (1]
44 82 2 126
47 83 2 130
18 10 (i} 4
9 12 [} (1]
269 480 33 130
296 502 a3 134










ANNEX A2

Department of Health Resource Budget

' £ million
1998-99°""  1955.00  2000-01 2001-02  2002-03  2003-047
outtum oubturm outtum  estimated plan plan
L1 outturn
Consumer of Resources by activity
National Health Service (MHS) 39,754 41,313 a4 374 50,300 53,958 58,857
of which
Hospital and Community Health Services 34,879 36,269 35,154 45,144 49,329 52,542
of which
Health Authorities unified budgzet and central allocations
and grants to bocal authorities 34,879 36,269 39,154 45,144 49,323 52,542
Family Health Services 4,323 4,237 4,337 4,157 3,650 5,176
of wihich:
General dental services 1,004 1,060 1,097 1,165 1,170 not avadlable
General medical senvices 2,212 2,458 2479 2221 1,700 not avadable
General ophthalmic sendces 236 286 290 301 305 not available
Fharmaceutical services 1,113 BO3 B55 877 903 not avalable
Frescription charges income =343 371 <384 407 -428 not available
Central Health and Miscellaneous Services 396 498 558 45 624 670
of which
Welfare Foods DEL 295 104 106 106 120 120
EEA Medical Costs 62 137 164 197 200 241
Other Central Health and Miscellancouws Services 163 259 289 342 304 309
Departmental Administration including agencies 296 310 324 354 355 370
Persenal Social Services (PSS) 1 631 654 1,062 1.927 2,194
of which
Personal Social Services 32 34 43 [3] 191 193
Local Authority personal social services grants 679 Ea7 &10 993 1.736 2,001
of wiich
Training Support programme for social services staff 35 39 43 4B 58 70
Crants for adults 618 436 ER 558 1.173 1,223
Grants far children 26 122 120 386 456 (=]
Grants funded from the invest (o save fund 0 0 2 1 0 i)
Performance fund 0 i} 0 1] 50 100
Pensions
of which
MHS - Superannuations — E&W 623 455 522 172 50 -&1
Total Department of Health Resource Budget 41,128 42 400 45 S50 51,535 55.834 61,000
of which
Departmental Expenditure Limit (CEL) 38,242 39,939 43,506 48,724 53,268 58,358
Mon-cash items in AME 2,263 2,005 1,532 2.638 2,616 2,694
of which
Depreciation 155 365 398 432 333 402
Cost of Capital Charges 1,346 1,408 1,259 1,138 1,266 1,468
Changes in provigons & Other changes 763 232 -135 1,068 107 B24
Other spending in AME { NH5 Pensions) 623 455 522 172 -50 -51

1 Figures for 1998-99 are taken from the Department's 7998-99 Resource Account which did not record information on resource consummption for all
Bodies within the Respurce Budgeting boundane Figures for 1998-98 shouwld therefore ot be companed with those for later years a5 data may be
incornplete or not available.

2 From 2003-04 budgets are set on a stage 2 resowrce budgeting basis. These stage 7 resource budgeting figures are therefore indicative for that year and
include Budget 2002 additions on a stage 7 resource budgeting basis

3 Figures may not sum dwe to roumding
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ANNEX A4

United Kingdom

National Health Service — By Area of Expenditure (resources)

£ million
'E 1593-00 2000-01 2001-02 2002-03  2003-047
outtum outturn  estimated plan plan
outtum

Departmental Programmes In
Departmental Expenditure Limits
Mational Health Service Hospitals
community health, family health (discretionary) and related
services and NHS trusts
Current expenditure
Ciross 44,089 48,323 53.982 58,849 63,171
Charges and receipts -2,064 -2,170 -2,179 2,340 -2.499
et 42,025 46,153 51,803 56,509 B0.672
Capital expenditure’?
Gross ) 1,978 2353 26096 3175 3.656
Charges and receipts 755 -764 581 -3659 -284
Met 1,223 1,589 2145 2,806 3372
Taotal
Grass 46,067 50,676 56,678 62 034 G826
Charges and receipts -1.819 -2.934 -2, 720 2,700 2,783
Net 43,248 47 T4z 535948 59,315 B4, 042
HWational Health &le health
services (non-discreti
Current expanditure
Ciross 6,137 6,358 &, 260 5,889 7.589
Charges and receipts -00F =952 =1,001 =1,005 =1,007
et 5,230 5 406 5 255 4,885 6,583
Central health and miscellaneous services'
Current expenditure
Gross 1.185 1,212 1,446 1.515 1.597
Charges and receipts -156 -138 -180 -127 -134
Hit 1025 1.073 1,266 1.288 1,463
Capital expenditure
Gross 40 34 46 34 31
Charges and receipts -3 =l ] # #
Met 37 Eq 46 i4 31
Total
Gross 1225 1,246 1,491 1.549 1,628
Charges and receipts =159 -142 180 =127 -134
Mt 1,066 1,104 1311 1,422 1,454
Total National Health Service
Current expenditure
Gross 51411 55,892 1,687 G 254 72358
Charges and receipts -3,126 -3,260 -3,360 -3,471 -3,640
Maed 48, 284 52,632 58,327 62,782 6B, 718
Capital expenditure
Gross 2,018 2387 2742 3,209 3,686
Charges and receipts =758 -TBE =551 -365 284
Met 1,260 1,619 219 2840 3402
Total
Giross 53,429 58,279 64,430 69462 T, 044
Charges and receipts -3, BES -4 028 -3,811 -3, 840 -3 924
MNet 49 544 54,251 60,518 65,622 2,120
Met percentage real terms change(%) d 7.5 £.6 58 72
GDP as at 17 April 2002 G982 100.0 1028 105.3 108.0

1 Includes Departrmental Unallocated Provision (DUF) for 2002-03 and 2003-04,

2 From 2003-04 budgeds are set on a stage 2 resource budgeting basis. These stage 1 resource budgeting figures are therefore indicative for that year and
include Budpet 2002 additions on 3 stage 7 resource budgeding basis. UK figuves are subject fo the decisions of the devolved administrations

3 Figures for FHS non-discretionary expendifure between 19932000 and 2003-04 are not comparable becawse of trangfers to FHS discretionary principally
o fund successive waves of Personal Medical and Devtal Service Pifols.

4 Includes expenditure on key public health funclions such as environmental health, health promolion drd suppart (o the voluntary sector

5 Figures may not sum due rounding

& Figures balow £0.5 million are not shown but indicated by a #.
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ANNEX B

Executive Agencies of the Department of
Health

NHS Estates Agency

B.1 MHS Estates was established as an Executive Agency in
April 1999, The Agencys task is to support Ministers, the
Department of Health and the NHS in the management of the
estate and patient environment. It employs approximarely 400 staff
and its turnover is in excess of £20 million.

The main objective of the Agency is to help the NHS w
improve patient care through better use of NHS estates and
enhancing the patient environment by taking a responsive
approach to providing healthcare services. NHS Estares is
supporting Ministers and the NHS through policy development
and implementation on estates, facilities and capital management
issues including:

® creating a betrer patient environment;

the more efficient use of assets;

® improving capital procurement;

delivering asset solutions in acute and primary care;

property policy, planning and managemenr;

design excellence;
® key guidance and standards; and,
® delivering better hospical food

The Agency is currently purting full efforts into the
implementarion and delivery of Chaprer 4 of the NHS Plan. It
offers expert advice and guidance to the service, and encourages
the development of estates and facilities management personnel
w equip them for the furure. In particular, the Agency is
developing benchmarks, rools, analysis and professional support
for performance management together with estate and facilities
management leadership in the NHS. Expertise and advice is
offered for different NHS needs including: support for the
development of primary, secondary and tertiary care services;
Regional Office and Health Authority aims for the estare in Health
Improvement Programmes and Health Action Zones; and for
property and facilities management in primary care groups and
TrUsEs.

Details of the Agency’s key tasks and targets and more information
about the Agency’s activities can be found in the Annual Report
and Accounts 2000-2001. Copies are available from the
Information Centre, NHS Estates, 1 Trevelyan Square,
Leeds LS1 GAE; 0113 254 7070. The website address is

ST WV,
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Medicines Control Agency

B.2 The Medicines Control Agency (MCA) was launched as
an Executive Agency in July 1991 and became a trading fund in
1993. It safeguards public health by ensuring that all medicines on
the UK marker meet appropriate standards of safery, quality and
efficacy. This is achieved through a system of licensing, inspection,
enforcement, post-marketing surveillance and informarion
provision.

The Agency employs over 500 staff and has gross running costs of
£37 million derived from fees charged to the pharmaceurical
industry and other users of its services. These fees wholly cover the

Agency'’s costs.

An independent review conducted in 1999 found thar the
MCA is performing very effectively and efhciendy and is
regarded as a world leader in its field. The MCA continues to
contribute to the NHS Plan and to building a safer NHS for
patients,

The Agency's forward plans and rargets are set out in the Annual
Report which can be purchased from the Stationery Office, price
£16.70 and the Business Plan, which can be obrained by writing
to the office of the Chief Executive, Room 16-208, Marker Towers,
1 Mine Elms Lane, London SW8 SNQ, or from the MCA websire

at www.mea.govuk

Medical Devices Agency

B.3 The Medical Devices Agency (MDA) was launched in
September 1994, It safeguards public health by ensuring that
miedical devices and equipment for sale or use in the UK meet
appropriate standards of safery, quality and performance. It has
some 140 staff and gross expenditure of £9.0 million offset by
income of £0.4 million.

The Agency investigates reports about adverse incidents involving
medical devices and issues safety warnings to the NHS and other
healthcare providers. It leads for the UK in negotiating and
imph:mcnring a series of Eumpe:n Directives and enforces UK
Regulations which support the Directives. It manages a programme
to evaluate new medical devices which publishes about 100 reports
on these cach year to help the NHS make better buys and help
Trusts in their work to implement the NHS Plan. The Agency’s
technical and clinical staff also offer advice 1o a wide range of NHS
customers and help set national and international safery and
performance standards.

In 2001-02 the Agency concentrated specifically on working with
its European partners to promote amendments to the main
Directive and a more consistent implementation of it across the
EU, promoting better practice amongst users of medical devices,
and working more closely with partners such as the Commission
for Health Improvement and the emerging National Patient Safety
Agency. It established a new Committee on the Safery of Devices
to advise the Agency, held its first annual Stakeholder Meeting and
Conference, and introduced online reporting of adverse incidents
through its new website.



In 2002-03 the Agency faces a significant increase in its workload,
particularly in the receipt of adverse incident reports and in
compliance and enforcement cases. Ir will review its priorities and
procedures to meet increased demands within a reduced budger.
Working with key organisations concerned with the education of
health care professionals, it will encourage the development of
course materials on safe use of medical devices. Commined o
working in partnership with the medical devices industry, it will
further speed up its assessment of clinical investigation notifications
for mew products. Continuing to improve its external
communications, it will exploit new media for the transmission
of information. Above all, the Agency will pur patients at the centre
of its activities, developing new dialogues with patient groups.

Further derails can be found in the Agency's Annual Repore and
its Corporate and Business Plans, available on the Agency’s
website at ww ical-devices.govauk, or by phoning
020 7972 8000,

MNHS Pensions Agency

B.4 The NHS Pensions Agency is responsible for the
administration of the NHS Pension Scheme and the NHS
Injury Benehr Scheme for England and Wales. The Pension
Scheme has 1.8 million members and pensioners and receives
pension contributions totalling £2.3 billion per annum and pays
benefits of £2.8 billion per annum. In administering the Scheme,
the Agency employs some 480 staff and incurred net expenditure
of £17.1 million for 2000-2001.

The Agency is tasked o ensure thar:

® The NHS5 Scheme and its delivery conrribure acrively 1o the
wider modernisation of the NHS;

® NHS Staff receive a pension service that is comparable with the
very best industry standards and conforms with the e-
government strategic framework: and,

® The administration costs for the scheme are commercially
competitive.

More informaton abour the A.guncfs Actvites, progress towards
its objectives and associated key targets, can be found in its Annual
Report and Accounts for 2000 — 2001, which is available from the
INHS Pensions Agency, Hesketh House, 200-220 Broadway,
Fleetwood FY7 8LG; 01253 774774 and at the Agency’s website

ar www.nhspa.gov.uk

NHS Purchasing and Supply Agency

B.5 The NHS Purchasing and Supply Agency was launched
as an executive agency on 1 April 2000, Ir acts as the centre of
advice and expertise on matters of purchasing and supply for the
NHS for the benefit of patients and the public. The Agency is an
advisory and co-ordinating body and also an active participant in
the ongoing modernisation of purchasing and supply in the health
service. The Agency ensures thar purchasing and supply issues are
taken into account when determining national healthcare policies.
The Agency also provides advice ro individual NHS bodies and
negotiates contracts for goods and services on behalf of the NHS.
The Agency employs over 300 people and its gross running costs
from 1 April 2000 ro 31 March 2001 were £19.5 million.

Key achievements for 2001-02 include:
® achieved purchasing savings of £130 million for the NHS;

# co-ordinated procurement nationally for cancer equipment for

the WHS under the New Opportunities Fund;
® delivered 1,000 days nfpurr_'hm:ing and supply training to NHS

trust staff; and,
* contributed significantly o the "Better Hospital Food' iniriative.
In 2002-03 the Agency aims to:
® work to raise the standard of purchasing and supply in the

INHS5. making sure that all purchasing decisions are subject o
good procurement practice;

® contribute to the delivery of fast, responsive care buile around

the needs of patients;

# achieve purchasing savings of ar least 5 per cent of contract

'I.'E]'LLL'L I'II'.Id...

® play a leading role in the purchasing and supply implications
of approximately 40 projects in the NHS Plan

Further derails can be found in the Agency’s Business Plan
2002-03, which can be obrained by writing to the
Communications Department, Premier House, 60 Caversham
Road, Rc:ld:ing RG1 7EB, and i1s available on their website at

www.pasa.doh.govuk
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ANNEX C

Other Bodies (including Executive Non-
Departmental Public Bodies and Special
Health Authorities)

Central Council for Education and Training in Social
Work (CCETSW)

L |
CArE [raining t]'Lmughnut the UK. It is the licence holder for the

CCETSWs role is to promote social work and social

Training Organisation for Personal Social Services and the
awarding body for qualifications in professional social work.
Derails of its work can be found in its annual report.
CCETSWs provisional gross expenditure was £37.4 million in
2000-2001 with a total staff of 156 whole time equivalents. The
Department of Health's net grant was £29.5 million in 2000-
01. CCETSW functions transferred to the General Social Care
Council, a new Executive NDPB with a wider remit, which was
established in England, in Ocrober 2001. The functions of
CCETSW in the other three countries ]J-z.w:d to their r:quiva|¢nr
Councils. For more information on the GSCC conract
or The General Social Care Council,
Goldings House, 2 Hays Lane, London SE1 2ZHB or telephone
020 7397 5100,

WWW, wov uk!

Human Fertilisation and Embryology Authority

C.2 The Authority was established by the Human
Fertilisation and Eml]r}'::lug}' Acr 1990 and hn:gﬂn its work in
August 1991. Its main responsibilities are to license and moniror
those clinics which carry out IVF and donor inseminarion, and o
license research projects involving the creation of embryos in vitro,
or the keeping or use of embryos. It also regulates the storage of
gametes and embryos. It has 21 members (including the
Chairman and Deputy Chairman) and has 35 staff.

The Authonity’s gross expenditure in 2000-2001 was £1,772,910.
70 per cent of the Authority’s income was raised from licensing
income, with the remaining 30 per cent from the Department of
Healeh, Parcicular issues considered 1'|n_'rr the Authority were
cloning, intracytoplasmic sperm injection (1CSI) and the use of
pre-implantation genetic diagnosis, Further information abour the
work of the Authority and its sccounts can be found in its Annual
Reporr and Accounts, which is available on the HFEA's website
www hfea govuk. Otherwise, information can be obrained form
Mr Ted Webb ar the Department of Health, Room 654C, Skipron
House, 80 London Road, London SE1 6LH: (020 7972 5863).

The Commission for Health Improvement (CHI)

3 The Commission for Health Improvement was set up
under the Health Act 1999 with the aim of raising the quality of
MNHS care. CHI's main role is to carry out a programme of reviews
of all NHS bodies in England and Wales (known as clinical
governance reviews) in order 1o assess the standard of care being
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provided to patients. It also has the power to investigate local
service problems and review the implementation of national
standards set for specific elinical services or care groups. To date,
CHI has published over 100 reviews of local NHS services, six
INVESTIFATIOnN Tepares and, jl::inr]}' with the Audit Commission, a
TEPOIT on MNHS cancer care in l‘.ngL’:nd and Wales,

In the coming year, CHI will publish over 100 clinical governance
review reports and begin a national study into the implementation
of the Narional Service Framework for Coronary Hearr Disease.
CHI will also begin to use new powers set out in the NHS Health
Reform and Health Care Professions Bill which is currently before
parliament. This legislation will enable CHI to carry out
inspections of MHS services against published standards and
recommend special measures where it identifies unaccepably poor
services. CHI will also publish an independent annual report on
the quality of services to NHS patients and eswablish an Office for
Information on Health Care Performance.

CHI is currently funded by a grant from the Department and the
Narional Assembly for Wales and its gross expenditure in 2000-
01 was £14 million.

The Chief Executive, Dr Peter Homa, may be contacted at 1st
Floor, Finsbury Tower, 103-105 Bunhill Row, London ECIY
8TG; tel 020 7448 9200, Further information can be obtained
from CHIs website at www.chi or by emailing

inf @bl bl

The English National Board for Nursing, Midwifery and
Health Visiting (ENB)

C.4 The Board’s main statutory responsibility under the
Murses, Midwives and Health Visitors Act 1997 is o approve
educational institutions in England o provide education and
training for nurses, midwives and health visitors, which meet the
standards set by the United Kingdom Central Council for
Nursing, Midwifery and Health Visiting (UKCC). In addition, the
board is required to provide advice and guidance to Local
Supervising Authorities of Midwives (LSAs). The Board's gross
expenditre for 2000-2001 was £7.8 million, of which £5.9
million was a Government Grant. The Board employs 99 staff.
Legislation to replace the EMB, the UKCC and the other
National Boards with a new Mursing and Midwifery Council from
1 April 2002 was approved by Parliament at the end of 2001. The
ENB will cease to exist after 31 March 2002.

Medical Practices Committee (MPC)

C.5 The MPC was originally set up under the NHS Act
1946, now consolidated in Section 7 of the NHS Act 1977. The
principal function of the MPC is to ensure the equitable
distribution of the General Practitioners (GP) workforce within
general medical services throughour England and Wales. It does
this by determining on a referral from a Health Authority
whether there is, or will be, a vacancy for a GP in the locality. The
Comminee’s gross expenditure in 2000-2001 was £0.50 million
all of which was funded by the Government. The Commirrtee's
secretariat consists of 12 on-loan departmental civil servanis.



Paragraph 13.11 of the NHS Plan announced the Government's
intention to abolish the MPC and replace it with a single
funding formula. The Committee will be abolished on 31
March 2002 with the commencement of Section 14 of the Health
and Social Care Act 2001. For more information on the
Commirtee contact www.doh.gov.uk/mpe or Keith Baggs, HRD-
WD, Room 2W24, Quarry House, Quarry Hill, Leeds
152 7UE; 0113 254 5731.

National Biological Standards Board (NBSB)
.6

executive arm, the National Institure for B'Lu|u-g_i|:al Standards and
Control (NIBSC). NIBSC creates standards for, and tests, the
puri[}f and potency of bi:}l{rgica] substances I:u.:,Er‘. vaccines,
hormones, blood products) and is important to the Government's
public health programme and to the pharmaceutical industry in
assisting with licensing and with on-going barch testing and quality
assurance of biological preparations. It has a significant rescarch
element. The Board's gross expenditure in 2000-2001 was £14.5
millien of which £10 million was funded by the Government. It
employs 279 staff. NBSB's corporate aims and strategy together
and its performance against key targets can be found in the Annual
Report and Accounts. For more information about the NBSB
contact Ed Davis, Department of Health, Skipton House, 80
London Road, London 5E1 GLH; 020 7972 1644 or see the
NIBSC's website ar www.nibsc.acuk.

The MBSB, ser up in .I‘J?ﬁ. functions rhrnugh irs

National Radiological Protection Board (NRPB)

CF The NRPB was ser up in 19710, It conducts research inte,
and provides advice on the effects and risks of radiation (including
non-ionising radiation such as ultra-vieler, mobile phones and
F-uwcr]i.ncﬁ. etc), radiation measurement and dose assessment,
monitoring radon in homes, the environmental impact of
nuclear discharges and waste disposal, emergency planning and the

consequences of nuclear accidents, The Board also provides advice
to international organisations and provides services to industrial
and other radiation users. Gross expendirture in 2000-2001 was
£14.6 million of which £6.65 million is provided by the
Government (£6.34 million by DH and £0.31 million by The
Scottish Executive). NRPB employs 311 staff.

NRPB's corporate aims and strategy together with performance
against key targets can be found in their Annual Report and
Accounts. For more informarion abour the NEPB, contact Yemi
Fagun, Department of Health, Skipton House, 80 London
Road, London SE1 6LH; 020 7972 5027, or NEPB's website at

www.nrph.org

Public Health Laboratory Service (PHLS)
C.8
to improve the health of the population through diagnosis,

The PHLS was set up in 1946, les primary function is

prevention and control of infections and communicable diseases
in England and Wales. It carries this out through a network of
eight regional groups of laboratories (46 laboratories in toeal) co-
ordinated through its headquarters at Colindale, London which
also comprises the Central Public Health Laboratory (CPHL) and
the Communicable Disease Surveillance Centre (CDSC). Gross
expendirure in 2000-2001 was £135.9 million of which £58.4
million was directly funded by Government. PHLS employs 3,296
staff.

PHLS's corporate aims and straregy with performance against key
targets can be found in their Annual Report and Accounts. (See
also Figure CC1.) For more informanon abour the PHLS, see their
website ar www.phls.co.uk or contact Brian Bradley Department
of Health, Skiplull House, 80 London Road, London SEI
GLH; 020 7972 5304,

Figure C1: Gross Expenditure on Administration for Larger Executive Non-Departmental Public Bodies' (ENDPBs)

Central Council for Education & Training in Sodal Work
English National Board

Mational Biological Standards Board

Public Health Laboratory Service

£ million

1997-98  1998-99 19992000  2000-01  2000-02
estimated

83 T4 6.9 6.3 #

T4 18 7.6 .7 T4

13 1.4 1.5 A8 16

4.0 4.0 4.0 38 4.2

1. Larger NDPBs are defined as those which have 25 or more staff and where Government grant/grant in aid accounts for more than 50 per cent of their

income or trade mainly with ofher Government Departrels,
* Mot yet availfable,
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Annex C

Special Health Authorities

Dental Vocational Training Authority

2 The DVTA exercises the functions of Health Authorities
by allocating vocational training numbers to dentists who wish o
practise unsupervised in the NHS General Dental Services to
demonstrate that they saristy the vecational mmaining requirements.
The Authority’s gross expenditure in 2000-2001 was £116,574.
The Authority is entirely funded by Government. From Ocrober
1999 1o March 2001 the DVTA issued 1,605 vocational training
numbers. 116 applications for a vocational number were rejected
in the same period. The Authority has two staff. For further
information, contact Andrea {'iming, Dental Viocational Training
Authority, Master's House, Temple Grove, Compron Place,
Easthourne, East Sussex BIN20 3AD: 01323 431189,

NHS Appointments Commission

C.10  The NHS Appointments Commission was established
in April 2001 following an announcement in the MHS Plan
charged with ensuring that health authorities, NHS trusts and
primary care trusts have the highest quality non-executive
leadership. It achieves this by appointing the chairs and non-
executive direcrors of these bodics, :,'nusllring'| thar annual appmi:nh
are carried out in line with national procedures and thar they are
supported with appropriate training and development
opportunitics. Beoween July 2001 and January 2002 it made over
1,000 appointment decisions. Details of the appointment process
adopred by the Commission were published in October 2001, A
range of training initiatives was launched in January 2001. The
national appraisal process will be available by the end of March
2002, The Commission comprises the Chair, eight Regional

Commissioners and the Chief Executive.

For further information, contact Dr Roger Moore at the
Department of Health, Quarey House, Quarry Hill, Leeds
L52 7UE; 0113 254 5611.

National Clinical Assessment Authority (NCAA)

C.11 The NCAA is a SHA established in April 2001 10
provide a support services o health authorities and NHS Trusts
who are faced with concerns over the performance of an
individual doctor. It was established to prm'id.c support o
docrers and o boost patient confidence in the NHS.

In order to help doctors in difficulty, the NCAA will provide
advice, take referrals and carry out targeted assessments where it
is deemed necessary. The MCAAS assessment will involve trained
medical and lay assessors. Once an objective assessment has been
carried our, the MCAA will advise Truses and Health Authorities
on the appropriate course of action. The MCAA is established as
an advisory body and the NHS employer organisations remain
responsible for resolving the problem once the NCAA has
produced its assessment.

The NCAA has recruited a staff of 25 people and its senior
management team is well established. The MCAA has made
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progress in the following areas of its work programme since it was
launched. It has:

® Undertaken detailed consultation with the medical profession,
NHS managers, patients’ groups and other stakeholders ro
ensure the process and procedures it develops are fair, robust,
transparent and effective. This includes the development of a
performance assessment framework;

® Published detailed guidance on the role of the Authority and
hew health authorities and NHS Trusts can refer a doctor to the
MCAA for assessment; and,

& Commenced developing and evaluarting prototype systems for
dealing with referrals concerning individual medical pracrice,
arising from ill-health conduer or competence.

The NCAAs work programme for 2002 includes beginning
work on 20 prototype assessmenis by 31 March 2002

The NCAAs revenue cxpcndirun: was £1.9 million. It also had
capital costs of £660,000 in 2001-02,

Far further informarion on the WCAA conracr Nick Samuels ar
nsamuels®@ncaanhsuk. Useful information on the role of the
NCAA can also be found on the MCAA website which can be
found ar www.ncaa nhs.uk. You can also write to the NCAA ar is
Hml:!! w}'LiLI'.I are EUIL':I"EIJ o0 tl“." 9I.‘|1 Flﬂﬂn MFIII‘CEI 1‘0“’:“.
1 Nine Elms Lane, London SW38 SNO.

High Security Hospital Authority (HSHA)

C.12  The Ashworth Hospital Authority manages the
Ashworth high security hospital, which is a Special Health
Authority (SHA). The high security hospital provides care
treatment and rehabilitation for mentally disordered individuals
in one of the most secure hospiral setting available in the NHS.
Virtually all patients are detained under the mental health
legislation and. at the time of admission, would have been
considered to present such a degree of danger thar detention in
conditions of high security was deemed necessary.

The Government has decided thar the high security hospitals will
become fully integrated with wider mental health services. As a
result, responsibility for commissioning the hospital services was
devolved from the High Security Psychiatric Commissioning
Group to individual health authorities on 1 hpril 2000,
Commissioning for these services is managed via the Regional
Specialist Commissioning process.

The NHS Act approved the legislative framework to enable the
hospital to be integrated into an existing NHS wrust. Ashworth
Hospiral will become part of the Mersey Care NHS Trust from
April 2002.

Ashworth Hospital Authority

C.13  Ashworth Hospital Authority manages 408 beds; 259 for
Mental Health, 101 Personality Disorder and 48 Women. lis
revenue expenditure in 2000-2001 was £61,643 million, it




income from health authorities £52,439 million and Government
funding of £7,358 million and other miscellancous income of
£1,372 million. The Authority employs 1,527 staff. For further
information Angela  Anderson, Director  of
Communications, Ashworth Hospital Authority, Parkbourn,
Maghull, Liverpool L31 1HQ; 0151 471 2397,

contace

National Blood Autherity (NBA)

C.14  The National Blood Authority is responsible for the
management of the National Blood Service in England including;

® the collection of blood from voluntary donors, its processing,
testing and supply to hospitals through its network of blood

CENEres; :II'.II:I.

# the [nternational Blood Group Reference Laboratory (IBGRL),
which provides a reference service and issues diagnostic
materials, and the Bio Products Laboratory (BPL), which makes
therapeutic products from blood plasma and makes and issues
diagnostic materials.

The Authority’s gross expenditure in 2000-2001 was £321
million which was largely recouped through blood handling
charges to hospitals and through sales of BPL products. It
employs around 5,500 swaff. The Authority collected over 2.9
million units of blood in 2000-2001 and supplied over 300
hospitals.

Further information, incuding summary financial statemenis, are
included in the NBAs 2001 Annual Report which is available from
the National Blood Authority, Oak House, Reeds Crescent,
Watford WD1 1QA; 01923 486800. Website www.blood.co.uk

National Treatment Agency (NTA)

C.15  The National Trearment Agency for Substance Misuse
was established on 1 Aprl 2001 as a Special Health Authority and
is the result of joint working berween the Department of Health
and the Home Office. The NTAS main role is to increase the
capacity, and improve the quality and effectiveness, of drug
treatment in England. In carrying our this role the NTA will
consult and collaborate with parties that have an interest in
subsrance misuse treatment.

The NTA will oversee a pooled national treatment budger of
£195.7 million (for 2002) which will bring rogether money
mm:nr]}- b-cil:g spent on drug MIsUse Ireaiment b].' the Diepartmient
of Health, the Home Office and other funders. This pooled budget
comprises the more readily identihable mainstream expenditure
on drug treatment services, along with the significant additions
from the Spending Review 2000.

There are several key themes to the NTAs work: performance
management and development; development of a knowledge base;
and policy management and development. Each will coneribure
to the Government’s drug strategy and its treatment and crime
reduction targets by increasing the numbers of clients treated and
improving the effectiveness of their treatment.

Prescription Pricing Authority (PPA)

C.16 The PPA was established under the National Health
Service Act 1977. Its purpose is to manage a range of services on
behalf of the WHS thar cannor be effectively undertaken by other
types of health bodies. The Authority'’s main functions are:

® to calculate and make payments due to pharmacists and
appliance contractors, and calculare amounts due to GPs for
supplying drugs and appliances prescribed under che NHS (577
million prescriptions were processed in 2000-2001);

® 1o produce informacion for health authorities, primary care
groups/trusts, general practitioners, the Department of Health
and other NHS stakeholders abour prescribing trends and
spending on medicines;

® w produce the monthly Drug Tariff containing the
reimbursement prices of a range of prescribable items and other
remuneration rules;

® 1o recover unpaid charges and penalty charge payments from
those who have incorrectly claimed exemption;

® o administer the NHS Low Income Scheme (LIS). The PPA
processed some 0.94 million claims for the remission of
NHS charges in respect of prescription, dental and other
chargeable services in 2000-2001; and,

® o administer the Pharmacy Reward Scheme.

The Authority’s gross expenditure in 2000-2001 was £62.34
million of which £58.159 million was funded by the Department.

As at 31 March 2001 the Authority employed approximarely 3,485
staff in nine locations in the North of England and the West
Midlands. The Authority’s corporate aims and strategy together
with performance against key targets can be found in their Annual
Report. For further information on the Authority contact Mr John
Roberts, PTA Business Manager, Room 147, Richmond House,

749 Whitehall, London SW 1A 2NS; john.roberis@doh,gsi.govuk
020 7210 5312 or visit the PPA websine www. ppa.org.uk

The Mental Health Act Commission (MHAC)
7
responsibility under the Mental Health Act 1983 for keeping
under review the exercise of powers and discharge of duries
conferred or imposed by the Act in respect of detained patients.
It therefore secks ro safeguard the interests of all people detained
under the Menral Health Acr 1983. Commissioners visit all
hospital and mental nursing homes where patients are detained o
make sure thar the powers of the Act are being used properly, and
to meet with detained patients to discuss their concerns. The
Commission reports on its visits 1o hospital managers and
requires follow-up action on issues of concern.

The Commission was set up in 1983 as an SHA with

The Commission’s complaints remic allows it w investigare
complaints made by or about detained patients where it feels this
is appropriate. In general, the Commission helps patients and other
to make their complaints through the NHS complaints procedure,
and monitors the progress of such complaints.
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The Commission is notified of the deaths of all detained patients
and will often artend inquests as an interested party. The
Commission has collated irs hnding in relation so such deaths over
recent years and published a report Deatds of Devtined Patients in
England and Wiales ™ in February 2001,

On behalf of the Secretary of State, the Commission administers
the provision of Second Opinion Appeinted Doctors (SOADs),
whose authorisation is required for the administration of certain
treatments withour consent. It also receives and monitors reports
on SOADs work, The Commission arranges over 7,000 SOAD
visits each vear.

The Commission advises the Secretary of State on changes to be
made in the Mental Health Act Code of Practice and is an
important source of general and specific guidance on the
operation of the powers of the 1983 Acr. Iv publishes Practice and
Guidance Notes on specific issues and answers many queries from
patients and pracritioners. The Commission has provided raining
to mental health practitioners on the revised Code of Practice and
on Good Practice and the Mental Healch Act over the last two

years.

There is a starutory duty on the Commission to publish a Biennial
Repor on irs activities, The last such report was the Ninth Biennial
report, covering the period 1999 — 2001 and was published in
December 2001, Details of the Commission’s functions, the
discharge of that funetion and its Aindings on general issues in
relation to derained patients can be found in its Biennial Reporrs,

which also include a statement of its accounts.

The Department of Health directly funds the Commission. Its
budget in 2001-02 was £3.25 million. The Commission employs
35 staff. For further information, contact Mar Kinton, Mental
Health Act Commission, Maid Marion House, 56 Hounds Gate,
Mouingham NG 1 6BG; 0115 9437106. The Commission’s email
address is chickexecutive®mhac trent.ohsuk and its website
address is www.mhactrent.nhs.uk

Family Health Services Appeal Authority Special Health
Authority (FHSAA)

.18 The Family Health Services ﬁppﬂnl Authority SHA was
established as an SHA on 1 April 1995. In 2000-2001, the
Authority received £754,000 Government funding, and gross
expenditure was £754,000. The Authority employs 11 staff
(10.5 whole time equivalents). Its role is to perform quasi-judicial
appellate and other funcrions, devolved to it by the Secretary of
State, in connection with health authority decisions on family
health services issues arising under the General Medical Services
Regulations, General Dental Services Regulations, General
Ophthalmic Services Regulations, the Pharmaceutical Regulations,
the FHS pra:.‘ti:iunurs' terms of service with the MHS, and the
NHS (Service Committee and Tribunal) (Amendment)
Regulations. From 14 December 2001, the FHSAA (SHA) also
provides support to the Family Health Services Appeal Authoriry
which was introduced by the Health and Social Care Act 2001.

For further information contact Jenny Smith, Department of
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Health, Room 7E15, Quarry House, Leeds L32 7UE; 0113 254
5825, or from the website at www thsaa nhs uk

Health Development Agency (HDA)

.19 The Health Development Agency was established as an
SHA in January 2000 and became fully operational from 1 April
2000, The HDA'S remir is to establish and maintain an evidence
base of what works in public health practice; provide advice on
developing and setting standards; and develop the capacity and
capability of the public health workforce.

The Agency’s gross expenditure in 2000-2001 was £12.4 million
of which £12 million was from the Department of Health. The
Agency employed 122 staff in 2000-2001. More information
about the HDA can be obrained from Holborn Gare, 330 High
Holborn, London WC1V 7BA; telephone: 020 7430 0850.

Website: www.hda-onlinc.org.uk

NHS Information Authority (NHSIA)

.20 The NHS Information Authoriny was established as a
SHA on 1 April 1999, The Authority, working in partnership with
IMNHS professionals, suppliers, academics and others, is responsible
for the provision of national products, standards and services o
support the sharing and best possible use of informartion
throughour the health service, via local implementation of the
Information for Health serategy.

The Board of the NHSIA consists of a Chair, Chief Executive,
three exccutive officers and four non-execurive members. The
Authoriry had 699 WTE staff as ar 31 December 2001. lts gross
operating cost in 2000-2001 was £75 million of which the
D:p:lrtm{:nt of Health funded £70 million.

Derails of the Authorinys key achievemenis are conrained in its
2000-2001 Annual Report. This report, together with more
information about the Authority's activities, is available from the
Authority’s website at www.nhsia.nhs.uk or by contacting Steven
Harrison, Head of Corporate Affairs, NHS Information Authority,
Aqueous 11, Warerlinks, Aston Cross, Rocky Lane, Birmingham
B6 SRO). Tedephone 0121 333 0120, fax 0121 333 0334 or e-mail:
harricon@ahsia.nl

The Retained Organs Commission

C.21  The Retained Organs Commission was established in
shadow form on 30 January 2001 and formally established on
1 April 2001, following a recommendation by the Chief Medical
Officer, Sir Liam Donaldson in his advice to the Government, T
Removal, Retention and Use of Human Organs and Tisue from Pest-
marterm Examination, following the interim report of the Bristol
Royal Infirmary Inquiry (Kennedy Report) and the Royal
Liverpool Children’s Inquiry report (Redfern Report).

Sir Liam called for the establishment of an independent
Commission to oversee the proper return of retained organs and
tissue to families who request it and to address the question of
historical and archived collections obtained from post-mortem
collections. The new Commission would:




® Ensure thar there are accurare records and catalogues before any
returns to families are made (o avoid multiple funerals);

® ensure that NHS rrusts and universities work together o
provide a complete record of retentions identifiable o a
particular family;

® cnsure thar families are involved in agreeing with NHS trusts
procedures for dignified return or disposal;

® provide an advocacy service for families experiencing difficulties
obraining information from their local NHS truse: and,

® provide advice (after consultation) to the Government and to
NHS crusts and universities on the return, retention, further use
or disposal of archive and muscum collections, some of which
are of international medical importance.

Since April 2001 the Commission’s free-phone help-line has
handled some 3,000 calls, The Commission has held meetings in
public in six separate venues around the country (up to the end
of January 2002) and issued comprehensive guidance to NHS
Trusts on a wide range of issues relating 1o organ retention. It has
prepared, or is preparing, leaflers on several areas of public interest
involving organ retention. The Commission’s core expenditure for
2001-02 was £1 million.

For further information on the Commission see the Commissions

website at www,nhs.uk/retainedorgans/ or contact The Director

of Operations, Dennis Copeman@doh.gsi.gov.uk.

Microbiological Research Authority (MRA)

C.22  The MRA was established as a SHA in April 1994, The
MRA oversees the work of the Centre for Applied Microbiology
and Research (CAMR). CAMER is engaged in the investigation of
highly infectious bacteria and viruses, and the production of bio-
pharmaceutical products. Gross expendinure in 2000-2001 was
£20 million (£22 million revenue and £4 million capital) of which
£9 million was funded by the Deparument of Health (£5 million
rescarch and £4 million capital). CAMR employs 383 staff.
CAMR's corporate aims and strategy together with performance
against key targets can be found in their Annual Repore and
Accounts. For more information abour CAMR, contact Jan
Ebdon, Department of Health, Skipton House, 80 London Road,
London SE1 6LH; 020 7972 5570, or CAMRS website at

www.camrorg.uk

NHS Litigation Authority

C.23  The Nartional Health Service Litigation Authority (‘the
Authority’) is a Spm:i:ll Health Authority set up under Section 11
of the NHS Act 1977, Iis date of commencement was
21 Movember 1995,

The principal task of the Authority is to administer schemes ser
up under Section 21 of the National Health Service and
Community Care Act 1990. This enables the Secretary of State 1o
set up one or more schemes o help NHS bodies pool the costs of
any ‘loss of or damage to property and liabilities to third parties
for loss, damage or injury arising out of the carrying out of [their]

functions’, There are currently five schemes:

® the Clinical Negligence Scheme for Trusts (CNST) covering
liabilities for alleged clinical negligence where the original
incident occurred on or after 1 April 1995;

® the Existing Liabilities Scheme (ELS) covering liabilities for
clinical negligence incidents which occurred before 1 April
1995:

® the Ex RHA Scheme where the NHSLA acts as defendant
covering the outstanding liabilities for clinical negligence in
respect of the former Regional Health Authorities when they
were abolished in a"l.p:r“ 199¢:;

® the Liability to Third Party Scheme (LTPS) relating to any
liability to any third party where the original incident occurred
on or after 1 April 1999; and,

® the Pmpfl'l}' EJEPL'HSL'H Scheme (PES) rrl:uillg B0 ANy CXPenses
incurred from any loss or damage to property where the original
loss occurred on or after 1 April 1999,

As well as overseeing the schemes in such a way as to ensure thar
public money is used appropriately, the Authority is expected
promote the highest possible standards of patient care and o
minimise suffering resulting from those adverse incidents which
do nevertheless occur.

The Authority has taken firmer control of the litigation process by
establishing, by tender, a panel of leggal advisers to be instructed on
all furure CNST claims. From the 100 firms dealing with cases in
1996, there are now only 15 highly specialist panel teams now
appointed to act for the Authority. In April 2001 the Authority
took over the handling and finandial management of all cases under
the ELS. A similar exercise has begun for all claims under the
CNST and is expected 1o be completed by April 2002,

The Authority’s administration costs for 2000-2001 amounted to
£8.5 million. Ac 31 March 2001 it employed 101 staff. For further
information on the NHSLA contace David Towns, Head of

Communications, NHS Lirjg:ltinn Authoriry, N:lpiq:r House,
24 High Holborn, London WC1V 6AZ; 020 7430 8700.

NHS Logistics Authority

C.24  The NHS Logistics Authority was set up as a Special
Health Authority on 1 April 2000. As the key service provider
within the NHS for consumable healthcare products, the
Authority’s aim is o provide a quality range of supply chain
services for the benefit of the NHS. The Authority works in
partnership with NHS trusts 1o help them w develop efficient
supply channels; to maximise the use of their own consolidared
supply route; to realise efficiencies and to make cost savings. The
NHS Logistics Authority’s gross expenditure in 2000-01 was £697
million. The Authority employs around 1,500 seaff.

In 2000-01 The Authoricy:
® reduced is prices to the NHS by 0.8 per cenr; and,
® cxpanded the range of products stocked by 6,000 lines.
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Details of the NHS Logistics Authoriry’s other key achievements
can be found in its 2000-01 Annual Reporr. This reporr,
together with more information abour the Authority’s acrivities,

is available by visiting www logistics. nhsuk

Further information can be obrained by writing 1w
the Corporate Communications Manager, NHS Logistics
Authority, West Way, Cotes Park Industrial Estate, Alfreton
DES55 4Q]; rtelephone 01773 724261, or by email wo

carole.appleby@logistics.nhs.uk

Dental Practice Board

C.25
dentistry in England and Wales. Its main tasks are to handle

The DPB is an independent statutary body supporting

payment claims and remunerate dentists providing General
Dental Services and Personal Dental Services under the NHS. It
provides an important check to detect and prevent porential fraud
or abuse of the dental payments system. Ir also manages the Deneal
Reference Service, which provides independent professional
dental patient examinations. At the end of 2000-2001 the DPB
employed 416 staff, and during the year approved fees amounting
to almose £1.6 billion to an average 19,081 dentists, at a gross
administration cost of £22.8 million. For further information
contact the Chief Executive, Dental Practice Board, Compron
Ilace Road, Eastbourne BN20 BAD; 01323 417000 or

wovsrdpb nb ul

The National Patient Safety Agency (NPSA)

C.26  The National Patient Safety Agency was established on
2 July 2001 under the MHS Ace 1977. lts main functions are to
devise and imph:rm:m a national system for r-:p-u:rrl:ing, ;l.nal:ﬁ'mg
and learning from adverse events and near misses for the purpose
of promoting patient safery. The NPSA will collect and analyse
data on reported adverse incidents ro: identify trends and
patterns of avoidable adverse events; provide feedback 1o NHS
ﬂfgm:iu:imw to enable them o ch:n:lg: their wmking Pl:ll.':li.{‘\{'s;
help develop models of good practice and systems solutions at
national level; and supporr ongoing education and learning at local

level.

The NPSA is funded by a grant from the Department, and has
been allocared £6.5 million in its first year. Sue Osborn and Susan
Williams are the joint Chief Executive of the Agency and may be
contacted ar Marble Arch Tower, 55 Bryanston Street, London
WI1H 7AT; Tel 020 7868 2203. Further information about the
work of the MPSA can be obtained from its website ar

www. npsa.ong.uk

United Kingdom Transplant (UKT)

C.27 UK Transplant was formed on 12 July 2000 as a result
of the Quinquennial Review of the former United Kingdom
Transplant Support Service Authority (UKTSSA) which was
established in April 1991, The results of the Review were
published in February 2000 and made a number of
recommendations relating ro the operation of the Authority and
its role in the 21st century. UKT supports organ transplantation
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throughout the UK and the Republic of Ireland. Its main
objective is to facilitate the effective and equitable distribution of
human organs for ransplantation. The Department of Health
funds UKT through a centrally held budget in Vote 1. Other UK
countries contribute on the basis of agreed proportions. The
Authority employs around 117 WTE seaff. Iis gross cstpcndi:urc
in 2000-01 was £6.296 million. The Authority also operates and
maintains the NHS Organ Donor Register, which iz a
computerised record of people who have registered their wish to
be an organ doner. For further information on the Authority
contact  picolesutherland@ukrransplantnhs.uk  or  the
Communications Directorate, LK 'I'rn,nsp]am:,, Fox Den Road,
Stoke Gifford, Bristol BS34 8RR - Tel: 0117 975 7575.

National Institute for Clinical Excellence (NICE)

C.28  NICE is a SHA which was formally established in
February 1999 to provide guidance on best clinical practice to the
MNHS, patients and their carers. MICE's initial work programme
was agreed with the Department of Health and the National
Assembly for Wales and was launched on 4 Movember 1999, This
sets clear qualicy standards which the NHS will be expected to
meet. The work programme consists of three main forms of
guidance:

® guidance on the potential use of particular health interventions
im:lu:ling new treatments such as phnrmrtccu[im[s, diagnu{i:ic
procedures, health promotion activities ete (appraisals);

® puidance on best practice for treating particular clinical
condirtions (clinical guidelines and referral protocols); and,

® guidance on how clinicians can compare their current standards
with best current practice (clinical audir).

NICE has an exccutive board consisting of four execurive
members (Chief Executive, Director of Resources and Planning,
Communications Director and Clinical Direcror) and seven non
executive members. A Partners’ Council of over 40 members
representing the health professions, patient and carer interests,
industry and academic bodies works with NICE to monitor
progress against its work programme. NICE completed 31
technology appraisals and four Clinical Guidelines from its
inception from its inception to 31 December 2001.

MNICE has tormed an additional Appraisal Commirttee to enable
it to increase its appraisal output in line with the provisions of the
NHS Plan.

MICE has set up six collaborating centres in Acute Care, Chronic
Disease, Nursing and Supportive Care, Mental Health, Primary
Care and Women and Children. These centres will enable MICE
to produce clinical guidelines.

For further information contact Peter Burgin/ Brenda Hardeastle
at the Diepartment of Health, Quarry House, Quarry Hill, Leeds
L52 TUE; 0113 254 6301, 0115 254 501% or the NICE websire

at www.nice.org.uk




Other NHS Bodies

Tribunal Non-Departmental Public Bodies

The National Health Service Medicines

(Control of Prices and Profits) Appeal Tribunal

C.29  The Tribunal is an independent body with judicial
powers derived from the Health Service Medicines (Price Control
Appeals} Regulations 2000 as amended. It is supervised by the
Council on Tribunals. Its purpose is to determine appeals from
suppliers or manufacturers of NHS medicines against decisions
made by the Secretary of State pursuant to sections 33 tw 37 of the
Healeh Ace 1999 which:

® require a specific manufacturer or supplicr to provide
information to him;

® limit, in respect of any specific manufacturer or supplier, any
price or profit;

® refuse o give his approval to a price increase made by a specific
manufacturer or supplier; and,

® require a specific manufacturer or supplier to pay any amount
{including an amount by way of penalty) to him.

The Tribunal has one permanent employee, the Clerk to the
Tribunal, who is paid an annual retainer of £3,000, There have
been no appeals to the Tribunal.

For further informartion conacr Mat Otton-Goulder, Room 138,
Richmond House, 79 Whitchall, London S%W1A 2NS.

Family Health Services Appeal Authority

C.30  The FHSAA is an independent tribunal established on
1 October 2001. The Lord Chancellor appoints its President and
members and makes the rules under which it operates.

The FHSAA deals with:

® appeals from practitioners against HA discretionary decisions
to refuse o admir them o a list, to remove them from a lise,
set conditions on their admission to a list, or to contingently
remove them from a lise:

® applications from HAs thae practitioners removed from a list
should be disqualified nationally from all HA lists (When
considering an appeal from a practitioner the FHSAA can
decide iself to disqunliﬁr nqtinnn“}r,'l:

® representations thar PMS docrors secking 1o exercise their
preferential right of return to GMS should be prevented from

so doing;
® requests from HAs to extend cerrain suspensions beyond six

months; and,

® requests to review its earlier decisions or earlier decisions of the
NHS Tribunal.

The FHSAA hears appeals and applications from practitioners and
health auchorities in Eng]:lm;l nn]}'. A practitioner may appcul on

a point of law to the Courr against 2 FHSAA decision. For further
information contact Jenny Smith, Department of Health, Room
7E15, Quarry House, Leeds LS2 7UE; 0113 254 5825.

Mental Health Review Tribunals (MHRTs)

C.31  MHRTs are independent judicial bodies and their role
is to review the continued compulsory detention of patients under
the Mental Health Ace 1983, Members of the Tribunal are
appointed by the Lord Chancellor. There is a legally qualified
Tribunal chairman for each of the four “Tribunal Regions' in
England. They are responsible for the members within their region.
There is a Tribunal office in each of the these regions. The office
of the national secretariar is in London, The MHRT employs a
total of 69 Department of Health staff who arrange hearings in
hospitals and units throughout England. Staff at local and
national level provided also provide administrative support to the
regional chairmen. In 2000-2001 there were 19,962 applications
and 11,243 hearings. Administrative running costs, including
salaries were £1.7 million. The costs for the membership were £9.7
million. For more information abour MHRT contact
Margaret Burn, Head of the MHRT Secretariar, NHS Execurive,
Wellington House, 135-155 Waterloo Road, London SE1 8UG;
020 7972 457714503,

The Protection of Children Act Tribunal

C.32  The Protection of Children Act Tribunal is an
independent judicial body which became operational from 2
Ovcrober 2000. It considers appeals in England and Wales against
decisions of the Secrerary of Stare ro incdude an individual’s name,
or decline to remove an individual’s name from the list of people
considered unsuitable ro work with children. It may also
determine whether an individual’s name should be included on the
list where the Secretary of State has already provisionally included
his or her name for more than nine months. The President 1o the
Tribunal and the legally qualified chairmen are appointed by the
Lord Chancellor. Lay appointments are made by the Lord
Chancellor after consultation with the Secretary of State. The
tribunal office based in London, houses both the secretariar and
provides a suite of rooms which can accommodate public
hearings. The secretariat itself comprises a small number of staff
seconded from the Department of Healch.

The Tribunal will, from 1 April 2002, be subsumed by new
tribunal arrangements as a resule of the Care Standards Ace 2000,
The Care Standards Act provides for a new system of regulation
of social care services and provides for the Protection of Children
Act Tribunal to assume addirional functions in order to hear
appeals from organisations and individuals Fnl[illg within the new
regulatory regime. See below for further details of the Care
Standards Tribunal

Registered Home Tribunal

C.35 The Registered Homes tribunal is an independent
judicial body set up under the Registered Homes Act 1984 to hear
uppfals fram il'l.dE'Ptl'ldfllt secror restdential care homes, nursq'ng
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homes and children’s home proprietors against a decision by the
registering authority to refuse, cancel or vary the registration
conditions for the home. The tribunal operates under the
Registered Homes Act 1984 and the Children Act 1989,

Legal members are appointed by the Lord Chancellor and
expert members by the Privy Council. The Department of
Health currently provides the secregariar for che Tribunal.

The RHT wiall cease to exist some ame after f’l.pril 2002 when the
extended Protection of Children Acr Tribunal will take on the
function of hearing appeals relating to the registration of care

homes and children’s homes.

The Care Standards Tribunal

C.34  The Care Standards Act 2002 provides for appeals
against decisions brought under that Act to fall 1o the Tribunal
established under the Protection of Children Act 1999(PoCA).
Alchough legally the Tribunal will continue o be The Protection
of Children Act Tribunal, it will have exrended funcrions and will
operate under the title ‘the Care Standards Tribunal’. The
Tribunal will hear appeals in relation to: decisions made by the
Nartional Care Standards Commission and National Assembly for
Wales in respect of establishments and agencies; decisions made
by the Marional Care Standards Commission and Mational
Assembly for Wales in respect of refusal ro waive disqualification
from running or being concerned with or employed in a
children’s home; decisions of the Chief Inspector of Schools in
England and the Mational Assembly for Wales in respect of the
registration of carly years provision; decisions of the Secretary of
Stare for Health in respect of inclusion on the lisc of those
considered unsuitable to work with children; decisions of the
Secretary of Health in respect of inclusion on the list of those
considered unsuitable to work with vulnerable adults.
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In addidon, i will consider appeals againse: decisions of the
General Social Care Council in England and the Mational
Assembly for Wales in respect of the registration of social
workers and social care workers; decisions of the Chief Inspector
of Schools in respect of the registration of early years inspectors in
England; applications for removal from the PoCA and PoVA list,
review of disqualification orders issued by the Independent
Schools Tribunal and; revocation of disqualification orders issued
by the Courts barring individuals convicted of certain offences
from working with children.

The Tribunal will have a full dme President appointed by the Lord
Chancellor. Legal members and lay members for the tribunal will
also be appointed by the Lord Chancellor. The Secretariat,
which will be seconded from the Department of Health, will be
housed in a central London location. This building will also
provide a suite of rooms to accommodate public hearings.

The Care Standards Tribunal will become up:mtim'uaﬂ from 1 ﬁ.pn!
2002. For further information contact Barbara Erne, Secretary 1o
the Tribunal, Protection of Children Act Tribunal, 6th Floor, 5t
Christopher House, 90-114 Southwark Streer, London SE1
OTE; Tel: 020 7921 1622.




ANNEX D

Public Accounts Committee - Reports Published in
2000

D.1 Two PAC reports have been published in the calendar
year of 2001. However, five Treasury Minurtes have been produced
in the same period (a Treasury Minute is the Government's
considered response to a PAC report) because three covered PAC
reports published in the latter part of 2000.

The list of PAC reports (with date of publication) covered by
Treasury Minutes, in this annex, is as follows:

1. The Management and Control of Hospital
Acquired Infection (HAI) in Acure
INHS Trusts in England 23 November 2000

2. Sir Alan Langlands Valedictory

Hearing 18 December 2000
3. Hip Replacements — Getting it Righr
19 December 2000
4, Inpatient Admissions, Bed Management
and Patient Discharge in NHS Acure
Hospirals 25 January 2001
T The National Blood Service (NBS) 11 July 2001

1. The Management and Control of Hospital Acquired
Infection (HAI) in Acute NHS Trusts in England

Lx2 The Committee expressed concerns about whether the
MHS has a grip on the extent and cost of HAI and thar
prevention requires a commitment from everyone involved in
healthcare.

Action takern an PAC conclusions and recommendarions inclede:

® Compulsory national surveillance of healthcare associaced
infection undertaken by all acute hospital trusts since April
2001. Dara to be published from April 2002;

® Controls Assurance Standard for Acure hospitals revised and

strengthened;

® Guidelines for prevention and control of infection in primary
care/community commissioned as part of the NICE programme
— due for puHi::utim mn S-c:ptcmb:r 2002: and,

® Since April 2001, all hospitals have been required to invest in
meeting standards of cleanliness set out in their Cleanliness
Acrion Plan and to routinely monitor patients’ views on the
cleanliness of hospitals. National Standards of cleanliness will
form part of the Performance Assessment Framework and every
hospital will be measured against these standards. £62 million
has been invested in the last two years on hospiral cleanliness
and the patient environment.

2. 5ir Alan Langlands Valedictory Hearing

D3 The Commitree expressed concerns about the need to
improve managerial effectiveness and accountability and to
improve clinical excellence, equity and efficiency.

Aceion taken on PAC conclusions and recommendations include:

® Sewing up the Leadership Centre to develop high quality future
managers and leaders;

® Placing a statutory duty of quality on all Health Authorities,
Primary Care Trusts and NHS Trusts;

® A series of clinical governance inspections by the Commission
for Health Improvement;

® The creation of national health inequalities targets to narrow the
health gap in childhood and throughour life between socio-
economic groups and berween the most deprived areas and the
rest of the country;

® MNew ways of working are being supported and rolled our across
the NHS by the Modernisation Agency; and,

® Resources are being channelled into IT systems to improve ways
of working within the NHS.

3. Hip Replacements — Getting it Right

D4 The Commitee’s concerns included the need 1o
implement a national hip register. They also highlighted a lack of
key information, including infection rates for hip surgery, which
had led to variable practice and efficiency as well as the need 1o
tackle variations in access to treatment, waiting lists and improve
best practice.

Action taben on PAC conclusions and recommendations inclde:

® In July 2001, it was announced that a National Joint Registry
would be ser up and apply o both the NHS and private secror.
Establishing the regisery will lead o earlier review of partients
with joint replacements and regular monitoring of the
performance of these joints;

® The Information for Health ™ strategy has been updated to meet
the requirements arising from the NHS plan. The updared
Information for Health strategy will ensure the development of
an information and IT infrastructure to support patient
centred delivery of care. Additional investment is being made
for the strategy from 2001 to 2004; and,

® There is clear guidance to the WHS on access to care thar stares
clinical priority must be the main determinant of when
patients are seen. The NHS Executive has set up the *Action on
Oirthopaedics’ programme, where particular attention will be
given to hip replacements and the criteria that should be used
in formulating and implementing best practice guidance

criteria.
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Annex D

4. Inpatient Admissions, Bed Management and Patient
Discharge in NHS Acute Hospitals

D5 The Committee’s concerns included the need o reduce
the number of operations cancelled at the last minute for non-
medical reasons, around 56,000 in 1998-99 and the need w reduce
the number of bed days lost, approximately 2 million per year, due
o -r]r.:lal-,'s in din:harg:i ng pi:upli:.

Action takern on PAC conclisions and recommendations:

® [n October 2001, the Government issued £100 million to
improve emergency care. £30 million of this meney will be used
to purchase around 20,000 additional eperations in the
private sector. This will ease bed blocking and capacity issues
thar are major causes of cancelled operations;

® The ‘Theatre Project” has been ser up by the NHS
Maodernisation Agency to look at optimising theatre utilisation
and reducing cancelled operations. Pilot sites involved in the
project are identifying good practice arrangements to avoid
cancellation of operations;

® Additional funds of around £300 million will be allocated o
councils for reducing delayed discharge. These funds are
being used ro address local issues, including stabilising the care
home sector where capacity is an issue, and improving
assessment processes so that there is less delay in assessing
ongoing care needs;

# The NH5 Plan announced extra investment of £900 million
annually by 2003-04 for intermediate care and related services
o promote independence; and,

® Figures for 2000-01 show an increase of 714 gcm:ml and acure
beds (135,794 CUI]'I.PHI-EfJ to 19992000 baseline of 135,080),
one-third of the way towards the 2004 rarger. Plans for
increases in intermediate beds are also progressing well. The
results of a recent survey on NHS intermediate care show that
by the end of this year there will be an additional 2,400
intermediate care beds (6,974 compared 1o 1999-2000 baseline
of 4,579).
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5. The National Blood Service (NBS)

D6 The Commirtee’s concerns included the need to improve
donor care and the safety of blood used in transfusions as well as
minimising blood wastage.

Avction taker an PAC corclusions and recommendations:

® The Chief Medical Officer has ser up a National Blood
Transfusion Committee. The Committee met for the first time
in December 2001. Its membership is drawn from the Royal
Colleges, specialist organisations, patient representatives as well
as the NBS and DH. It will build on the work previously done
by the Mational Blood User Group by providing information
and guidance to hospitals and the blood service on best practice
for blood transfusions, identifying service development needs
and addressing donor and patient concerns;

* From 2002, around 20 per cent of blood donors will be able to
make appointments. This facility should be available o all
donors by 2004. Cver the same period NBS plan initiatives to
reduce donor waiting times. The first donor awimde and
satisfaction survey will ke place in 2002 and be repeated every
two o three years; and,

® DH and NBS have continued to develop links with research
and manufacturers to enable quick responses to be made to new
developments and minimise risks of infection in blood
transfusions. During 2000 computer systems to control
patient sampling and bedside identification were evaluated. In
2001 system piloted in three hospitals.

UK CMOs to hold Conference on Better Blood Transfusion o
look ar ways to avoid unnecessary use of blood, ways of making
blood transtusion safer and giving better informartion ro parients.
NBS has set up a group to develop ways to improve blood usage
and are developing their Blood Stocks management Scheme o
produce six monthly reports.




ANNEX E

Spending on Publicity and Advertising and
Income from Sponsorship 2001-02 (Estimate)

E.1l The Department runs a number of publicity campaigns
directly and places contracts for others with Health Promotion
England and other organisations. Forecast outturn for 2001-02 is
estimated to be £36 million. The-main components included in
this total are given below.

Mew activities in 2001-02 were:

® A new Tobacco Information Campaign aimed at the South
Asian community, warning of the dangers of smoking and
chewing tobacco with paan;

® Smakescreen, involved recruiting five groups of young people
(aged 11-18) from different parts of London and Manchester,
across a range of socio-economic backgrounds to make short
films about the culture of smoking which have been shown on
Trouble TV;

® Mind our for Mental Health is a sustined programme of activity
1o tackle the stigma attached o people who experience mental
health problems;

® A new campaign to recruit social workers;

® A campaign aimed at the African and African-Caribbean
communities designed to increase the number of black organ
donors; and,

® Raising awareness amongst students of the service provided by
NHS Direct.

Sponsorship

Under Guidelines published by the Cabinet Office in July 2000
government departments are required ro disclose sponsorship
amounts of more than £5,000 in their departmental annual
reports. For these purposes ‘Sponsorship’ is defined as:

“The payment of a fee or payment in kind by a company in return
tor the rights 1o a public association with an activity, item, person
or property for mutual commercial benefie.”

The following amounts have been received in the past financial
year as sponsorship ‘In-kind', i.e. the provision of goods or services
to support a campaign or other activiry.

Sponsor Amount  Support received
received
Trouble TV £800,000  Donared airtime to show
Tobacco Informarion TV
programmes aimed ar
TCEnagErs.
Primesight £77.200  Donared outdoor poster sites at

reduced rate for (_]lgan

Donation and Antibiotics —

Campaigns.
GlaxoSmithKline £27.000  Funding towards the Hajj
Meningitis Campaign.

HRBOS ple £5,000 Funding towards the Mind Oue
Sfor Mental Health Photographic

exhibition,

The Association of British Pharmaceurical Industries (ABPI) have
been working with the Department on implementing carly
milestones in the National Service Framework for Older People.
An early joint project was a Narional Conference for Cha Mpions
of Older People held on 6 March 2002 in London. The ABPI
contribured £43,000 towards the cost of the conference.

Figure E1: Departmental Spending on Publicity and
Advertising and Sponsorship 2001-02

£ million
Campaigns run by the Department
Smaking {Tobacco Education) 9.9
Workfons 5.5
Teenage Pregnancy 4
Child Immunisation E]
MNHS Direct 2.4
Mental Health 19
Flu Immunisation 1.7
Quality 15
Children's Services 14
Social Waorkers' Recrultment 1.4
Frawd 0.5
Cider People (inc Keep Warm, Keep Well) 0.5
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Glossary

Acute Services

Medical and surgical interventions provided in hospitals.

Accruals accounting

Accruals accounting recognises assets or liabilities when goods or
services arc provided or reccived — whether or not cash changes
hands at the same time. Also known as “the matching concept”,
this form of accounting ensures that income and expenditure is
scored in the accounting period when the “benefit” derived from
services is received or when supplied goods are "consumed”, rather
than when payment is made.

Annually Managed Expenditure (AME)

In agrecing the longer-term Departmental Fxpendituore Limit (DEL)
with the 'l‘rm.-;ur}r. it will be found thar some areas of 2 EOVErnment
department’s expenditure may be less predictable and liable to
Huctuate more in the period covered by the DEL. Because a
shorter-rerm view will be required in such areas, a separare, annual
spending limit will be imposed in such areas. Subheads containing
this sort of expenditure will be outside of the DEL and categorised
separately as Annually Managed Expendirure (AME).

Block Capital

Block capital is used o maintin the NHS asser base and is
available to WHS5 Trusts for small scale developments,
enhancement and overhaul of existing assets, and equipment
F-:PL‘W:ME‘HI. Trusts have considerable freedom to decide on how
block capital is spent, but will need to demonstrate their
spending plans deliver the requirement of The NHS Plan.

Discretionary capiral is allocated to fund larger capital schemes,
often of a strategic nature, that cannor be afforded our of black
capital. Access to discretionary capital is controlled by the
Regional Ofhice, and allocated on the basis of prioritising
business cases for capital investment.

Capital

Expenditure on the acquisition of land and premises, individual
works for the provision, adaptation, renewal, replacement and
demolition of buildings, items or groups of equipment and
vehicles, etc. In the NHS, expenditure on an item is classified as
capital if it is in excess of £5.000.

Capital Charges

Capital charges are a way of recognising the costs of ownership and
use of capital assets and comprise depreciation and interest/target
return on capital. Capital charges are funded through a circular
flow of money between HM Treasury, the Department of
Health, Health Authorities (HAs) and NHS trusts.

Central Health and Miscellaneous Services

These arc a wide range of activities funded from the Department
of Health's spending programmes whose only common feature is
that they receive funding direct from the Department of Health,
and not via Health Authorities. Some of these services are
managed directly by Departmental staff, others are run by non-
Departmental public bodies, or other separate execurive
organisations.

Community Care

Care, particularly for elderly people, people with learning or
physical disabilitics or a mental illness, which is provided outside
a hospiral setting, i.e. in the community.

Consolidated Fund

The Government's general account ar the Bank of England. Tax
revenues and other current receipts are paid into this Fund.
Parliament gives statutory authority for funds to be drawn from
the Consolidated Fund to meet most expenditure by the
Government.

Cost of Capital

A charge on the value of assets tied up in an organisation, as a
measure of the cost o the ECONOMY.

Credit Approvals

Cenrral Government permission for individual Local Authorities
1o borrow or raise other forms of credic For capital purposes.

Departmental Expenditure Limit (DEL)

The DEL is the annual spending limit imposed on a EOVErnment
department arising from its agreed, longer-term financial
sertlement with the Treasury. (See also Annually Managed
.Ex;;wmﬁ.tnrf fAMED

Depreciation

The measure of the wearing our, consumption or other loss of
value of a fixed asser whether arising from use, passage of time or
obsolescence through technology, and marker changes.

Discretionary

Expendimare subject to cash limir conerols.

Distance from target

The difference between a Health Authority's allocation and its
rarget Fair share of resources informed by the weighted capigation
formula.
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Estimated Outturn

The expected level of spending or income for a budget, which will
be recorded in the Department’s Accounts.

Estimates
See Supply Estimates

European Economic Area

The European Community countries plus Norway, Iceland and
Liechtenstein.

Executive Agencies

Executive agencies are self-contained units aimed at improving
management in Government. They carry our specific executive
tuncrions on behalf of the parent Department within an
operational framework agreed by Ministers.

External Financing Limits (EFLs)

NHS truses are subject to public expenditure controls on their
spending. The control is an external financing limit (EFL)
issued to each NHS trust by the Department of Health. The EFL
represents the difference berween the resources a trust can
generate intfrna]l_',' {principn”}* recaimed su rp]n.f.q:.s and :lcpr-:c'm_[inn]
and its approved capital spending. If its internal resources are
insufficient to meet approved capiral spend then it is able 1o borrow
the difference. If the internal resources are more than the capiral
spend then the money is used 1o meet any due repayments of debe
principal on the trusts nrdil:a'ring capital debr and Secretary of
State loans, with an excess huing invesned,

Family Health Services (FHS)

Services provided in the community through doctors in general
practice, dentists, pharmacists and opticians, all of whom are
independent contractors. Their contraces are set centrally by the
Department of Health following consultation with representagives
of the relevant pri}ﬁ:ssim:la.. and adminiseered |.1.11:‘:‘1.”._',." b}- Health
Authoriries. Funding of the FHS is demand-led and not subject
to in-year cash limits ac Health Authorities level, though FHS
expendinire has 1o be managed within overall WHS Resources, The
exceptions to this are certain reimbursements of practice expenses
payable to doctors in general practice (GMS discretionary
spending), the costs of administration, and expenditure on
drugs by GPs. Funding for these items is included in Health
Authorities’ (HCHS) discretionary allocations. Responsibilicy for
management of the FHS will pass to Primary Care Truses in
Ocrober 2002, subject to parliamentary approval.
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General Dental Services (GDS)

The GDS offers patients personal dental care via General Dental
Practitioners (GDPs), who work as independent contractors from
High Streer or local surgeries. Although the GDIS is administered
by HAs as part of the Family Health Services, GDPs are engaged
under a uniform national contract. Funding is provided from a
national demand led or non discretionary budger, and is not
subject to local resource limits and does not form pare of HAs'
discretionary allocations.

General Medical Services (GMS)

Contract arrangements agreed at national level for GMS GDPs 1o
provide one to one medical services, for example: giving
appropriate health promotion advice, ni:fcr]ng consulations and
ph].rsii:.ﬂ examinations, ::fﬁ:ring APPTOpriate cxaminations and

IMIMUnSations.

Gross Domestic Product (GDP) Deflator

The official movement of pay and prices within the economy that
is used for expressing expenditure in constant (real) rerms. The
series s produced by HM Treasury, and the one used in this repont
is that published at the April 2002 budger.

Gross/Net

Gross expenditure is the total expenditure on health services, part
of which is funded from other income sources, such as charges for
services, receipts from land sales and income generation schemes.
Net expenditure (gross minus income) is the definition of
“public expenditure” most commonly used in this report, since it
is the part of the toral expenditure funded by the Exchequer.

Health Action Zone (HAZ)

A new initative oo hrin[; tﬂgf.'thr:l OIEANISATONS within and bc;.u:vnd
the NHS to develop and implement a locally agreed strategy for
improving the health of local people.

Health Authority (HA)

Pm'-'ii}uﬂ_v the Health a"tuthl::rjty (HA) was rfspnnsih]t: for
i:l('lliif}'ing the health care needs of 15 resident [mpxdatiun, and of
securing through its contracts with providers a package of
hospital and community health services 1o reflect those needs.On
1 April 2002, 95 HA's was abolished with their responsibilities
transferring to PCT's and the 28 new strategic Health Authorities.

Health Improvement Programmes

An action programme to improve health and health care locally
and led by the Health Authority. It will involve NHS trusts,
Primary Care Groups, and other primary care professionals,
working in partnership with the local authority and engaging other
lecal interests.



Hospital and Community Health Services
(HCHS)

The main elements of HCHS funding are the provision of both
hospital and community health services, which are mainly
commissioned by Health Authorities and provided by NHS truses.
HCHS pravision is discretionary and also includes funding for
those elements of FHS spending which are discretionary (GMS
discretionary expenditure). It also covers related activities such as
R&D and education and training purchased centrally from central
budgets.

NHS Trusts

NHS trusts are hospirals, community health services, mental health
services and ambulance services which are managed by their own
boards of directors. NHS trusts are part of the NHS and provide
services based on the requirements of patients as represented by
Health Authorities and GPs.

National Insurance Fund

The statutory fund into which all National Insurance contributions
payable by employers, employees and the self-employed are paid,
and from which expenditure on most contributory social SECUFILy
benefits is met. The NHS also receives an element of funding from
this.

Non-Discretionary

Expendirure that is not subject to a cash limit, mainly “demand-
led” family health services, including the remuneration and
expenses of general medical practitioners, the costs of prescriptions
written by them, together with all other pharmaceutical, dental and
ophthalmic service costs.

Outturn

The actual year end position in cash terms,

Personal Dental Services (GDS)

Personal Dental Services offer patients personal dental care
equivalent to that provided by General Dental Practitioners within
the Family Health Services, bur within a more flexible framework
of local commissioning. HAs can contract with practitioners or
other providers to provide patient services but are free to
negotiate and set contract terms which best suir local circumstances
and priorities. Funding is subject to local resource limits and forms
part of HAs' discretionary allocarions.

Personal Medical Services (PMS)

Under the PMS contract which is locally agreed berween the
commissioner and the provider, GPs are paid for the services and
care provided. PMS makes service provision more respansive and
equitable and has proved 1o be very successful in reaching
deprived areas where help is often most needed. Many PMS pilots
focus on the care of vulnerable groups including homeless, ethnic
minorities, mentally ill and travellers.

Personal Social Services (PSS)

Personal care services for vulnerable people, including those with
special needs because of old age or physical disabiliey and
children in need of care and protection. Examples are residential
care homes tor the elderly, home help and home care services, and
social workers who provide help and support for a wide range of
people.

Primary Care

Family health services provided by family doctors, dentists,
pharmacists, optometrists, and ophthalmic medical practitioners.

Primary Care Group (PCG)

Primary Care Groups arc fundamentally abour improving the
health of the population they serve by bringing together GPs,
community nurses, managers, social services, local communities,
Health Authorities, Trusts and other health professionals in
effective partnership to deliver three main aims:

~ improve the health of their communiry;
= develop primary and community services; and,

— commission secondary services

Primary Care Trust (PCT)

Primary Care Trusts will be new free standing, statutory bodies
with new flexibilities and freedoms. They will have the same
overall funcrions as Primary Care Groups but will also be able to
dirccly provide a range of community health services, thereby
creating new opportunities to integrate primary and community
health services as well as health and social care provision.

Private Finance Initiative (PFI)

The use of private finance in capital projects, particularly in relation
to the design, construction and operation of buildings and
SUPPOIT Services.
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Provisions

Provisions are made when an expense is probable but there is
uncertainty about how much or when payment will be required,
e.g. estimates for clinical negligence liabilities. Provisions are
included in the accounts to comply with the accounting principle
of prudence. An estimate of the likely expense is charged to the
tncome & expenditure account (for the Depantment, o the
Operating Cost Statement) as soon as the issue comes to light,
although actual cash payment may not be made for many years,
or in some cases never. The expense is matched by a balance sheer
provision entry showing the potential Fability of the organisation.

Real Terms

Cash ﬁgurcﬁ adjusted for the effect of general inflation as
measured by the Gross Domestic Produce deflacor.

Regional Offices
|

The 8 NHS Executive Regional Offices were established on 1 April
1996. These offices are responsible for developing the
commissioning function in the health service and for monitoring
the financial performance of the NHS trusts. The Regional Offices
took on the non-starurory funcrions of the Regional Healch
Authorities following their abolition on 1 April 1996,

Request for Resources (RfRs)

Under the Resource Budgeting system, a Department’s Supply
Estimare will contain one or more requests for resources (RfRs).
Each request for resources will conrain a number of Subfreads. A
request for resource specifies the combined cash and non-cash
financing requirement of the Department in order to provide the
range of services contained in its Sedfead.

Resource Accounting and Budgeting (RAB)

Finally introduced in full on 1 April 2001, Resource Accounting
and Budgeting (RAB) is a2 Whitchall-wide programme to improve
the management of resources across Government. The concept
deals with the wider issue of the resources available o government
departments and includes consideration of all of their assets and
liabiliries and not just the level of cash financing which was the
principal measure used historically.

Resource Accounting comprises:

*  aorrtidls accourting v report the expenditure, income and aces
I}f-ﬂ [iﬂl’l‘ﬁ Foment;

. ma:chi.:ng expenditure, income and assets (resource
consumption) to the aims and objectives of a department of
the appropriate financial year determined by accruals
-':I.L'CI}'LI.['I[iI'I!_:: :ll'lll.'l.

* reporting on outputs and performance.
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Resource Budgeting is the extension of Resource Accounting
principles and represents the spending plans of the department's
programmes and operations measured in resource terms (resource
consumed in the financial year rather than just cash spent/received)
to reflect the full costs of its activities.

Revenue

Expenditure other than capital. For example, staff salaries and drug
budgers. Also knewn as current expenditure.

Secondary Care

Care provided in hospitals.

Special Health Authority (SHA)

SHAs are health authorities which have been set up to take on a
delegared responsibility for providing a national service to the NHS
or the public. They can only carry out functions already conferred
on Sof5. They originate under Section 11 of the NHS Act 1977,
which gives Sof5 the power o establish a special bedy for the
purpose of performing certain specified functions on his behalf

Specific Grants

Grants (usually for current expendirure) allocared by Cenral
Government to Local Authorities for expenditure on specified
services, reflecting Ministerial priorities.

Strategic Health Authority

The term strategic health authority describes the new organisations
proposed to be set up in England as part of the Shifting the
Balance of Power within the NHS programme, Twenty-cight new
health authorities, with a population on average of 1.5 million,
related 1o local and regional government boundaries and roughly
aligned with clinical networks, were established on 1 April 2002
when the 95 former health authorities were abolished. The new
health authorities are the main link berween Department of Health
and the NHS and are responsible for ensuring that all NHS
organisations work together o deliver the NHS Plan for
modernised patient centred services. Their main functions
include crearing a strategic framework for the delivery of the NHS
Plan locally; securing annual agreements with, and performance
management of, local NHS bodies; and building capacity and
supporting performance improvement. Subject to progress with
the WHS Reform and Health Care Professions Bill, the new health
authorities are expected to be known as strategic health authorites
from October 2002,



Supply Estimate

The term is loosely used for the Main Estimates, a request by the
Executive to Parliament for funds required in the coming
financial year. There are also Supplementary Estimares. Supply
Estimares are sub-divided into groups (Classes) which contain
provision (usually by a single department) covering services of a
broadly similar nature. A sub-division of a Class is known as a
“Vote” and covers a narrower range of services. The Department
of Health has three Vores which form Class 1. Vote 1 covers the
Department of Health and contains two Requests for Reiources
(RfRs) — the first covering expenditure on the NHS, the second
other Departmental services and programmes. A Supply Estimare
does not of itself authorise expenditure of the sums requested. This
comes through an Appropriation Act passed by Parliament.

Trading Fund

Trading funds are Government Departments or accountable units
within Government Departments set up under the Government
Trading Funds Act 1973, as amended by the Government
Trading Act 1990, The Acts enable the responsible Minister to set
up as a trading fund a body which is performing a statutory and
monopoly service whose fees are fixed by or under statute. A
trading fund provides a financing framework within which
outgoings can be met withour detailed cash flows passing
through Vore accounting arrangements.

Unified Allocation

Before April 1999, Health Authorities (HAs) received separate
revenue funding streams for: hospital and community health
services (HCHS); discretionary funding for general practice
staff, premises and computers (GMSCL); and family healch
services prescribing. The White Paper, The mew NFHS: Modern,
Dependable proposed unifying these funding streams. Since
April 1999, there has been a single stream of discretionary funds
flowing through Health Authorities to PCGs.

Vote
See Supply Estimate.

Walk-In Centre

Walk-in Centres are part of a tranche of initiatives to modernise
the NHS by providing quick and convenient access to basic
primary care services without the need for an appointment.

Weighted Capitation Formula

A formula which uses population projections for resident
population which are then weighted as appropriate for the cost of
care by age group, for relative need over and above that accounted
for by age and to take account of unavoidable geographical
variations in the cost of providing services. They are used 1o
determine Health Authorities target share of available resources,
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