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Foreword by the Secretary of State

It gives me great pleasure to present the fifteenth annual report of the
Department of Health.

In July 2004, the Chancellor announced the outcome of the spending review
which set our spending plans up to 2007-08. For the NHS this confirmed the
historic levels of sustained growth in the 5-year settlement announced in 2002.
This gives the NHS an average increase of 7.1% over inflation for the period
2005-06 ro 2007-08. The settlement also delivered a further average annual
real terms increase for Personal Social Services of 2.7% over the same three

years. This demonstrates the Government’s continued commitment to
investment in health and social care services to deliver better quality care for
the whole population.

It is vital that we deliver maximum benefit from this funding. Therefore, in the 2004 Budget, the Chancellor
announced the outcome of the Gershon report which detailed -.":mcif_'m_}r savings across Government. In this, the
Department is commirted to making savings of £6.5 billion a year by 2007-08 which will be recycled into frondine
services. Savings will be delivered through:

e reduced bun:aucraqr thmugh savings in Department of Health FUNNing costs and n.*du{:ing the numbers of

arms |1:ngth bodies;
* more effective procurement of goods and services; and,

* improvements in staff pmductiw: time thmugh investment in pay reform and new IT SysLems.

The generous sertlement for health and social care will be used o deliver our new public service agreement. This
reflects our continued drive to reduce waiting times, reduce inequalities, improve the health of the nation and
ensure care is delivered 1o those who need it, when they need it and in a setting that is most appropriate to them.

Our plans mean that waiting for trearment will reduce to the point where waiting time for elective care is no longer
the major issue for patients. By 2008, the maximum wait for the whole of a patient’s journey from GP referral
to trearment will be 18 weeks, with most people being treated much quicker.

We have also introduced a rtarger to improve outcomes for people with long-term conditions by providing
more proactive care, through case managers, including community matrons, in primary and community settings.
Early intervention and management of long-term conditions will both improve patients’ overall health and prevent
acute episodes of illness requiring emergency admission to hospiral.

The public is naturally concerned abour healthcare associated infections. It is a top priority for my Department
to reduce the risk of infection, and this is why in 2004 we set a target for acute trusts to halve their numbers of
MRSA bloodstream infections by 2008. Measures put in place are already having an eftect, and in March 2005
we were able to announce a 6% decrease for the period April to October 2004 by comparison with the same period
in 2003. This is a difficult challenge for the NHS, but | am confident that continued action in NHS hospitals
will result in further reductions in MRSA bloodstream infections.

We are addressing the difficult issue of the long-term health of the whole nation. We have rargets o reduce
smoking, to halt the rise in childhood obesity, to reduce mortality rates from hearr disease and stroke, and to reduce
health inequalities. These are supported by the plans set out in the Public Health White Paper Choosing Health



published in November 2004. This is a genuine and fundamental shift in the health policy for this country —
from simply providing a sickness service to a true health service where prevention is as important as cure.

We are also revolutionising the way patients access services with every patient being offered a choice of
providers, both NHS and independent sector, and being able to book their appointment at the point of
referral. Patients will be able to choose from a range of providers funded by the NHS and regulated by the
Healthcare Commission as well as have access to a wider range of services in primary care.

As we increase investment in social services we need to ensure thar services are provided in a way that gives
maximum benefits to clients. This is why in March 2005 we published our consulation paper fndependence,
Wellbeing and Choice. This set out our vision for the future of social care for adults in England and asked for
views on our proposals, so we can build a shared vision and create a social care environment right for the
215t Century. Our vision includes proposals on individual budgets; developing new models of care including
telecare; and how to better support carers and build the capacity of the voluntary and community sector to
engage in the wider agenda of social inclusion. It also emphasises the need for social and health care to work
together better to support those with complex needs.

This Government has demonstrated our belief in strong public services through sustained real terms
investment in health and social care. The values that underpin these vital public services remain unchanged:
in particular, the founding principle of the NHS that healthcare should be funded through general raxation
and available to all on the basis of need not ability to pay. But, we must not be ried to old strucrures and
ways of delivering these services. As society progresses and public expectations change ir is vital thar we
reform services to meet growing needs whilst delivering maximum benefit from the public funding with
which we are entrusted. Only through reform will we deliver the high standards of quality and
responsiveness that are demanded of modern health and social care services.

[ doei==

Rt Hon Patricia Hewitt MP

Secretary of State for Health
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Contents Summary

This report provides Parliament and the public with an account
of how the Department of Health has spent the resources
allocared to it, as well as its future spending plans. Tt also describes
our policies and programmes and gives a breakdown of spending
within these programmes. This section serves as a guide to the
content and structure of this report.

Chapter 1 - Introduction

Introduces the report and the Department’s overarching 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, 2000, 2002 and 2004 Spending Reviews. The 2000
Review was also informed by 15 cross-departmental reviews of
issues that may benefit from a joint approach invelving two or
more Government departments. Some of these reviews resulted in
targets that appear in our Depariment’s Public Service Agreement.
Progress is also shown against these as well as our Modemising
Government actien plans.

Chapter 3 - Expenditure

Chaprer 3 provides information on the Government's expenditure
plans up uncil 2007-08 and includes outturn figures for 2003-04.

Supplementary tables to this chapter can be found in the
Annexes Al o A3

Chapter 4 - Investment

Investment continues to play a pivotal role in the modernisation
of the NHS. The NHS Plan®™" and the Departmental Investment
Serategy™* ser our a planned programme of investment in the
NHS. This chapter serves to highlight those priorities.

Chapter 5 - Delivering the NHS Plan

The NHS Plan ser the direction for modernisation and reform.
It set our how an NHS fit for the 215t century will be delivered.
The next steps for investment and reform were published in
Delivering the NHS Plan™* in April 2002. A summary of the
progress to date in achieving those aims is given.

In June 2004, the Department of Health published The NHS
Improvement Plan — Putting People ar the Heart of Public Sevvices.™
This document ser our the priorities for the NHS up o 2008.
It supports the ongoing commitment to the 10-year reform process
first set out in e NHS Plan.

Chapter 6 -~ Breakdown of Spending
Programme

This provides a breakdown of spending across our main
programme arcas (WHS, Family Health Services and Personal
S‘lﬂ.—iﬂl HIL"I."!'ErI:fS- ﬂ:“:::l.‘ s “'E“ ] pm\fi.cling s-urJ'L hrﬂk{lﬂwlli s Spﬂ'l.d

per head of |mp|.||;;||;iun and |_r_|.r age pr{_:ﬁ|¢.

Chapter 7 - Activity, Performance and
Efficiency

[lhap:cr 7 is broken down inte 4 main areas: Acrivigy:
Performance; Efficiency and Personal Social Services activity,
performance and efficiency. Ir provides such activity dara as hospieal
activity, inpatient and outpatient 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 that will enable the effective delivery

of services.

Chapter 8 — Managing the Department
of Health

“This section outlines the running costs, staffing, recruitment policy
and senior civil service salaries of the Department, as well as
describing the environment in which we operarte.

Annexes

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



1. Introduction

1.1 INTRODUCTION
1.5 DEPARTMENT OF HEALTH
1.10 MATIOMAL HEALTH SERVICE (MIMS)
1.12 PERSONAL SOCIAL SERVICES (PSS)
1.15 DELIVERING THE NHS PLAN
1.23 NHS FOUNDATION TRUSTS
1.26 THE DEPARTMENT OF HEALTH CHANGE PROGRAMME
1.28 ARM'S LENGTH BODY REVIEW
130 EFFICIENCY PROGRAMME
33 PUBLIC HEALTH WHITE PAPER

INTRODUCTION

1.1 This is the Diepartment of Health’s fifteenth annual report.
In it, you will find a wide range of information abour our spending
programme.

1.2 The Department of Health (DH) is responsible for the
stewardship of almost £70 billion of public funds. It advises
ministers on how best to use funding to achieve and inform their
decisions and carry out their objectives. The report also contributes
o Parliamentary accountability and ensures thar there is full and
apen reporting to the general public.

1.3 Chapter 3 of this report provides information on the
Governments spending plans for 2005-06, Chaper 6 has a
detailed breakdown of the spending programme and Chaprer 7
provides an analysis of the resources which have been used under
the headings of activity, performance and efficiency.

1.4 This report was developed in consultation with departments,
Parliament and others. It was produced and published under the
reporting framework issued by HM Treasury.

DEPARTMENT OF HEALTH

1.5 The Department of Health (DH) sets overall policy on all
aealth issues, including public health matters and the health
sequences of environmental and food issues.

th is also responsible for managing

ilitics,

Intraductio




1.13 Ower the three years 2005-06 ta 2007-08, there will be an
average real terms increase in funding of 2.7 per cent over and
above inflation.

1.14 This good settlement means thar over the three years of the
Sp:miinj::, Feview (200506 o 2007-08), there will be an increase
of nearly £2 billion, taking total net PSS resources 1o £12.5 billion.

DELIVERING THE NHS PLAN

— NHS Improvement Plan — Putting People at
the Heart of Public Services

1.15 The NHS Plan™" was announced by the Prime Minister
and the Secretary of State for Health on 27 July 2000. This
plan set our the investment and reform straregy for the NHS,
alongside the Public Service Agreement rargets for the NHS
and Social Services.

1.16 The five-year funding increase announced in the 2002
Budger and confirmed in the 2004 spending review have enabled

the Government o implement the vision set out in Tlhe NHE Plan.

1.17 Delivering the NHS Plan"® in April 2002 outlined the
improvements in services that the public can expect 1o see as the
Plan is pur into action. It ser out how the NHS would operate 10
secure the best use of resources.

1.18 In June 2004, the I]r:p:tnmt:m of Health p|.||'uli5h¢d
The NHS fmprovement Plan — Purting People ar the Heare of Public
Services™, This decument set out the priorities for the NHS up
to 2008. It supports the ongoing commitment to the ten-year

reform process first set out in The NHS Plen,

1.19 The NHS Improvement Plan sets out the key commitments
thar the NHS will deliver o transform the patients’ experience of
the health service by 2008 through dramatic reductions in
waiting times, increased choice for patients and more focus on the
trearment of patients with chronic illness and prevention of discase
and tackling ill health through public health.

1.20 The NHS fprovemene Plan also sets out how these services
will be delivered |.1-_',' the NHS. For ﬂ:amplrz. |:|!mugh MNHS
Foundation Trusts; Independent and NHS treatment centres; and
new ways of meeting patient needs in primary care. There will also
be increases in NHS staffing coupled with new ways of working
to meer patients’ needs and investment in state-of-the-are
information systems to allow patients 1o cheose more convenient
and higher quality personal care. This will all be supported by a
system of financial incentives and performance management that
will drive the delivery of the new commitments whilst continuing
1o hand money, control and responsibility to local health services.

- Creating a Patient led NHS
— Delivering the NHS Improvement Plan

1.21 In support of the NHS Improvement Plan the
Department of Health published {':'rra.‘fngﬂ Pariene-fed WHS —
Delivering the NHS Improvement Plan'* on the 17 March
2005. The ambition over the next few years is to deliver a
profound change to the NHS — to change the whole system so
that there 1s more choice, more Fumnlalim] care, real
empowerment af people to improve their health - a
fundamental change in the relationship with patients and the
public. The plan is to move from a service that does things w
and for its patients to one that is patient-led, o deliver a service
that works with patients to support them with their health
needs. Every aspect of the new system is designed to be patient-
led through:

® 3 greater range of choices and range of information to help make
those choices;

® srronger standards and safeguards for patienes; and,

# NHS organisations being better ar understanding patients and
their needs. who use new and different methods to do so and
have better and more regular sources of information about
preferences and satisfaction.

1.22 {':mwrjfgg a Pactene-led NHS describes the major cha.ngcs
underway in the NHS and explains how some of the biggest
changes will be taken forward. It is aimed primarily ac the leaders
of the NHS to provide clarity on how to carry forward to
iransform the NHS to be truly patient-led. This process will be
supported by a programme of work for the national issues,
delivered mainly through the National Leadership Nerwork for
Health and Secial Care and steered by the Department.

i e T



NHS FOUNDATION TRUSTS

1.23 NHS5 Foundation Trusts were set up under powers in the
Health and Social Care | f_‘ammrm:'.ry Health and Standards) Ace
2003"%. There are now 31 NHS Foundation Trusts in operation
and further waves will follow. By 2008, all NHS trusts will be in
a position to apply to become NHS Foundation Truses.

1.24 Within a clear framework that outlines national standards
and subject to independent inspection, power is being devolved
to locally-run services with the freedom to innovare and improve

care for NHS patients.

1.25 NH$ Foundation Trusts are governed by boards thas
include people elecred by members of the public, patients and staff.
NHS Foundation Truses are accountable directly to their local

!.'Bmmull:itllﬁ .'-Il'llil 0 FHF“;]ITI.I:I'.IT.

THE DEPARTMENT OF HEALTH
CHANGE PROGRAMME

1.26 Over the past 18 months, the Depariment has undergone
its Change Programme to cnable it to provide leadership that is
more effective 1o the NHS and social care, and a better service 1o
Ministers and the public.

1.27 [t has been reshaped, reducing by 1,400 posts and creating
a smaller, more strategic, organisation with operational
responsibility devalved throughour the system.

ARM'S LENGTH BODY REVIEW

1.28 [n 2003, we announced thar the Department was w
revicw 1Is arms |::n5t|a bodies (ALBs). The Aecreary of State
published the outcome of the Review in July 2004 and proposals
tor implementation in November 2004, The ALB Review
implementation programme is part of a wider programme of
change to improve efficiency and cut bureaucracy in the
management of the NHS. The objective of all these activities is o
reduce the burden on the front line and free-up more resources for
the deiiﬁ::r_r of frondline services to pﬂi::ms and users, This wider
programme is to ensure thar the increased investment in the NHS
= 42 per cent in real terms from 2003-04 w0 2007-08 — is
accompanied by medernisation that cuts our waste,

1.29 The ALB Review changes will deliver a redistribution to the
front line of at least £0.5 billion a year by the end of 2007-08. The
number of arm's length bodics will be reduced 1o 20 from the base
year of 2003-04, despite the sector assuming new functions under
statutes approved by Parliament. Even with these new funcrions,
which bring new costs, we will be setting the 2005-06 budget for
the ALB sector so that it will cost about £100 million a year less
to run than in 2003-04. A furcher £200 mallion a year will become
available for redistribution 1o the front line by the end of

2006-07 and again in 2007-08. This will inevitably mean
significant changes in the organisation, staffing, financing and
governance of the ALB sector: thess changes are ser our in derail
in Chapier 8.

EFFICIENCY PROGRAMME

1.30 It is essential that we get maximum benefit from the funding
allecated to the NHS and social care, This is why the Department
of Health, the NHS and Social Services are to make very
significant efficiency gains over the nex three years. These will total
over £6.5 billion by 2007-08, equivalent to 2.7 per cent per year.
This is 30 per cent of the total projected savings across
EOVCINMENL.

1.31 To measure progress against value for money rargets, the
Department of Health has dcvrlnlm;l an interim value for
moeney measure, which measures value for moeney in terms
of improvemenrs in cost efficiency. In 2003-04, this measure
suggests that value for money through cost efficiency increased by
2.1 per cent.

1.32 One of the principal recommendations of the Atkinson
Review of the Measurement of Government Output and
Produceivity was that quality of care should be included in the
measurement of MHS outpur and productivity measures. The
Department of Health will therefore be working with the Office
for MNational Statistics o further improve NHS output and
productivity measures and in particular, measures of quality
improvements.

PUBLIC HEALTH WHITE PAPER
1.33 The White Paper Choosing Health: Making Healthicr

Cheices Easier™™, signals the Government's intention to transform
the NHS into a true service for improving health, as well as a
service o treat sickness. It sets out how Government will make it
easier for people to adopt healthier lifestyles. This will also make
good cconomic sense with fewer unnecessary deaths and less
unpreventable disease,

1.34 Choosing bealth marks a step change in how the NHS will
plan and deliver improvements in the health of the population,
Health improvement will become an integral part of the
mainstream planning and performance system and will be core o

MHS husiness.
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2. Deliv

INTRODUCTION

2.1 In serting out its spending plans for 1999-2002 in the 1998
Comprehensive Spending Review (CSR), the Government set new
prioritics for public spending with significant exura resources in key

services such as education and health.

2.2 The Government also made a commitment o link this extra
investment to modernisarion and reform, to raise standards and
improve the quality of public services. The White Paper, Public
Services for the Future: Modernisation, Reform, ﬂi'rﬂllﬂr-rfl"lfl"i'{}'“ ;
December 1998 and its supplement™ published in March
1999, delivered this commitment by publishing for the first time
measurable targets (Public Service Agreements — PSAs) for the full

range of the Government’s objectives,

2.3 The Department of Health's aims and objectives, followed
by a detailed analysis of the PSA rgets resulting from the
Comprehensive Spending Review (CSR) as well as the Spending
Reviews from 2000, 2002 and 2004 are set out in the following
paragraphs and wables. The wbles focus primarily on ‘live” or
outstanding targets. Where rargets have already been met or
superseded these have been presented in a table ac Annex F o this

FEPOEL.

THE DEPARTMENT OF HEALTH AIMS
AND OBJECTIVES

Aims
2.4 The Deparement of Healdhs overall aim is o improve the

health and wellbeing of the population.
2.5 The distincrive role of the Department includes:

® developing strategy and direction for the health and social care
system (including not for profic and privare providers) while
maintaining the integrity of the system and its values;

® providing the legislative framework;

® setting some standards and ensuring others are set;

* securing and allocating resources; and,

® cnsuring accountability to the public and Parliament.

2.6 To carry out this role, the Department is organised into three
Business Groups, responsible for Standards and Quality, Delivery,
and Serategy and Business Development [see organisation chart on
page 5]. The Departmental Management Board, under Sir Migel
Crisps chairmanship, coordinates the leadership and management

of the dcp.'urm-:lu, in support of Ministers.

12

Objectives

2.7 The Department’s objectives, which derive from its Public
Service Agreement with HM Treasury, are to:

® improve and protect the health of the population, with special
attention to the needs of the poorest and those with long-term

conditions;

® cnhance the quality and safery of services for patients and users,
giving them faster access to services, and more choice and

control;
#* Jdeliver a betrer experience far patients and users;

® improve the capacity, capability and efficiency of the health and
social care systems, ensuring that system reform, service
modernisation, I'T investment and new staff contracts deliver
improved value for money and higher quality;

® improve the service we provide as a Department of State 1o -
and on behalf of — Mimsters and the puhlic. nalim::allly and
internationally; and,

® hecome more capable and efficient as a Deparument and
cement our reputation as an organisation that is both a good
place 1o do business with and a good place 1o work.



DEPARTMENTAL PUBLIC SERVICE AGREEMENT TARGETS (CSR 1998) ANALYSIS

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

B o

get 1

uction in the deach race from cancer amongse

.mﬁlupdundﬂ?ﬁ ar lexsy 20606 by 2010
a baseline of 141.2 deaths per 100,000

population for the three years 1995 w0 1997,

2
eduction in dearh raee from heart disegse and
stroke and relared illnesses amo le
| under 75 by an lewsr 4006 mmrmﬂ
baseline of 141.0 deachs per 100,000

populaton
tor the three years 1995 (o 1997,

i 3
Emmn in the death rare from accidents by ar
beasr 20% by 2010, from a haseline of 15,9
100,000 population for the three years 1995 1o
1997.

Target 4

Reduction in the rate of hospital admision for
serious accidental injury by ar least 10%

2010, from a rcvisat;hﬂc]m: estimarte of 315.9
admissions per 100,000 papulation for the
financial year 199556,

-3
mﬁm in the death mte from suicide and
underermined injury by at leas: 20% by 2010,
fram a revised baseling of 9.2 deaths per 100,000
population for the three years 1995 10 1997,

Measure

Death rare from cancer

amaongst le
under ﬁlpmp i

Dearh rare from
circulatory discase
amongst people aged
under 75.

Death rare from
accidents.

Rate of ital
admission for wrous
accidental injury
requiring a hospiral
stay of four or maore
days.

Diearh rane from
intentionzl self harm
and injury of
undetermined intene.

See PSA (SR2002) Target 6

As a result of information from the 2000 Census, and subsequent
ONS Local Authority Populaion Studies, the population
denominaror has cha and rares for all vears wp to 2000 have been
recalcubared. Baseline have been reser in accordance with these
changes,

Se¢ PSA (SR2002) Target 6

Az a result of information from the 2000 Census, and subsequent
QNS Local Authoney Populavion Studics, the populanon
denominator has &u?:j:nd rates for all years up to 2000 have been
recalculared. Bascline dara have been reser in accordance wich these

changes.

Sl -

[ara El 2001-03 (3 year ave show a rare of 16.0 deaths per

100,000 population = a rise of (8% from the baseline (1995-97).

However other darasets (eg from HSE and DFT) indicare a downward
in certain accidents. The Repont of a cross-Government Task

Force on Accidental Injuries was published on 11 Ocrober 2002,

and acrion is being taken to implement is recommendanions.

A a resule of information from the 2001 Cenous, and subsequent
OMS Local Authoginy lation Soudies. the population
denominator has changed and rates for all years up 1o 2000 have been
recalculated. Baseline data have been reset in accordance with these

chanpes.

slippage:

These dara are single financial year hgures. available annually. Single
year data for financial vear 2002-03 a rate of 327.8 admissions
per 100,000 population — an increase of 3.8% from the baeline
estimaie [ 1995-96).

As a resule of information from the 2001 Census, and subsequens
N5 Local Authority Populaton Smedics, the population
denominaror has changed and rates for all up 1o 2000 have been
recalculated. Baseline jala have been reser in accordance with these

changes.

Soe PSA (SR2002) Target 7 (part)

A Mational Suicide Prevention Strategy was published in Seprember
2002 led by the Marienal Direcror for Meneal Health. As this is
implemented it will contribute 1o reducing the suicide rare.

As a result of information from the 2001 Census, and subsequent
(NS Local Autharity Population Snedies, the popularion

denominaror has and raret for all vears up o 2000 have been
recalculated. Bascline have been reser in accordance with diese
changes,

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

1 Ill'll't 7
Ensure

ne with suspected cancer is able ro
e a ialise within two weeks of their GIP
duﬂiniﬂaqnadmh:mpﬂ tly and A
| requesning an appoiniment for: all parients wi
lll@«lrrdlﬁ:nﬁrmm from April 1999 and for
all'other cases of suspected cancer by 2000.

Ticnes
breast

cancers able 1o see a

ﬂru&dﬂin

Nearly met: Y

9,50 of all patients referred wrgenddy with ted cancer were
seen by a specialio within 2 during July to Seprember 2004,
The Al AW MEsUTes 3 maximum one month wait from

diagnosis 1o first rreatment for breast cancer, Berween July ro
December 2004, 97,5% of women with brexss cancer received firse
treatment within one month of dizgnosis.

The Deparrment also measures the number of women with suspected
breast cancer who receive treatment within rwo months of urgent
referral by their GB During July to September 2004, 96.6% of

parients received trearment within two months.
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@EEARTMENT&L OPERATIONS AND PSA PRODUCTIVITY TARGETS ANALYSIS

Ii ojective V: To assure performance and support to Ministers in accounting to Parliament and the public for the
all performance of the NHS, Personal Social Services (PSS) and the Department of Health.

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

DI FAETMEHTAL PUBLIC SERVICE AGREEMENT TARGETS ANALYSIS (2000)

The 1998 Comprehensive Spending Review (CSR) made an important step forward in delivering improvements in services,
" -'--'!: h the innovation of Public Service Agreements (PSAs).

15










Objective IV: Fair Access.

Objective V: Value for Money.

DEPARTMENTAL PUBLIC SERVICE AGREEMENT TARGETS (SR 2002) ANALYSIS

2,10 Further to the 1998 and the 2000 Spending Reviews, the 2002 review continued the process of delivering improvements in
services, through the innovation of Public Service Agreement targets (PSAs). The rargets from that review are laid out in the table below.

Objective I: Improve Service Standards.
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SEIVICEs — Progress

Objective Il: Improve health and social care outcomes for everyone.

Target 6:

R;E‘m substantially the mormaliny rates from the
major killer diseases by 2010: from hear digease
by an et 40% in people under 75: from cancer
by at lexst 209 in poople under 75,

Target 7:

Improve life curcomes of adulrs and children
with mental health lhml:.lem: through year-on-
VAP ETPIOVENENEs N 30cess. to-crisis and
CAMHS{Childlren and Adolescent Menial
Health Services) services, and reduce the
mortality rates from siicide and undetermincd
injury by arlease 20% by 2000

Target 8:

Ind'l.]:::vm the qualicy of life and independence af
ulder people so that they can live at home
whernever possible. by increasing by March 2006
the number of those supporred intensively to live
at home 1o 30% of the wal I.re'rlrég supparted by

suscial services at home or in residential care,

22

Digath rate from heart
disease, strokes and
related illnesses—
amongst people aged

under 75,

Annual mapping of
CAMHS 1o monitor
SLICCCRS,

Far crisies services there
are rwo main forms of
TSI T TN

1. Mumber of patienis
whio are subjpect to ar
least ome consuliam
cpizode (3cure
homie-based) per
AnALm s meisuied.

2. Mumber of Crisis
Besolution teams
established,

Dreath mte from
sunicide and
undetermined injury:
Baseline of 9.2 deaths
per 100,00

ulation for the
three years 1995w
1997,

Those le receiving
mowe than 10 contact
hioairs of home care
andl six or more visits
per week, divided by
the population af
people supported by
councils in residential
care and nuriing
homes.

Heart Disease - on course;
Dt for 2001-2003 (three-vear average) show a mte of 102.8 deaths

TUH1,00M0 latkon — a reducrion of 27.1% from the baseline
1995.97). Three-year average rates have fallen for each pesiod since
the baseline,
Cancer — on course:

Drara for 2001-2003 (three-year average) show a rate of 124.1 dearhs
r 100,000 population = a reduction of 12.2% from the baseline
1995-97). As with circularory discases. three-vear average rates have
fallen for each period since the baseline.

Access bo CAMHS - of deli ;
CAMHS Regional mt Wulk::,;mirrur to help boch
commissioners and providers to expand and improve services in line
with guidance set our in the CAMHMS standard of the Children’s
Mational Service Framework,
Provistonal anabysis of che 2004 CAMHS Mapping dara shows tha
mmlagg increase in expendimre, staffing and activity on
AMES over 2003 lovels is :i‘iniﬁ::mdv above the minimum 10%
Increase ser a5 an ohjective in the W:nnfﬂg and Priorities Framework.
Access bo crisis services — carly stages of delivery:
The latest available data (January 1o Masch 2005) shows 68.763
|]:-mplt receiving a Crisis limion/Homie Treatment service. This is
15% of the planned 59,638, However, the updarsd plans show a rise
from 59,618 le po be given a service by 31 March 2005 o a plan
oo serve 104,751 by 31 March 2006,

Local Diefivery Plans and pesformance againse them remain under the
wired trajecrory to achieve the Manning and Priornities Framework
{PPF) rarger. Work conrinues with Stravegic Health Authoriries to
achieve the PPF marpers,
The key enabler for im; ing access 1 Crisis sorvices is the
implemenation of sufficient numbers of crisis resolurion reams.
January 1o March 2005 Local Delivery Mlan Returns (LDPR)
indicared 304 crisis resolurion veams have been set up (1% of the
PPF requirement of 335 by Diecember 2004]. This equates to 92%
of the 331 forecase in LD by March 2005, Definitive measure for
tezm nuembers from the Durham Mapping exercise will be available
i June 2005,

Sulcide and Undetermined Injury = an course:

Drara for 2001 -2003 {three-year average) show a rare of 8.6 dearths

E:q:ﬂﬁ[ﬂ]ﬂ ulation — a reduction of 6% from the 1995-97
ine (2.2

A National Suicide Prevention Strategy was published in Seprember
2002 led by the MNarional Direcror for Meneal Health. As this is
implemented it will contribute to further reducing the suicide rare.
O 21 January 2004, NIMHE published the second annual mpory on
progress on the national suicide prevention strategy for Em . This
report sets out what has been achieved so fur and what further acrions
need ta be tmken in the mediam and longer term. [t is the second in a
repons that will be published as the sraregy is

fi

serics of p
and new fignres and findings become known.

implement

Older people su ed intensively to live at home - met:

The number of o e suppored intensively o live at home
increased vo 30.1% in 2005-04. This rarger has therefore been mer
oy early,
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Objective lll: Improve Value for Money.

Target 12 Value for money based
\Hu;l'urnmmrmﬁtbﬂﬁ:nd social Mmﬂm“?
mw;.ll improve b}ral p:rumm.
 annual § mpmm:ﬂ;s of 1% in both cost :!lulrlns.
v ml’ﬂuunﬂld mix of
LA
Seevice elfectivencs
element of | hased
(a4 [0S
by the
FLFBETL.

DEPARTMENTAL PUBLIC SERVICE
AGREEMENT TARGETS (SR 2004)

2.11 Further to the carlier Spending Reviews, the 2004 Review
carried forward some existing targets. The targets from the

2004 Review are laid out below.

Priority I: Health of the Population

Target 1

Improve the health of the population. By 2010 increase life

expectancy at birth in England wo 78.6 years for men and 81.5

years for women.

Substantially reduce moreality rates by 2010 (from the Owr

Healthier Nation™" baseline, 1995-97)

# from heart disease and stroke and related diseases by at least
40 per cent in people under 75, with a 40 per cent reduction in
the inequalities gap between the fifth of areas with the worst
health and deprivation indicators and the population as a whole;

® [rom cancer by at lease 20 per cene in people under 75 with ar
least a reduction in the inequalitics gap of at least & per cent
berween the fifth of areas with the worst health and deprivation
indicators and the }mpulu{iml as a whole; and,

#® from suicide and undetermined injury by at least 20 per cent.

Target 2

Reduce health inequalities by 10 per cent by 2010 (from a
1997-99 baseline) as measured by infant mortality and life
expecrancy at birth.

Target 3

Tackle the underlying determinants of health and health
inequalities by:

® reducing adult smoking rares (from 26 per cent in 2002) to 21
per cent or less by 2010, with a reduction in smoking
prevalence among routine and manual groups (from 31 per cent
in 2002) to 26 per cent or less;

24
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efficiency increased by 2.1

The ment, in conjunction with the Office for Mational

Snmw?ﬂm-mddmﬁdumn Review seam, has developed a new

- micasure for adult social services outpur. We will continue to work

mnhﬂﬂﬁmdmﬂw efficiency measure based on the work

:h@d‘vm mﬁnﬂmﬁnmﬂmmmﬁtd}n
I'I1I'I
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at the University of Kent and Lﬂmlpn&hmlu Economics has been

commissioned to develop a further measure of suiput faking account
of changing quality of care and client d-:pcn.qu:%mlmgﬂwil
report later in the year

® halting the year-on-year rise in obesity among children under
11 by 2010 (from the 2002-04 baseline) in the context of a
broader strategy 1o tackle obesity in the population as a
whole. (Joint target with the Department for Education and
Skills and the Department of Culture, Media and Sport); and

® reducing the under-18 conception rate by 50 per cent by 2010
{from the 1998 baseline), as part of a broader strategy to improve
sexual health. (Joint targer with the Department for Education
and Skills.)

Priority Il: Long-Term Conditions
Target 4

To improve health outcomes for people with long-term conditions
by offering a personalised care plan for the most ar risk vulnerable
people; and to reduce overall emergency bed days by 5 per cent by
2008 {from the expected 2003-04 baseline), through improved
care in primary care and community scitings for people with
long-term conditions.

Priority Ill: Access to Services

Target 5

To ensure that by 2008 no one waits more than 18 weeks from GP
referral o hospital trearment.

Target 6

Inerease the participation of problem drug users in drug rearment
programmes by 100 per cent by 2008 (from a 1998 baseline); and
increase year-on-year the proportion of users successfully sustaining
or completing treatment programmes.

Priority IV: Improving the Patient/User
Experience

Target 7

Secure sustained annual national improvements in WHS patient
experience by 2008, as measured by independendy validared
surveys, ensure that individuals are fully involved in decisions about



their healthcare, including choice of provider. as measured by
independenty validared surveys.

Target 8

Improve the quality of life and independence of vulnerable older
people by supporting them to live in their own homes where
possible, by:

® increasing the proportion of older people being supported o live
in their own home by 1 per cent annually in 2007 and 2008;
and,

® increasing, by 2008, the proportion of those supported
intensively to live at home to 34 per cent of the total of those
being supported ar home or in residential care,

TARGETS FROM
CROSS-DEPARTMENTAL REVIEWS

2.12 The 2000 Spending Review was informed by fifieen cross-
departmental reviews of issues that might benefit from a joint
approach invelving two or more Government deparements.
Some of these reviews resulted in targets which appeared in the
Department’s Public Service Agreement (PSA). The 2002
Spending Review involved a further seven cross-departmental
reviews, including a review en health inequalities.

2.13 Health inequalities secured a higher profile in the SR2004
PSA targees, not only in DH but across Government. Tackling
them is a key pillar of the Choosing Health White Paper.

Health Inequalities

2.14 Wark on t:lr;lcling health in:,'q:,mlilir_q is led by the Health
Inequalities Unit (HIU) in the Department of Health. It is
responsible for dri\'ing delivery of the Government's national PSA
health inequalities trget on life expectancy. SR2004 PSA rargets
include a higher profile for inequalitics:

® reraining an overall mrget 1o reduce health inequalities by 10 per
eent by 2010 as measured by infant morealiey and life
exXpectancy;

® introducing new targets to reduce the incqualities gap beoween
the fifth of areas with the worst health and deprivation

indicarors and the population as a whole by ar least 40 per cent
for cardiovascular disease and by at least & per cent for cancer:

® reducing adult smoking prevalence in routine and manual
groups to 26 per cent or less by 2010 is now a PSA targer;

® 3 new rarget to hale the year-on-year rise in obesity among
children under 11 by 2010; and,

® retaining a targer to reduce the under-18 conception rate by
50 per cent by 2010,

2.15 The PSA rarger for life expectancy inequalities and the
inequalities elements of the cancer and heart disease targets aim
to narrow the gap between the population as a whole and the “hith
of areas with the worst health and deprivation indicarors”. This is

the Spearhead Group of areas that conrains 70 Local Authorities
mapped o 88 PCTs, announced by the Secretary of State on
19 Movember 2004, Achievement of the targets will be assessed on
the ourcomes for this {:r::up i A,

2.16 The Public Health White Paper Choasing Health: Making
Hewlthier Choices Easier™ sets out the importance of ensuring that
as the country strives w improve its health a priority must be given
to tackling health inequalities so that all groups in sociery
benefit from improvements in public health, Actions in the White
Paper to address inequalices include health lieracy, health
trainers, NHS Srop f!.'lnnnlting| Services and healdh and w.,-l]]_m;i_ng

equity audits.

2.17 ]rfn'ﬁ'ﬁqg Health ﬁ:'r.!lﬂgﬂf.".uﬂ,' A F.'l'ﬂgh,ru,ru,rr _ﬁ-r Aeriont
remains extant and is referred w in Choosing Health: Making
Healvhier Cheices Easier. The Programme for Action identified four

key areas for progress:
® supporting families, mothers and children;
® cngaging communities and individuals;

® preventing illness and pru:widing effective rrearment and care:

and,
® addressing the underlying determinants of health.

2.18 A follow up report on progress against the Programme for
Action will be published this year. This will look at the national
health inequalities trget on life expectancy and infant moreality,
together with progress against 12 national health inequalities

headline indicators.

Action Against lllegal Drugs

2.19 The aim of this initiative is to create a healthy and
confident society, increasingly free from the harm caused by the
misuse of drugs. As part of the Government’s Drugs Straregy a
target has been set 1o

Increase the participation of proflem drg wers in drng rrearmene
progranmes by 55 per cent by 2004 and by 100 per cens by 2008 and
frtcrease year on year the proportion of wsers successfully sustaining or
COMIMIETENG FPeqIITeEnt Prograrames

2.20 In 2003-04, the methodology used for counting the
number of drug users in treatment was revised o reflect numbers
in treatment more accurately. The definition of structured drug
trearment has also been tightened with the implementation of
Models of Care for the treatment of adult drug misssers™, which was
imhlish:;:l in 2002, Based on the new mc‘l:]'nmluh!-g}' the ﬁgm‘c fior
the number of individuals in treatment during the vear was
126,000, However, 1o ensure that the numbers in treatment could
be compared with previous years an estimare was made of the
numbers in treatment, based, as far as possible. on the
methodology used in previous years:

#® ir is cstimared chat in 2003-04 there were around 154,000
problem drug misusers 1 trearment at drug treatment agencics
and general practitioners in England, compared to around
140,900 in 2002-03 (an increase of almost 10 per cent); and,
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SEMVICES = Progress

® it is estimated that in 2003-04 the woral number of individuals
successfully completing treatment in 2003-04, or retained in
rearment on 31 March 2004, was 90,511 This is an increase
from the 80,600 problem drug misusers who successfully
completed trearment in 2002-03.

2.21 These figures show that we continue to be on track o meer
our target for 2008,

CROSS-GOVERNMENT INITIATIVES
Sure Start

2.22 Sure Start programmes, which include a wide range of
universal and targeted initiatives, aim ro improve the health, well
being, and development of young children and families particularly
those in the most disadvantaged areas. They also help strengthen
families and reduce child poverty and contribure to building and
sustaining strong local communities.

2.23 The Sure Start Unit, part of both DIES and DWE has
governmental responsibility for disadvantaged area programmes
for young children, including children’s centres, early years
education (three and four-year olds) and childcare (0-14, and
0-16 for those with special needs), extended schools which offer
a range of services beyond the school day, and parental advice and

SUppPOrt.

2.24 The substantial additional funding agreed in the Spending
Review 2004, and the Pre Hl]dgﬂ Repont (PBR) for 2004, will
enable Government spending on Sure Start to reach £1.8 billion
in 2007-08, more than double the figure for 2004-05. This

Tepresents an average annual increase of 24 per cene in real terms.

2.25 We published a Ten-year Stravegy in December 2004 1o
build on the substantial expansion of services for young children
and families over the last few years and deliver universal affordable
childcare for 3-14 year olds and a Sure Starr children’s centre for
CYEry cmumunir_l.': &0 I;'i'“'l_'!." VCars Sl'.!l"'.'i:l:l.'.i hl:l:ﬂﬂ'l.: il FCTI'I.'I'.'I!'I.!I:I'It.

mainstream part of the welfare state.

2.26 524 Sure Start Local Programmes (SSLPs) are now up and
running, offering early learning, health and parenting support to
400,000 FOURNE children and families |i1.'i|1g i fJiSﬂ.Ij'-'H.l‘lla.Hd.'d Areas,
including a third of under-fours living in poverty. Each Local
l’mg,r:nlm'm: s 5|1ucial!}' d-l:signfcl o meet local needs, il:lc]mling
enhanced health services.

2.27 In addition, a further 46 ‘mini’ Local Programmes have been
established in rural communities and areas with pockets of
deprivation. These are aimed at reaching around 7,500 children
under four and are linked with other existing carly years’ services,

2.28 Provision of childcare, carly education and health and family
services Is increasingly integrated, as research has shown tha this
approach delivers the best ourcomes for children, especially
these in the most disadvantaged areas. Sure Starr children’s centres
will build on earlier iniriatives, including SSLPs, to spread this
approach to all communities.
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2.29 2500 childrens centres will be established in 2008,
covering all the 20 per cent most disadvantaged wards in
England and many pockets of deprivation beyond these. The Ten-
year Strategy confirmed there will be 3,500 Centres by 2010, 5o
every family has easy access to high quality integrated services in
their communiry and the benefits of Sure Start can be felr
nationwide. 211 centres have been designated at the start of
February 20035, with more expected in the coming months.

2.30 All three and four-year olds in England are now guaranteed
a free part-time early education place for 2% hours a day, 5 days per
week, 33 weeks a year. We will exvend this entitlement so that,
from 2007, 3 and 4 year olds will begin to receive 15 hours per
week, with all of them receiving it by 2010. Our longer-term goal
is an entidement 1o 20 hours early education per week.

2.31 In addition, we will pilot an extension of free, part-time early
education o 12,000 two-year olds in disadvantaged areas by 2008,

2.32 The expansion of childcare provision continues, and ar
December 2004, more than 1.2 million new childcare places had
been creaved since 1997, |:|u|1fﬁling, over 2 million children, In
terms of net growth in provision, taking into account turmover,
over 329,000 new OFSTELD registered childcare places have been
created since 1997, benefiting around 950,000 children.

2.33 Key childcare commitments in the Ten-year Straregy
include: a childcare place for all children aged berween 3 and 14,
between the hours of 8am to 6pm each weekday, by 2010; and
that legislation will be in place by 2008 to impose a new duty on
local authorities to secure sufficient supply of childeare in their
areas to meet the needs of families.

2.34 A grear deal of our childcare funding and support has been
ta rgi:n:d at expanding provision in the most dimdmnmg«f areas,
where provision can be less extensive, through S5LPs, children’s
centres, our Neighbourhood Nursery initiative, and out of
school and childminder support programmes.

2.35 Whilst there will be a further increase in the years ahead in
good quality stand alone childcare, much of the expansion will be
provided on school premises, or in other integrated centres, as we
ensure childcare becomes part, increasingly, of a web of good

quality, personalised, early years services for the individual child
and their family.

2.36 More information can be found at: www.surestart.govauk

National Service Framework for
Children, Young People and
Maternity Services

2.37 The NSF for Children, Young People and Maternity
Services was published jointly by the Department of Health and
the Department for Education and Skills in Seprember 2004, This
followed publication of the hospital standard in April 2003. The
NSF sets standards across health and social care and some |
education services. The NSF forms an integral part of the
Government’s strategy for children and young people, Every Child
Matters: Change for Children™,



2.38 Five standards have been set which apply to all children.
These cover pmmm'mg health and w::“hi:ing: supporting
p.a.n:nr.'lllg', child-centred care: gruwinl.-;up into adultheod and
safeguarding and promoting the welfare of children and young
FII:I}PII:. The other standards cover children who are ill, disabled
children and those with complex health needs, the mental
health and psychological wellbeing of children, medicines and

MATEINILY SErVICes.

2.39 Alongside the standards, exemplars were published which
illustrate what the standards mean for children with specific
conditions and are presented as a child’s journey through services.
_ Those published so far include autistic spectrum disorder,
asthma, chronic farigue syndrome/ME and acquired brain injury.
Further exemplars will be published covering a child with meneal

health difficulties, the care pathway for a pregnant woman and a
child with complex needs.

2,40 The NSF Information Strategy was published at the same
time which included the national and the local acrions thae will
be needed to deliver the MSF standards. Particular projects will be
the r.i::w:lupnh:nt of datasets for child health, maternity and child
and adolescent mental healch, and the df_'\rcfnpmcm of a
methodology to map child health and maternity services (see
www.childhealthmapping.org.uk) comparable vo the work thar
has already been done to map child and adolescent mental health
services (www.camhsmapping.org.uk).

2.41 The NSF Delivery Strategy, Supporting Local Delivery™, was
published in December 2004. It places the health agenda for
children in the context of Every Child Marters: Change for
Chiledren, and also sets out the action which the Governmene will
take to support imp]tm::]tatiun of the NSE

Every Child Matters: Change for Children

An Outcomes Driven Programme

2.42 Following the publication of the Every Child Marters
Careen Paper, Government Departments, including the
Diepartment of Health, have been working together to support
local organisations to improve the five key outcomes for children
identified by the Green Paper:

* be healthy;

® stay safe;

® cojoy and achicve;

® make a positive contribution; and,

| ® achieve economic wellbeing.

Children Act 2004

243 These outcomes were set in statutory form by the Children Act
2004, and local bodies, including PCTs, were placed under a dury
by the Act to co-operate with each other to improve the outcomes.

The Children Act 2004 included the ﬁl['l.‘l"wjh]; kc:r‘ reforms:

® 4 Children’s Commissioner to champion the views and interests
of children and young people;

.5 d.l.l:l}-' on I{'I'.'_'r' EE'I".'IJL'it‘G {Ld)} SEI'-I%LIIII'I'J :Inlj ].'ll'l}l'!'l[!lll:' the w:|ﬂu: ﬂ-r

children;

® corablishment of statutory Local Safeguarding Children's
Boands to replace the current Arca Child Protection Committees;
and,

® creation of an integrated inspection framework and the
conduce of Joint Area Reviews to assess local areas’ progress in

ilnpml..'in.g OUECOITES.

Chief Nursing Officer's Review

2.44 In response to a recommendation in Every Child Maters:
Change for Children, the Chief Nursing Officer published a review
of the nursing, midwitery and health visiting contribution 1o the
health and wellbeing of vulnerable children and young people in
August 2004, The review included recommendarions on: service
planning and integration; workforce issues; health visiting:
gcnr_'ml practice; school nursing; secondary care; midwifery;
child protection; information rechnology; and professional
practice,

Development of Children's Trusts

2.45 Thirty-five ‘pathfinder’ children’ trusts have been integrating
health, social care, education and other services for children and
young people. The Children Act provides a legislarive basis for the
extension of children’s rrust arrangements across all 150 local
authoriey areas.

Regional Change Advisors

2,46 The Department of Health and the Department for
Education and Skills have appointed 12 ‘Regional Change
Advisors' to work across health, social care and education to ensure
that the Every Child Matters: Change for Children agenda, and the
five outcomes it is built around are delivered effecrively in

partnership.

Joint Inspection Arrangements

2.47 The Healthcare Commission has joined with other
inspectorates, i|1c]ur.|ing OFSTED and CSCI, to develop both a
joint framework for the inspection of children’s services, and
arrangements for conducting ‘Joint Area Reviews' which will look
at an area in terms both of the five Every Child Mareers: C‘fh‘ﬂ{grﬁf
Children ourcomes and the contribution that different services
miake to those ourcomes.

Social Exclusion and Neighbourhood
Renewal

2.48 The I)-c;mr[mr:nt continues to work cluwl}' with the Social
Exclusion Unit on a range of issues including projects addressing
the complex and multi-dimensional causes and consequences of
exclusion.

2.49 The Department continues to meet its NHS Plan
commitment by supporting the Neighbourhood Renewal Unir o

Government's MNational Strategy  for

implement  the
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Neighbourhood Renewal, which aims to ensure that within
10-20 years no one is seriously disadvantaged by where they live.
The focus of a wide range of the Department’s activity is
improving health services and tackling poor health and health
inequalities in deprived neighbourhoods.

2.50 The Department and the Neighbourhood Renewal Univare
revising their guidance on health and neighbourhood renewal
which is designed to support local activity. The Department is
supporting the development of small area health and social care
data to improve knowledge and understanding ar the local level.

2.51 The Department is also working with other departments o
develop Local Straegic Partnerships. These are key o
neighbourhood renewal, and also implementation of the Choosing
Health White Paper and the development of Local Arca
Agreements.,

Sustainable Development

2.52 The Government continues to be strongly committed o
placing sustainable development ar the hearr of its activities and
strongly supports the important links between health and
susrainable llL"\-'t!I[!FIII'IIEI'Il. The I.'ltpar:nbcnr of Health is commied
o the Government's new Sustminable Dﬂ'ﬂupmdm Strategy as
shown by initiatives such as the "NHS as a good corporate citizen',
and recent work on the "Ecological Footprint of the NHS'.

2.53 Health, wealth and the environment in which people live are
inextricably linked - something acknowledged in the 'Choosing
Healeh White Paper. This explicity acknowledges the importance
of links between environment and health and confirms
commitment to the Cleaner Sater Greener Communities
Programme. It acknowledges the role of the NHS in corporate
social responsibility and renews commitment by promising to fund
the Sustainable Development Healthy Furures Programme. It also
r-;-.'ngﬂi»cs the links berween healeh and dhe ECONOMY: All these
actions are central 1o the core strands of action necessary to achieve

Sustainable Development.

2.54 Examples of the Department’s sustainable development
performance are  described ar: www.pasa.nhs.uk/
sustainabledevelopment/2004/. For the first time this includes not
just environmental (e.g. consumption of 29 per cent less
electricity than in 1999-2000) but also sustainable social (e.g.
development of new framework agreements in consultation
with stakeholders, for the provision of authentic, ethnically and
culturally appropriate meals for Halal, Kosher, Afro-Caribbean and
Chinese patients. The new agreements will also be set up o
Encourge I'c'Er,iun:l.! .\!I.I:E:Ir.li}", cnnhling small to medium ENIETPrises
(SMEs) as well as Iurgr .‘il!.l'lplil:ﬁ I COmpeie for the contract
award) and sustainable economic dimensions [1:'.5. 92 per cent of
suppliers” invoices paid within 30 days).

2.55 Caroline Flint MP is the Deparement’s ‘Green Minister; a
member of the Cabinet sub-committee ENV(G) and of the
Government's Sustainable Development Taskforce established 1o
ensure an effective follow up of the UK's World Summit on
Sustainable Development (WSSD) commitments,
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MODERNISING GOVERNMENT ACTION
PLANS

The Policy Hub

2.56 The Policy Hub was set up in February 2004 as a central
palicy team within the Department. It has three broad funcrions.
The first is to oversee large-scale emerging policy development
work across the Department of Health. It aims to ensure that new
work is properly aligned with the strategic direction of the
Department and wider government, and thar different policies are
effectively prioritised so that neither the Deparement, nor the NHS
or social care systems, are overburdened. The Policy Hub has
sought to challenge and amend policy proposals which have not
been fully scoped.

2.57 The second function is to take forward cross cutting or
otherwise novel work where there is no obvious home within the
Diepartment. Examples include providing the Department’s
input into the Identity Cards programme and coordinating work
on the potential impact of auto-identification dara capture (bar
codes, etc) on the NHS.

2.58 The third is to promote good policy-making. The Policy
Hub is developing improved guidance for policy-makers, building
on good practice such as the Policy Collaborative.

The Policy Collaborative

2.59 Building on the programme’s successes from 2003-04, the
Department’s Policy Collaborative has worked with six teams w0
further pilot new ways of working, with the aim of pursuing
excellence in policy making. Focusing on creating greater
transparency in the policy making process, the Collaborarive has
facilitated early and continuous stakeholder involvement to
build the trusting relationships on which genuine partnership
working depends.

2.60 The six reams — Cancer, Child Health and Maternity,
Pharmacy, Long Term Conditions, Telecare, and Transplants — have
taken tools and rechniques which have delivered widespread service
improvements in the NHS and adapred them for policy
development. Robust measures have tracked progress.

2.61 A policy making ‘Tmprovement Guide” has been produced,
drawing on the lessons learned and mming these into practical help
and advice. The Collaborative is being independently evaluated.

Equality and Human Rights

2.62 To strengthen the Department’s capability in achieving real
change, both in the NHS and the Department itself, the first
Natienal Director of Equality and Human Rights was appointed
in Ocrober 2004. Surinder Sharma, who has a long and successful
track record in the field, came to the Department from the Ford
Motor Company. He has two major tasks: firstly, to make sure thar
appropriate services are available 1o anyone in the population,
regardless of their background, and secondly, to ensure that the
NHS can draw on the skills and talent of all parts of the
COMMUNITY.



Race Relations (Amendment) Act 2000

— Ensuring the Department meets its
reponsibilities

Background

2,63 The Race Relations (Amendment) Act 2000 (RR{AJA)
placed key public bodies, including all Government departments,
under a statutory general duty o promote race equality. This duty
means that listed public authorities must have due regard to the
need 1o

# climinare unlawful discrimination;
® promote equality of opportunity; and,

® promote good relations berween people of different racial
groups.

2.64 The dury o promote race equality covers all aspects of an
organisation’s activities — policy and service delivery, as well as
employment practices,

2.65 The Department’s Race Equality Scheme (RES), a
requirement of the specific duties of the RR{A)A, was published
in May 2002. This included an Action Plan and a commitment
to include in the Departmental Report a summary report on
progress on the Scheme’s impl:mcmnliun. The current Race
Equality Scheme is available at www.dh.gov.uk/assetRoot/04/05
150/58/04055058.pdf. The progress on the implementation of the
Department’s Scheme is outlined below.

The Department’s New Race Equality Scheme 2005

2.66 The RR{A)JA requires all public authorities to review their
Race Equality Scheme every three years. The Equality and
Human Rights Group (EHRG) published the Department’s new
scheme on 27 May 2005 (www.dh.gov.uk/assetRoot/
04/11/21/59/04112159.pdf). This new scheme focuses on
race equality in desipning and delivering health and social care
services, It includes a review of the Department’s Race Equality
Scheme 2002-2005, coverage of the 2005-08 scheme, its
implementation and monitoring as well as information on
action plans.

NHS compliance Race Relations legislation

2.67 Straregic Health Authorities with supporr from the
Department of Health, Commission for Racial Equalicy (CRE)}
and local WHS organisations produced the SHA Race Equality
Guide 2004 in July last year. This was in response to criticisms
made by the CRE that the NHS was not complying with the
RRIAJA. The guide (www.cre.gov.uk/pdfs/sha_race_cquality
_guide.pdf) is aimed at helping NHS organisations meet their
dutics under the RR(AJA to promote race equality, provide fair and
accessible patient services and to improve equal opportunicies for
staff. The guide also contains a performance framework 1o help
managers and health professionals agree goals for race equality and
assess organisational performance. A conference was held on
7 March 2005 1o review progress against the Guide and how this

could support production of revised Race Equality Schemes by
May 2005,

Raising awareness of the contribution of Black and
Minority Ethnic (BME) and other minority groups to the
health sector

2.68 The Department celebrated Black History Month in
Olcrober last vear 1o highlight the contribution of BME people to
the health sector. The WHS is the largest single emplover of BME
staff in England, and the need to understand the health needs of
all communiries and ErOups 15 1 top priorcy for both che
Department and NHS.

2.69 The Leadership and Race Equality Action Plan (LREAF)
launched by Sir Nigel Crisp last February challenges all NHS
leaders eo address race equality and the needs of minority ethnic
communitics in a systemaric and professional way. The LREAP
addresses both service delivery and workforce issues and aims 1o
ensure that equalicy and diversity are fundamental o NHS
straregies, and thar the needs of minority ethnic communiries are
cﬁ:.'!;l:i‘-'ch' miilﬂ'ﬁcd. Thl‘ LR.F.J‘II.T- IL'U]TI.PIE!'II{'I'HS H.I'I:lil SLIIJ]JUHS |
range of other initiatives DH has taken, in collaboration with the
NHS, to promote equality in healtheare.

2.70 An Independent Panel has been set up to help keep the
Action Plan under review, pruvir.i-: advice and :.'!1-.1|1an,:: progress
on the plnn. The Pﬁnfl. is chaired b}r'l'n:'mr I'hi!]ips., Chair of the
CRE. It provides external scrutiny that will be constructive and
creative and support NHS leaders in promoting race equality in
all funcrions. In January 2005, the members of the Panel mer with
abour 80 NHS leaders o involve them in their work.

2.71 Further information about the LREAP can be found ar:
www.dh.govuk/PublicationsAndStatistics/ Bulletins/ BulletinAricl
effs/en?CONTENT _ID=40724948:chks le/ol7.

2.72 The Equality and Human Righis Group continues to work
with lead officers in PCT5 in the Race for Health transformational
programme. This is a PCT-led programme, sponsored through
Central Manchester PCT, and brings together 13 PCTs across the
country to pioneer and model inclusive ways of partnership
working with black and minority ethnic communities thar will
enable race and minority ethnic issues to be embedded into the
mainstream of health and social care action and delivery.

2.73 Race for Health provides active leadership thatr links
directly to development of improved services, delivering a wider
choice for service users, enhancing health outcomes and creating
greater diversity within the NHS workforce. The project supports
these PCTs o Innvid,t: clear and visible leadership, within their own
local health community, within the programme, and o share
learning and experience more widely across all PCTs.

2.74 In July last year, DH and the London Health Observatory
produced a literature review of studies into ethnic disparitics in health
and health care, including good practice examples of where
disparities are being addressed. This review is available at the London
Health Observatory website: www.lho.org.uk/Publications/
Artachments/PDF_Files/Ethnic_Disparities_Report.pdf
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2.75 The [ll::p;rrmc:nl: celebrated the first-ever Lesbian, G'ﬂ}‘.
Bisexual and Transgender (LGBT) History Month in February
2005. Nigel Crisp and Surinder Sharma (National Director for
Equality and Human Rights) addressed a special event held on
22 February at the Skipton House Atrium, This event offered an
opportunity to celebrate the contributions made by LGBT
people to the Department, the WHS and Social Care, and
considered the implications of policy and service issues for
LG:BT ]'N:-npll:.

Communication/Information for *hard to
reach’ groups

2.76 The Department’s Communications Directorare has
reviewed the general principles of all consultation processes. Ir uses
the best and most effective media 1o promote consultition o
stakeholder groups and decides which languages should be a
priority for translation. Both the "Choosing Health® consultation
document and the resuliing Public Health White Paper, for
example, were transhated into a range of languages to support the
needs of Black and Minority Exhnic groups (BME).

2.77 Consultations are published on the IVH website and care is
taken to ensure that DH web pulﬂiﬁhing mecis SI.[L‘I:.ES-ihiIiLT
standards. All consultations are reviewed by the DH Gateway
Team and by the DH Consulations co-ordinator before issue and
the needs of those likely 1o be affected by the content of the
consultation is taken into account.

2.78 Whilst much progress has been made on accessibility for
people with disabilities, more needs wa be done to better
understand the needs of BME communities and to embed the
principles we adopt for high-profile consultations across all our
policies. The Communications Direcrorate will during the
coming vear, review how o better meet the needs of BME groups
across [VH publicarions and this will inform practice for

consuliations poo,

2.79 In March 2004, the Department of Health announced a
national contract to provide NHS Direct’s translation and
interpreting service. The service commenced in April 2004 and
provides greater access for all NHS organisations 1o a high-quality
telephone-based interpretation and translation service. The new
service includes monitoring of the language requested. NHS Direct
is secking to improve access to information for those who do not
speak English as their first language by establishing an Ethnic
Health Information Resource Centre, which will hold stocks of all
materials available in languages other than English.

Improving ethnic origin information

2.80 To improve the quality of ethnic monitering, the
Deparument of Health is currently updating the guidance for
gathering this informarion and is planning to re-launch it in due
course. The Department is also producing cxamples of good
practice, and the intention is to launch the two together.

2.81 The Department is supporting the National Institute for
Mental Health, the Healthcare Commission and the Mental
Health Act Commission in England in making ethnic monitoring
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one of the focuses for the Fur!hmming Mlental Health and
Ethnicity Census. This will also have the effect of training those
people collecting that data in the collection of reliable ethnicicy
information.

2.82 In addition o the above, the Department has recently started
nnul}rsing the resules of the 2004 Health Survey for Englnnd {due
to be published in December 2005), which will be the largest study

on the health of ethnic minorities ever undertaken in England.

Black and minority ethnic mental health

2.83 The Department’s programme of action on race equality in
mental health is based on three building blocks — providing more
appropriate and responsive services, community engagement and
better intormation. Delivering Rice Equality in Menal Health Care
(DRE)*** was ]'Il,tl!!i!i.ltdil on 11 January 2005, mg_.:lh::r with the
formal response 1o the independent inquiry into the death of
David Bennetr. This is a five-year action plan for wackling the
persistent inequalities in care suffered by black and minority ethnic
(BME) health service users. The DRE action pl:m is available on
the DH web site ar www.dh.gov.uk/PublicationsAndStatistics
[Mublications/ PublicationsPolicyAnd Guidance/ PublicationsPolicy
AndGuidanceArticle/fs/en?CONTENT_1D=41007738chk=gr|
dIN.

Disability

2.84 DH has developed a programme of joint action with the

Disability Rights Commission (DRC), which is aimed at
dn:livcring real imprm':mcms for disabled pcuplr: a5 users and
providers of health and social care services and the wider disabled
community. Our objective is to improve the rights, independence,
choice and inclusion of disabled people through ongoing
development of the health and social care system.

2.85 As part of this programme of joint working, DH has formed
a Disability Aceess Wodking Group with colleagues from DRC and
the NHS. The remit of the group is to develop and steer
initiatives aimed at improving access to information and services,
communications and levels of awareness of disability issues, in
particular by suppordng NHS and social care providers ro meet
the requirements nﬁ::::isting and ﬁanht:uming disabiliry I:E,islnainn.,
The Group has published several documents aimed at helping
trontline staff improve the way services are delivered o disabled
people. These documents are available at: www.dh.govuk/
PolicyAndGuidance/ EqualityAndHumanRights/ EqualityAnd
HumanRightsArticle/fs/en?*CONTENT_ID=40892698 chk=M
nDYDP/

Employment and ethnicity data in DH

2.86 Since the Race Equality Scheme was published, the
Department has uml::.rgnm: a {‘.J'l:tllgt programme. A signiﬁ:nnt
element of this programme has been the restruciuring of work and
functions to achieve an overall reduction of 38 per cent in posts
by Ccrober 2004,

2.87 The Department commissioned an independent consultant
w undertake an Equality Impact Assessment on the restrucruring

sl v ey e



elements of the Departmental Change Programme (DCP). The
headlines from this piece of work are thar overall. there was no
adverse impact, buc there were some specific areas where
improvements could be made.

2.88 The recommendations from that report have now been
developed into an HR Diversity Action plan which is in the
process of being implemented. The action plan includes work thar
needs to be taken forward on monitoring, training, recruitment
and appointments. Ourpurs will be included in the Department’s
new Race Equality Scheme o be published in May 2005.

2.89 The Department has delivered "h":llling Diversity training to
“all its staff during 2002 and 2003. This included awareness raising
and information on the specific implications of the Race Relations
{Amendment) Act. The Department will be |:|un|:|'|:in[; a new
interactive Diversity training tool o all saaff in 2005.

2.90 Individual Directorates introduced monitoring systems to
report to their boards the implications and outcomes of HR
processes on their staff. In addition, a restruceure of the HR
function has provided the opportunity 1o create a specific
workforce planning ream thar is working with business groups 1o
improve the current Personnel Information System and bring
ogether the work that has begun on improving monitoring daa
on diversity. For example, reviewing the monitoring information
on recruitment and the introduction of monitoring for gricvances
and disciplinaries.

291 Aggregate workforce information for the Department that
will include Diversity analysis will be presented to the

Departmental Board each month. Monitoring information for
2004 will be published later this year.

Rural Proofing

292 Our modemisation of the NHS, underpinned by a sustained
investment programme, is delivering more staff, faster treatment,
more hospitals, a new focus on quality and, crucially, more choice
for patients. By the end of the year 2005, all patients, whether they
live in rural or urban areas, will be able to choose from four or five
healthcare providers and book a hospital appointment at a time
and date convenient to them. We have devolved powers 1o the
front line NHS - around 80 per cent of the NHS budgert in
England is now devolved to local Primary Care Trusts (PCTs), and
central targets have been dramatically reduced to give the local
NHS in rural and urban areas alike the headroom o address local
priorities. Therefore, PCTs in rural areas now have the resources
and the authority 10 make a difference locally and address rural
needs.

2.93 The Department of Health is committed 1o the process of
‘rural proofing’. We have provided guidance to policy officials in
the form of a ‘policy makers' checklist published by the
Countryside Agency, and report regularly to the Cabiner
Commitree on Rural Renewal. To further support the rural
proofing agenda, last year the Government incorporated rural

proofing within the Regulatory Impact Assessment framework. At
a local level, we are funding the Institute of Rural Healch for the

production of a rural proofing roolkit, which will be a resource for
Primary Care Organisations 1o help ensure thar all healtheare
delivery is accessible and appropriate for people living in rural areas.

2.94 The Department has “rurl proofed” a number of policy areas
in order to address problems thar geography can play in areas such
as health serviee delivery and access. Our activities in 2004-05

included:

® implementation of a balanced package of measures to reform the
overall regulatory system for NHS community pharmacy
services from 1 April 2005. This will help raise standards for
patients and encourage innovation and excellence in service
provision whilst ensuring thar services to patients in rural areas
do nor suffer. We also imtend o introduce further measures
developed by the Pharmaceutical Services Megoriating
Commiree and the General Pracritioner’s Commitee of the
British Medical Association and the Dispensing Doctors'
Association to reform the rules governing NHS rural dispensing
at the same time;

® implementation of our national suicide prevention strategy,
which is providing specific support for farmers and their
families. This has also invelved part funding a neework of
hl.ll]r"::ll'l ﬁ:“ PL'H-I"']L' in ll]i’JI -L'll-l'l-'tll'llll'litit'!i “‘IIH alre Hllﬂ-l.']'.il'lg ﬁ'ﬂl"
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® rural proofing of our Cheesing Health White Paper October
2004, [and Vision for Adul Secial Care Green paper March
2005];

® rural proofing of our National Service Frameworks - Long Term
Conditions” and “Renal Services — Pare 27; and,

& 3 contribution o the nu:pan:luu:m: for Environment Food and
Rural Affairs’ ‘Bural Services Review' Novemhber 2004
document.

2.95 We have also impr::vm] Access 1]1:::1.15]1 new ways of
working. For example, Ambulance Trusis have introduced
COMMUNICY Tll'_'i.PHI'.Id.L'I' schemes in a number of areas across the
country. Any volunteer in a community responder scheme is
equipped with a defibrillator, trained in basic life support and acts
as part of an ambulance trust’s response system. The use of
community responders can provide support t areas that may be
more remote or inaccessible, allowing patients to receive urgent
healthcane ttl,lil:l{i}' from quﬂ]iﬁr_'f] volunteers until an ambulance
arrives.

296 Our Independent Sector programme is delivering new ways
of working and innovative solutions. For example, new surgical
procedures for Orthopaedics, Mobile Cararact Units and Mobile
MRI Scanners have enabled the delivery of local services, even in
the most rural areas, allowing patients to access services closer 1o
home. The NHS has also achieved its aim of ending the long waits
for cataract operations through exira NHS operations and the
provision of more than 13,000 additional catarace operations by
independent sector rreatment centres (ISTCs). The ISTC
programme includes two ophthalmology mobile unirs operating
throughour England. and a fixed site in Daventry. Recent

31




u
=
=
a
k=
]
=
[
0
BE
=
=
=
o
14
=
(o

SEMICES - ]:-r-:::-|-_: ress

i

research has shown thar ISTCs are ]:h:rﬁar|51ing operatons al a:i.gl:l
times the rate of the NHS due to the modern, purpose-built units
concentrating on single procedures.

2.97 Our telemedicine and telecare information rechnology
serategy will enable patients to be treated outside hospital
settings, and support GPs and Primary Care teams in providing
much greater opportunity for independent living for the elderly
and chronically ill. Modern Informartion Technology is at the heart
of the Government's vision for the NHS in the 215t century.
Future possibilities include telemedicine in GP surgeries for
electrocandiograms and skin disease, ambulance relemonitoring in

emergency response vehicles, and home relecare.

2.98 Finally, many more GPs will be working from modern
multi-purpose premises alongside nurses, pharmacists, denrists,
therapists, opricians, midwives and social care staff. These will
include provision for video and telelinks to hospiral specialists o
help in diagnosis and rest resules, and direcr local booking of
operations and outpatients’ appointments, An increasing number
of consultants will take ourpatient sessions in these centres,

working alongside GI' specialists.

Better Regulation and Regulatory
Impact Assessments (RIAs)

2.99 There is a strong commitment thmughm:: the Department

of Health (including its agencies) for regulation, which is:
® necessary;

® fajr:

® simple to understand; and,

® commands public confidence.

2,100 The importance of publishing good quality Regularory
Impact Assessments (R1As) is accepred as an integral part of the
Deparument’s work. It is important for the Department 1o strike
the right balance between protecting public health and safety, the
vulnerable and those at risk, whilst avoiding unnecessary burdens
on business, charities or voluntary organisations, and frontline

SErVICEs.

2.101  The berter regulation agenda is supported by a
Department appointed Board-level ‘Better Regulation Champion’
and two officials in the Department’s Regulatory Impact Unir
(RIU). To raise awareness of better regulation issues amongst the
Departmental Management Board in January, the Board Level
Champion invited Simon Virley, Director of the Cabiner Office
Regularory Impact Unit, and David Arculus, Chairman of the

Berter Regulation Task Force (BRTF), o give a presentation to
the Board.

Legislation

2,102  The Department introduced rwo Bills (Health Protection
Agency Bill and the Human Tissue Bill), one draft Bill (the Mental
Health Bill) and 112 regulations (including Otrders that are not laid
before Parliament) during the period April 2004 to
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March 2005, E}nl}r 23 im|:um:1E costs on business, charities or
voluntary bodies and none resulted in cost savings.

Regulatory Impact Assessments (RIAs)

2.103  Thirey two RIAs were published on the Department of
Health website (www.dh.gov.uk/PublicationsAndStatistics/

Legislation/RegulatorylmpactAssessment/fs/en) and placed in the
House Libraries between April 2004 to March 2005, During this

period, our compliance with the RIA process was 100 per cent. No
legislation introduced by this Department included the sunset
clause (sun-setting allows a law to be removed automarically after
a fixed period unless action is taken 1o keep it in place).

2.104  The Department also negotiated the successful inclusion
of Health Impact Assessment (2 consideration of potential health
imp:lct_-: of a pnliq.'] within the RIA framework, This became
operational in November 2004,

Helping discussions in Europe

2.105 The usc of RIAs also informed the Department’s
discussions in Europe, including the draft EC Directive on
Traditional Herbal Medicinal Products.

Alternatives to prescriptive regulation
2.106  Alongside prescriptive regulations, the Department

L'tPIItII]'llIES o L'tJ‘I'lSidl’.‘l’ :IIIZL'II].'I.ti"o'{“;i [4e] :r::gnl:ltinns. Fur l'![ﬂl'l'ip!l:'l

® we continue working with the food industry o reduce the salt
content in processed food;

LT high]ig]‘l.t-r:d n the tl:;?ﬂﬂ,ﬂ:ﬂg Health — Mﬂkfng Healthier
Choces Easier"Whire Paper, we will be working with industry,
advertisers, consumer groups and other stakeholders 1o
encourage new measures o strengthen existing voluntary
codes on the promotion of food o children;

® we have worked with Cancer Research UK and the Sun Bed
Association and other stakeholders towards an improved code
of practice and improved approach by the Sun Bed Association
o informing customers about the dangers of skin cancer; and,

® we agreed our voluntary Pharmaceutical Price Repulation
Scheme (PPRS) in November 2004, This is a pachgc of
measures negotiated with the Association of the Briish
Pharmaceurical Indusery (ABPI), which reward innovation and
research but also keeps public expenditure under control. The
scheme, which will cover a five year period, came into effect on
1 January 2005.

The Regulation Reform Action Plan (RRAP)

2,107 The Department made pood progress with the
22 reform measures it submitted for inclusion in the Gevernment's
Regulatory Reform Action Plan (RRAP) published in February
2002, and 24 further measures have been submitted since.
Of the 46 reform measures proposed to dace, 26 have been
completed, 11 are on track, and completion timetables have been
delayed on 9. The RRAP can be accessed on the following websire:
www.cabinetoffice.gov.uk/regulation/regulatory_reform/act!
:u:ti-l;tn_pla.n.asp



Consolidation of NHS Law

2,108 We continue to make good progress with our
eonsolidation of our NWHS legislation made since 1977, This work
should be concluded in carly 2006.

Regulatory Reform Orders (RROs)

2.109 A RRO was made on the 29 March 2005 1o remove the
present double requirement for the accounts of NHS charities to
be sent to both the Charities Commussion and the Degpartment.

In future, copies will be sent only to the Charities Commission.

2.110 We propose to remove the requirement for a local
+ authority to obrain the Attorney General’s consent to initiate a
prosecution under the Cancer Act 1939 for publishing certain
advertisements concerning cancer trearment. We are taking
forward chis preposal though a Regulatory Reform Order
addressing several local authority consent requirements, which is
being overseen by the Office of the Deputy Prime Minister. This
RRO is scheduled to come into effect in carly 2006.

Public Consultations

2.111 The Department undertook 33 consultations since
I April 2004, 23 [70 per cent] met the 12- weck mininum period.
This marked improvement has been the result of our efforts 1o
Promore active engagement in consuliations, '|1-r:ing inclusive, and
adopring innovative methods. In spring 2004, the Department’s
Choasing Health consultation buile on the foundations pur in place
during the lare 2003 consultation Buslding On The Bet™™, using
cight task groups to encourage wide response in their specific areas,
many forms of focus groups, national events and discussions
facilitated by existing forums. Discussions associated with
Choosing Health also included face-to-face interviews with the
media and the public (including peaple with lcarning disabilivies)
both during the day and in the evenings, o promote good
coverage. A summary of the consultation questions for people 1o
use at local evenes was also made available in other languages.

Avoiding Regulatory Creep

2.112 The Department began a review of its arm’s length
bodies (ALBs) with a view 1o a 50 per cent reduction. The fAindings
of the review, which set our the principles, processes and

timescales for implementation, was published in November
2004, [See Chaprer 8]

2.113 During 2004, the Department promoted the
requirement for ALBs to produce RIAs to assess the benefits and
burdens of any potential new requirements they intend to issue 1o
the public or private sector. To support and engage ALBs with the
RIA process and the Government’s wider reducing burcaucracy
agenda, the Department held a seminar in February 2005. Lord
Morman Warner, David Arculus, and the Dcpar[mcm's Board
Level Better Regulation Champion addressed the event.

2114 The Department’s Agencies and some independent
regulators also demonstrated that they follow principles of berer
regulation. For example, the Health Care Commission will
publish an RIA on the criteria it sets for how it will apply the
Health and Social Care Standards.

Reviews of Regulations

2.115
Mirinm Standards For social care. The Government made a

The Department began a review of its Mational

commmitment at the dme of their intreduction o review them after
two years. The Department announced the launch of the review
in October 2004, The review is considering the suitability of the
standards for ensuring the needs of service users are met. It is also
considering how the regulatory framework can facilitate more
proportionate and cost-effective inspection. The major benefits of
the review being: a regulatory system that works in the best
interests of service users, and which assesses the effectiveness of
services and their outcomes tor users; and a regulatory famewark
which enables the Commission for Social Care Inspection
(CSCT) to make its inspection work proportionate o risk, and
which avoids unnecessary burdens on service providers who
pnu'..lidn: good quality services, The review will drawe upon the work
that CSCI is doing to modernise its own methods, and any
changes are expected to be implemented in 2006.

Better Regulation Task Force (BRTF) reports

2,116
responses to the BRTFs reports Better Router 1o Redress May
2004 = and zlwﬁ'ﬁr{g Regrrﬁﬂo{j' Creep Movember 2004717, The
Department coordinated the Government response 1o the Betrer
Regulation Task Force Report Bridping the Gap — Participation in
Social Care September 20045 — See websine: mw.hrtﬂguv.uk

The Department contribured o the Government

{responses

E-Government and IT in the NHS

2117
for delivering and supporting implementation af the national

The MHS Connecting for Health agency is responsible

programme for IT in I",ngL*mﬂ. The core element of the national
programme is the NHS Care Record Service (WHS CRS),
which will lead ro Englamn:l's NHS |'|.11."i113 an inld:gr.unl. electronic
record management service for the first time. The NHS Care
Record will be an efficient and confidential means of ensuring that
up-to-date patient informarion is available wherever and whenever
it is needed. NHS CRS will underpin electronic appointment
booking and the electronic transmission of prescriptions, and
provide cach patient with a single, comprehensive set of electronic
medical and care notes. The first phase of implementation was
completed during 2004, and included the infrastructure to
enable booking of ouipatient appointments and the ability of
health and care professionals to view basic patient information. Full
implementation will be completed by 2010.

Funding IT development

2,118  Central funding provision for the narional programme
for IT in the NHS was £730 million in 2004-05 and will be some
£1.2 billion in 2005-06. This will be supplemented by local
investment, currently running at almost £1 billion a year from
baseline allocations progressing towards around 4 per cent of total
NHS expenditure, in line with the levels proposed within the
Wanless report, Securing aur Fusure Health.

33




o
3
a
-
i

=
o

i
<]
T
=
u
>

B

&

.

= Progress

SEMVICES

Benefits for patients

2.119 NHS CRS will provide a live, interactive patient record
service accessible 24 hours a day, seven days a week, by health
professionals whether they work in hospial, primary care or
communiry services, It will also hold a summary of a parient’s
contact with all care providers and will record the patient’s consent
for care professionals to view their MHS Care Record. It will enable
clinicians 1o access patients’ records securely, when and where they
are necded, via a nationally maintained information repository.
When fully implemented, the NHS CRS will function across care
sertings and organisations and will support planned, emergency

iII'Id I.IIH-'L'hE'-Lluli"'Ll- care.

2.110

the Liua|in' and convenience of care I'.I'}r' cl:sulinE that the right

Patients will benefit because the MHS CRS will improve

information is available 1o the right people at the righe dme. Tt will
also improve choice for patients and, in due course, will allow them
easy, secure access to their own medical records, via the NHS

Healthipace website.

2121
informarion wherever it is needed, improving diagnosis, and with
less rime spent chasing records and rest resules, clinicians will have

Clinicians will benefit from being able to access patient

more time to concentrate on providing quality care for paticnis.

2,122  The clectranic booking service, ‘Choose and Book,
enables GPs and other primary care stafl to make appointments
for patients with clinicians or other healthcare professionals ar a
convenient time and place for the patient. Patients will be able to
leave the surgery with 1 confirmed appointment time and date. If
they prefer, they will be able to make their appointment later after
consulting with family or work colleagues, either on-line or via a
telephone booking management service. Electronic booking will
be a key enabler in the Government's Choice initiative under
which, by the end of 2005, patents will be offered a choice of four
or five hospitals or other appropriate healtheare providers at the
time of referral. |}'¢:\'ti:}pll1trtl and Testing of Choose and Boaok
began in 2004, and the service is now being rolled-our across
England in a planned and phased way.

Delivering the National Programme

2,123  From their inception, national programme plans have
been subject rigorous scrutiny by the Office of Government
Commerce and HM Treasury. In addition, the Nartional Audi
Office is currendy carrying out a study into the national
programme for I to examine the procurement processes used for
placing the contracts, whether contracts are likely to deliver good
value for money, how the Department is implementing the
programme and the progress made by the programme so far. The
central funding and management of the programme — in response
to the recommendations of the 2002 Wanless report, Securing our
Firare Healehr— is a key mechanism both for ensuring the delivery
of the programme and linking the payments to contractors 1o the
realisation of benefits by the NHS.

2.124 The national programme is being implemented
incrementally with Phase one ~ the Choose and Book Service, the
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ebectronic transmission of prescriptions, and the NHS Care Record
Service — starting to be implemented during 2004-05.

2.125 TPhase rwo, covers implementation to 2008. This will
include a richer NHS Care Record Service, with core data and
reference links to local electronic patient record (EPR) systems for
full record access, all patient appointments, and telemedicine
starting to be established.

2,126  Phase three is planned for implementation between 2008
and 2000 vo provide ambulance telemonitoring implemented in
emergency response vehicles, home telemonitoning in homes
requiring it, and a unified health record rthar includes all

appropriate social care information,

2,127  We arc already secing an unprecedented aceeleration in
[I]f S-I.'EIL" DI: dcp]u}rmcm 'D:F IE\CE'IIIE].DE}" dCTOSS [I'Il'.' Eﬂl"lril:ﬂ'.
Increasing numbers of patients are able 1o book their hospital
appoiniments electronically. The first electronic prescriptions were
issued in February 2005, with numbers set to rise dramatically over
the lL'L'l'I'IIiI:Ig months, H}r .*"Lpri] 2005 more than 6,000 NHS sites
had been connected 1o the new national nerwork (N3), giving fast
and reliable broadband access o over 300,000 users. The
network significanty speeds up the transfer of key clinical data
berween NHS organisations, enabling much faster electronic
rransmission of visual dara, such as video and H-Fays. The first
NP T-delivered picture archiving and communications systems
(PACS) have gone live, and over 120,000 wsers are a|r¢ad_1.r ]
registered with Contact, the secure email and direcrory service for
the WHS.

2,128  The national programme has also delivered the Cualivy
H:lnagcm:l:t and Analysis System (QMAS]), which supports the
Quality and Ourcomes Framework of the new General Medical
Services Contrace for GIs. 100 per cent of GP practices are now
using the QMAS system, which provides GP pracrices with
evidence and feedback on the quality of care they deliver. In
addition, the delivery of new software 1o support Payment by |
Resules is on schedule o be implemented in June 2005, The
Secondary Uses Service (SUS) that will hold anonymised and
pseudonymised patient information for research, trend analysis and
public health monitoring will be started by the Payment by Results
software, bur will be added ro in Ocrober 2005, All this
represents very encouraging progress towards the rarger of
completion of full integration of health and social care systems in
England by 2010.

Stakeholder Engagement

2.129 NHS Connecting for Health is working closely with key
stakeholders at a number of levels. At a national level, groups have
been established o supporn cwo-way communications berween the
national programme and influential seakeholders. Advisory
groups of patients and clinicians were consulted on the initial
contents of the NHS Care Record and the proposals changed in
line with their recommendations. The initial drafe technical
specification for the patient summary record was shared for |
consultation with some 260 clinicians.









3. Expenditure

3.1 INTRODUCTION
3.4 NH5 EXPENDITURE PLANS

3.9 HEALTH AND PERSOMAL SOCIAL SERVICES
PROGRAMMES R

3.19 PROCRAMME BUDGETING

3.31 REGIONAL BREAKDOWM OF SPEND

3.34 50URCES OF FINANCE

3.38 COMPLEMENTARY SOURCES OF FUNDING
3.49 INVEST TO SAVE BUDGET

3.52 RECOVERY OF NHS COSTS FOLLOWING ROAD
TRAFFIC ACCIDENTS

3.55 PERSONAL SOCIAL SERVICES EXPENDITURE

INTRODUCTION

1 In 2005-06 the planned toral public expenditure for the
department of Health is £87,787 million. This inchsdes the WHS
ng budger of £8.816 million.

3l summarises the resource plans for the

nc of Health for the years 1999-2000 o 2007-08.
ifor n is provided in Annexes A2 and A3.




Figure 3.1: Department of Health Public Spending

NHS 40,755 44,000 51,150 54601 60930 66,853 7,797 79.873 87397
Personal Social Services 539 482 730 1,591 1,626 2128 2,150 1B44 1,884
NHS pensions” ™ 3521 3782 3949 4569 6318 7788 BI6 9610 10482
Credic Guarantee Finance (AME)™ ; , i | N _
Total Department of Health Resource Budger 44,815 48264 53819 60,761 68,884 76,776 83774 91326 99663
Of whhich:

Dipariment of Health Depanimental Expendinure Limic (DEL) 41,294 44,481 51,880 56,192 62,556 68,983 74947 81716 89,181
Capital Spending

NHS" 850 LI73 1623 1903 2451 339 4237 5163 6133
Personal Social Services 49 A8 93 72 84 85 82 10f - R
Credit Guarantee Finance (AME)™ - T b g
Toral Department of Health Capiral Budget B99 1221 1716 1974 2536 3B0B 4,675 35264 6254
Of which: : -4 A
Department of Health Deparemental Expendirure Limic (DEL) 899 1,221 1,716 1974 2,536 3,130 3818 5264 6254
Total Public Spending in Deparniment of Health® 45,350 49,193 57.241 62.305 71028 B0.029 7787 95.869 iﬁs.ﬁ%}ﬂ
O which: :
NHS™=" 41,241 44881 52469 56,083 63.000 69.708 76388 84324 92.643
Personal Social Services™ 588 530 823 1654 1699 2203 2216 1935 1,995
NHS Pensions 3521 3782 3949 (4569 6328 7788 8816 9610 10482
Credit Guarantee Finance (AMEY" 34 358
Spending by Local Authorities on functions relevant to the department
Current 10,056 10,708 11467 12,944 14,826
N rehich:
Funded by grans from the Depantment of Health B2 o3 1,133 1881 1816
Capital T 89 79 107 161
q—m. - Le
Financed by grants from the Deparment of Health 49 48 50 72 13 7

(1) NHS Pensons & the vesmurce budger of the pension soheme, and i &5 ineluded fn nefde 3.0 radles becanse v i pare of vhe Deparmmrene of Health resouree
faeger. Fignres from L‘H)ﬁ'—ﬂ#ﬂﬁm dhewent reseaved 1o reflecy she requinement specified by Financial Reporcing Semdard 17 = Reviremens Bewefies,
(2] Empi::mﬂ' Mazonal Trenrance Coneridusions f.rrrmu.r.n'ﬁum T ro f‘f’gﬁﬁm ! .."!_pn'f 2004,

(3 HM Trrmrfr:rﬁu.uﬁnx aeailable for Prrvate Frnance Intstative (PRI ieheres, wlrieh B rr_pdm‘&:rr.ﬂlr FF;PHJT\HET' airce the solere i qlnrm.lm.l' Pleaie sate:
sudrjece ro il agrecmens with Trecanry

() fnclades fnding available to Fonndation Trsts for 2004-05 and 2005-06,

(5 Total public spending calculated a5 the sotal of the revource budper plus the capital budper, less deprectation of £365/20 130443039255 5/662/72 17 96m,
(6} NHS preblic spenaing cafeukened as the sorad of the reoscrce brudger plus the capina! bnudpe, len depreciarion of £E3052 10042 138 154 3046071 1T 86,
(74 For a more detasled Ereabdoum of NHY expenditure in Englind e Frgnre 3.4,

m',u P—'i-'; pm!'nr.l:f Jfrmi'l'r.lg r.lurru'.ﬂ.r.rrﬂr.nr.r .I.Irr .r.w:.:f pf.r.f_n- FERTNTE .ﬁmﬂ'ﬂﬂ P!'pu J'.‘Fq' ;@r:raf &uﬂlgﬂ', |':ns .:ﬂrpﬂrdrlfaﬂ nf{ﬂmf !'Hﬂl'h‘i-’lﬂ-"fﬂm

(9} Figures may not ism due te ronding.

3.3 This chaprer provides information on the Government’s  five-year NHS Seulement as announced in the 2002 Budget. The
expenditure plans up uneil 2007-08. A breakdown of the  expenditure plans for the NHS represent an annual average increase
spending programme can be found in Chaprer 6. of 7.1 per cent in real terms between 2005-06 and 2007-08, a total

increase of 23 per cent in real erms over the period.
NHS EXPENDITURE PLANS 3.5 The expenditure plans announced by the Chancellor as part

Spendirrg Review 2004 Settlement of the SR2004 are set out in Figure 3.2,

3.4 In the 2004 Spending Review (SR2004) the Chancellor
confirmed the sustained levels of investment thar were set in the
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Figure 3.2: England Net NH5 Expenditure Plans (Stage 2 Resource Budgeting) 2004-05 to 2007-08, as per the 2004
Spending Review

{1} Net of planned depreciation of E54 5048712078 m.

{2} Excludes imcome from Lind sale recespis and capital imvesoment genemted throwugh the Private Finanee Inittarive (PFI).

3.6 The spending plans have been adjusted w0 reflect the
reduction in the discount applied o future liabilities from 3.5 per
‘cent to 2.2 per cent. This adjustment has been treated as a
classification change by HM Treasury. This means that the
expenditure figures reported within this chaprer, and in Annexes
A2 and A3, have been adjusted for this change.

3.7 Whilst the change mentioned above affects the wral level
of NHS expenditure it does not increase or decrease the
spending power of the NHS. It is cost neutral and is merely a

Personal Social Services (PSS)

3.8 As part of the 2004 Spending Review, the Chancellor
confirmed the central government provision for Adults” Personal
Social Services (PSS) 1o be funded by both the Department of
Health and the Office of the Deputy Prime Minister during the
period 2005-06 to 2007-08. These plans mean an average growth
in resources for PSS of 2.7 per cent in real terms over the three
vears. These new spending plans are set out in Figure 3.3 below.

Figure 3.3: Funding announced for PSS by the Chancellor in the 2004 Spending Review
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HEALTH AND PERSONAL SOCIAL
SERVICES PROGRAMMES

3.9 The health and social services programmes consist of
spending by the Matonal Health Service on the following
programmes:

NHS5 Hospital and Community Health Services, and
Discretionary Family Health services

This covers hospital and communicy health services, preseribing
costs for drugs and appliances and General Medical Services {which
include reimbursements of GMS G practice staff, premises, out
of hours and IM&T expenses). It also includes ether centrally
funded initiatives, services and special allocarions 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).

HCFHS includes all GMS funding. This is because of the
introducrion of the new GP conwrace in April 2004 which
means that there is no longer any GMS non discretionary
ﬁmding. All GMS ﬁl:nding IS MW dis.cn;-[inn-.ir_'.' and PCTs were
informed of their 2004-05 Primary Medical Services (PMed5)
Allocation in February 2004, In order to present a consistent run

of expenditure in Figure 3.4 GMS non-discretionary expenditure

has been restated as HOFHS.

NHS Family Health Service (FHS) non-discretionary

This covers demand-led family health services, such as the cost of
general dental and ophehalmic services, dispensing remuneration
and income from dental and preseription charpes;

Central Health and Miscellaneous Services (CHMS)

Providing services which are administered centrally, for example,
certain public health funciions and support o the voluntary sector;

Administration of the Department of Health; and,
Expenditure on Personal Social Services by way of:

L ﬁl'l'lil!il'lg Fﬂ]\'i([::l l'l‘j' TI]L‘ Dtl}ﬁ.t’fl‘l‘lt"l‘lt HfHE.'ihh; and

» I:undiug Fmvich::l |1].' the Office of the []u:pm}' Prime Minister.

National Health Service, England -

by area of expenditure

3.10 Figure 3.4 shows the main areas in which funds are spent for
the years 2003-04 o 2007-08 on a St:igu 2 Resource Bur]gl:riug
hasis, Toral NHS r:xpcndil:urc f‘lgurq: are consistent with those in
Figure 3.1.






Expenditure in 2004-05 mqr Health Services, discretionary Family Health Services
3.11 Figure 3.5 compares estimated outturn expenditure in b :
2004-05 with planned expenditure published in last years report. 315 For 2005-06, the planned HCFHS revenue expenditure is
Figiie 3.5+ Comparisan of Net NH Net Expenditureifor oL bitian Hes HEPHS coptill cxpencinie & pafinesiic 58

£4.2 hillion. Within overall NHS net expenditure, the total for
fgzd;gﬁﬂ:;ﬂh those in last year's Departmental_nepurt__ e e e H e e

2005-06. The remainder will be spent on Central Health and
3.16 Figure 3.7 contains the breakdown of NHS Net
Expenditure for 2005-06 (Plan).

Figure 3.7: NHS Net Expenditure, 2005-06 (Plan)

HCFHS capical 6%

FHS Mon Discrevienary 1%

{1} Tavals may nor swom diee fo ronding.

3.12 The main areas of change (£10 million or over) to the " =™

spending plans for the various parts of the programme are shown Towal: £76,388 million T
in Figure 3.6.

NHS Expenditure Plans in 2005-06

3.13 NHS Net Expenditure in 2005-06 is planned to be
£76.4 billion.

3.14 The largest part of NHS spending is on Hospital and

Figure 3.6: Main areas of change (£10 million or over) to the spending plans presented in last year's Departmental
Report (Cm 6204)

(1) Torals sy not ssins becanse only thewe changer over £10 willfon are included.

42



NHS Resources

3.17 Figure 3.8 shows how NHS Resources are allocared. Ir shows
thar around 80 per cent of the wal NHS budget will be
controlled by Primary Care Trusts (PCTs) in 2005-06. Figures are
consistent with those shown in Table 1 of Health Service
Circular (HSC) 2005/001 announcing two-year PCT revenue
allocations.

3.18 They are therefore consistent with the NHS sertlement
received as part of SR2004. They do nor take account of any
subsequent changes in the expenditure plans as a resule of
changes set out in paragraph 3.6, such as the effect of the change
in the discount rate.

Figure 3.8: Disposition of NHS Resources

PROGRAMME BUDGETING

Background to programme budgeting

3.19 Programme Budgeting is a retrospective appraisal of
resource allocaron, broken down into ||1-;:|ningll|,|| programmes,
with a view to tracking future resource allocation in those

SLIme PIHEF‘:’I.I'I! Imes.

3.20 Programme Budgeting had its roots in the Rand
Corporation in the USA in the 19505, [tz first major application
was for the US Department of Defence in the 1960s where it was
used as part of a cost accounting tool that could display, over time,
the deployment of resources vowards 5|1r_'t_'iﬁ1; military objectives.
Such i.'.ll'ljtt[i'l’l:'s- were looked ar in termis of wars overseas, the
support of NATO or the defence of the homeland, instead of the
conventional “inputs based” budgerary headings of tanks, missiles
or diesel fuel. Allocation of new resources, or shifts berween
budgets, could be judged on their relative contribution to these

specific objectives.

Total NHS Settlement
£76.4bn
| |
WHS Revenue WHS Capital
m-zlll'l ﬂ!bll
I : ] |
HCFHS Other programmes™ Land Sale Receipts
£69,1bn £3.0bn fn,inm
|
| Total NHS Capital available
Wh:d]umt: to allocate
£1.5bn ﬂ?bn
I I I
Total Available for HCFHS T
£70.6bn £4.2bn £0.1bn
1 _ : J | l
ical Servioes Al Central Budgets General Allocations Central Budgets and
to PCTs. £11.70n £2.2bn amme
£58,9bn : ;
To PCTs ' L :
H onal tal € Central Budgets'™
i N i g ] £0.1bn
| || Education & Training™ '} =
to Trusts,
 Total available to PCTs £4.0bn Total Capital p"f;"r,"';""’ husm:rcuﬁ?md
l- 13 : SHAs £1.9bn*
NHS Litigation Authority £4.1bn
£1.0bn A
i R&D
£0.6bn
| Other
£3.1bn

(1) NHS Serlement as per the Spending Review 2004 sevelensent, and taking inso account the change in she discouns vaie sev owt in paragraph 3.6 of this chaper.

(2) FHS non Discresionary, CHMS and DI Adiin,

{3) Funding allocated to the Warkforce Development Confedenations for the education and wraining of doctors, nurses and other NHS worken. Alio includes funding
Jor atier NHS workfarce related budgess (e.g infury allswences awd NHS University).

(4) Funding allscated oo NS Trass, the Modernisavion Agescy, Universizier and sther Stacnsary Bodies suel i the Prescriprion Pricing Auibority,

(5] Funding allocared for centml sperding nainly by NDPBS such as the Narioral Blocd Autherity

(6) Funding to deliver NHS Plan objectives such as cancer, eovonary hers disease, meneal bealehy, and inproving access and cheice far patiens.

(7} Eigures may not sm due to ronnsding,
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3.21 This approach can equally be applied to healthcare. Instead
of sceing investment on the level of a hospital or drug budger, the
focus switches to specific health objectives or medical condirions.,
The aim is to maximise health gain through deploying available
resources to best effect. Clearly, this aim complements the
commissioning role of PCTs.

Department of Health - background

3.22 In 2002, the Department initiated the national Programme
Budgeting Project. The aim of the Project is to develop a
primary source of information, which can be used by all bodies,
to give a greater understanding of ‘where the money is going’ and
‘what we are getting for the money we invest’ in the NHS.

3.23 The Project aims o provide an answer to these two
questions by mapping all Primary Care Trust (PCT) (and
Strategic Health Authority) expenditure, including that on
primary care services, to programmes of care based on medical
conditions. The focus on medical conditions clearly forges a closer
and more obvious link between the object of expenditure and the
parient carg it delivers.

3.24 Analysis of expenditure in this way should help PCTs
exarnine the healch gain that can be obrained from investment; and
will help inform understanding around equiry and how patterns
of expenditure map to the epidemiology of the local population.
3.25 Accordingly, the initanve will clanfy the existing disposition
of resources across programme areas. Equally important is the
potential to accelerate modernisation. Comparative analysis,

together with a process of challenge, offers the oppormunity 1o
identify best practice elsewhere for local application, in cither its
original or modified form.

Financial Year 2003-04

3.26 Considerable work has been carried out in preparing for the
implementation of Programme Budgeting within the NHS.
This has included development work at three pilot sites during
2003 o evaluate and rake forward the processes thar need to be
implemented. From this experience, a methodology has been
developed and agreed with organisations including the National
Audir Office, HM Treasury and the Audit Commission.

3.27 For the first time, in 2003-04, PCTs and SHAs reported
‘bottom up’ expenditure figures on each programme budget
category. This will provide a range of stakeholders with valuable
comparative information, using a consistent framework, thar:

® identifies where resources are currendy invested, e.g. for the
purpose of monitoring expenditure against National Service
Frameworks;

#® acsists in evaluating the efficacy of the current pattern of resource
deployment; and,

® strengthens the process for identifying the most effective way of |

investing in services for the future.

3.28 The programme budget figures for 2003-04 are included
within Schedule 5 of the resource accounts 2003-04", which is |

shown below in Figure 3.9:

Figure 3.9: Department of Health - Resource Accounts 2003-04

(1) The Diepartruens’s Resource Acconnts are a sev of statutory acoounts that are
vhe subpect of NAC audlis. i
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2003-04 200203

Cross Incame Het Het
; ] £000 £'000 £'000 E£000
- Problems relaning o the neurological system 1L569.942 45,500 1,524.252 1.432,980
- Disorders of internal metabolism and i3 regulation 1.515,375 65917 1449458 1,310,426
Pmbhlm relaned 1o life-management difficulty and problems related w0
care-provider dependency 483,771 0633 1,433,118 180,678
.~ Problems relating ro the eye and vision 1,203,200 0019 1,183,181 1,264,322
Ipdzwdu:ll wiho have no currene problems bur who are involved in programmes: for
 prevention of illness and promotion of good health 1108418 33472 1074946 798465
'ijhnuumuﬂh: skin 1069903 31,541 1,038.362 1046048
Al diseases cansed by infecrious o uding Tubercubosis and sexual
._memd disease)” Lol g y 977,350 33822 943528 803,462
~ Disorders of the blood or blood forming systems §27.217 27,744 TO9ATI 5N A8
 Conditions of babics in the neonatal period 655,015 17.991 G37.024 741,255
 Poisoning, roxic effects and ocher adverse events, whether accidenral or deliberare 483,360 7\531 475,829 361,750 =
 Problems relating to the ear and hearing and balance 300,721 BO3  292.69% 281,809 5
 Other Areas of Spend/Condirions: g
_w Medscal ServicesPersonal Medical Services 5005.274 124028 4,881,246 3,280,510 :-L
- = Seraregic Health Authoritics (including Warkforee Development Confederation) 4,019,965 414271 34605604 3.351.883 e
= Mational Insurance Contribution = 12777058 (12,777,958 (6,396.924) i
- = Miscellangous 8,632,925 153,858 8,479,067 4,344,304
 Net Opsrating Cost 67,601,317 15271,534 52,329,783 50,222,832
Noges:

“..J ﬂ-r ri'.u'rr{pm fﬂﬂh?.l:ﬂrdl n .':llr.J.l(.’:lrJ.rff ,"l- ::r a1 n.r.l'rmrnh'm.' wedhreh (7 e __mi-ﬂ# .-rrrrmn- rrﬂr;.an.--rm:-r—qfn' ol -!'rr]".;"rnr(r cargin) durlr‘f)mﬂ]..ll?ui'{ ,-u_ﬁrm.r.wmu o .'.FJ.r
bﬂ'u:l_ﬁ.lr.'r PERIRY the t-u-.l'ran:r n_-,l".'\’h"w‘f.}qﬁ.unmm slpwmf TN BTN fr e Frﬁr&ﬂ Calegnries. Thss year, ohve wia |r:|:|u vty busred on i “hartom e
approach, PCTS allocatealapporcioned dheer sperd at the local level and rrpﬂrm-’w reinds g0 the Departnsent. Schedule 5 it an apgregate of there returny

{2 Figueres for 2002-07F are baved on an fmeevim “Tap Dosen " analysis (as reqesred by SIM Treasiry and MAD), therefore are nor divecrly companabile mw the
3-8 s,
(3) The 2002-03 Tocal Net Operaring Cout differs from thae publiched i the 2004 Deparrmrental Repors. This difference (£529.298,000) i a5 @ result of a prior
_Farmqﬁu.c ted murdr in respect qﬁmmj"}rn inciion fo J'erumwnr_,h: Edfwcaion and SEilk,

3.29 It is recognised that the implementation of Programme  REGIONAL BREAKDOWN OF SPEND

Budgering is a process thar will require refinement over a long
period. In particular, Aigures produced in the carly years (2003-04
being the first) will be a best estimate rather than a precise

3.31 The 5ps:-n1:|;ia1§; dara shown n Figuﬂ: 3.10a 1o 3.10c 15
consistent with the country and regional analyses (CRA) published
by HM Treasury in Public Expenditure Statistical Analyses
{PESA). PESA conmins more tables analysed by country and
3.30 Wichin this context the Deparement of Health will be region, and also explains how the analysis was collected and the

looking for year-on-year improvements, in both the process and e for allocating expenditure between countries and regions.

outcomes of Programme Budgeting, rather than year one being ; g 1
absolutely right. 3.32 The tables include the spending of the Department and s

NDPBs on payments to private sector and subsidies o |'|1.L|'Il[l.‘

measurement of expenditure.

corporations. They do not include capital finance o public
corporations but do include public corporations capiral
expenditure. They do not include payments to local authorities or
local authorities own expenditure,

3.33 The data are based on a subser of spending — identifiable
expenditure on services = which is t:-ilpiill't of ihﬂiﬂg analysed
as being for the benefit of individual countries and regions.
Expenditure that is incurred for the benefic of the UK as a
whaole is excluded.
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Figure 3.10a: Department of Health Identifiable Expenditure on Services, by country and region

i

3,934.9

44215

North East 2,213, 65 215 4
Nonth West 59295  6497.6 70574 9.458.9 104314 116070 0
Yorkshire and Humberside 41340 45598 48042 53980 59918 67069 7563 80337  B.809.7
East Midlands 30811 33569  3BAl4 39719 44707 50380 54277 61412 GSILO
Wiest Midlands 41770 44854 52113 55364 60260 67746 73701 82891 9
South West 37252 43010 46389 49556 54554 60183 65600 7394 BI1568
Eastern 39829 42769 45865 52849 57651 63602 69588  TR494  BT0RD
London 67341 75436 83114 92410 102589 114494 120129 133034 145223
South East 6008.1 65211 72826 80287 87170 96480 104629 117254 128928
u Total England 39.985.8 439687 48.443.1 53363.6 587509 651002 703169 TET69.9 m?ﬁ
- Scotland 48 5.5 10 A2 -l6E 182 41990 M6 A6
5 Wales 323 36.8 -B.6 F01 0 <1452 -I5B0 <1723 1878 2047
= Northern Ircland 1.6 1.9 1.9 0.6 15 2.0 - 3.0 32
o Total UK identifiable espendioure 40,0244 44.013.0 48,4353 533569 SBSE7.6 649310 70,1220 785575 864342
Quuside UK 131 15:3 4.2 -3.2 -61.3 66,7 j 79.3 864
Total identifiable expenditure 40,037.6 440283 484311 53,3537 585263 64,8642 70,0493 TRBATED
Non-identifiable expenditure 0.0 0.0 0.0 0.0 0.0 3000 7000 7000 7000
Total expenditure on services 40,037.6 44,0283 484311 533537 585263 65,1642 707493 79,1782 B87.047.9

(1) The tables do not include depreciasion, cost of capital charges or movements i provisians that are in DELIAME. They do include salaries. procurenent
expenditnre, capital expendivure and grang and subsidies paid co individuals and privase seceor enverprives,

(2} The fi were fiaker frons the HM Treasury Public Expenditure davabuase in Decerber 2004 and the regional distributions weve completed in January 2005,
Therefore, the tables misty nor shonr the biest position,

(3} Rrx:'-a.mf-rﬂn.ﬁun'-:m aff expensinare for the years 19002000 r0 200304 i bused o WHIS Al Acconnzs, atnsel for 2004-05 o 2005-06 on alocations
the WHS. Central expenditure i ﬂﬂmﬁlmr@l;m reta o NHS ependire for afl pears.

Figure 3.10b: Department of Health Identifiable Expenditure on Services, by country and region, per head
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m

9540

1.748.3

15501

1,267.0

North West 8754 9592 10420 L1700 13004 13887 15295 16994 18653
Yorkshire and Humberside 8341 9196 9654 10811 L1961 13354 L4214 15909

East Midlands 7420 8054 9169 945 10514  LIT85 12630 14215 15082
West Midlands 792.3 8512 9869 L0438 L1327 L2710 13797 15482 17044
South West 7632 8747 9384 9976 10912 L1962 12954 14517 1,5699
Eastern 7460 7957 8493 9746 10553  LISGT 12572 14087 15518
London 9413 10424 LI35.0 12537 13886 15408 16069 17689 19192
South East 7552 8160 9077 9981 10788 11879 12813 14281 15618
Tatal England 8155 8931 9796 10749 L1784 13007 13988 15603 1,709.3
Scotland 0.9 LI 02 0.0 -33 -3.6 -39 43 47
Wales BIN 127 3.0 224 494 535 580 630 685
Northern Ireland 0.9 12 1.1 0.4 0.9 -1.2 1.6 AT R
Toral UK identifiable expendirure 6820 7474 8194 8994 9838 10860 1,682 11,3038 14291

(1) The tables do not include depreciation, cost of capizal charges or movements in provivions that are in DELUAME. They do includs saliries, procurement

expendisure, capial expenditure and granes and subsidies paid wo indsviduals and private sector enterprises.
res weret faken from the M Treanury Public Expenditure database in December 2004 and the regiomal distribusions were completed in famuary 2005,

{2) Toe

Tlherefore, the tables may wor shour the Litent position,

(3) Regional arevibution of
the NHS. Cemmal expenditure is arribu

46

-::rjmn § SHL AT o 2000 3- 0 i faseed ow NS Anmaal Aceowrnts, and for 2006-05 o 200506 an alfocaiions fo

pro nita to NHS expendinure for all years.



Figure 3.10c: Department of Health Identifiable Expenditure on Services by country and region, 2003-04

-G

1856 BO062 90808 303 2715 2412 88486
125.1 6.032.1 6.157.2 20,6 -185.9 -165.3 59919
07 4,506.1 4,598.8 15.3 1434 1281 44707
1228 6.061.3 6,184.1 20.2 1783 -158.1 6,026.0
1150 5.546.8 5.661.8 19.0 -225.4 -206.4 5.455.4
1186 58219 5.940.5 19.5 -194.9 -175.4 5,76:5.1
2115 10.255.4 10,466.9 34.8 2429 -208.1 10,258 8 %
179.0 BE24.8 9,003.8 29.5 -316.3 -286.8 B717.0 5
1,2160 59,1928 60,408.8 200.4 -1,858.3 -1,657.9 58,750.9 e
[J-.ﬂ il .1 0.0 -16.7 =167 =160 o
0.0 0.0 0.0 0.0 -145.2 -145.2 -145.2 i
0.0 08 0.8 0.0 23 23 -1.5
12160 59,1937 60,409.7 200.4 -2,022.5 -1,822.1 58,587.6
0.0 0.0 0.0 0.0 613 613 613
1,216.0 59,193.7 60,409.7 200.4 -2,083.8 -1,885.4 58,526.3
d e 00 0.0 0.0 0.0 0.0 0.0 0.0
al 11,2160 59,193.7 60,409.7 200.4 -2,083.8 -1,883.4 58,526.3

i
(1) The frurcrromal casegories wsed are the standard Unived Cluassificavions of the Funceions of Gooenmmeny {COFOG) carepores, T i nos the aeme ax the
smiregic priorirer weed elsenodiere i the nepory.

SOURCES OF FINANCE
3.34 The NHS is financed mainly through general taxation with ~ Figure 3.11: NHS Sources of Finance 2005-06
an clement coming from National Insurance Contributions. (Total £78.064m)

3.35 In 2005-06, it is estimated that 94.1 per cent of financing for gt o Bl i 259
the NHS in England will be met from these two sources, 73.9 per cent Caapizal Receipes 0.1
from the Consolidated Fund, that is, from general toation and 20.2

per cent from the MHS element of Natonal Insurance Conmibutions. M e

. "
Trunt Inbercst Receipiaitain

FepaEynenl 3. 5%

3.36 The remainder of the NHS expenditure comes from
charges and receipts, including land sales and proceeds from
income generation schemes.

3.37 Figure 3.11 represents NHS Sources of Finance for
2005-06,

Canddaied
Fand F.lpr.—.n‘lllulr

75,5%
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COMPLEMENTARY SOURCES OF
FUNDING

Big Lottery Fund

3.38 The Big Lottery Fund (BLF) was formed in June 2004 from
the merger of the Mew Opportunitics Fund (MOF) and the
Community Fund and is responsible for handing our over half of
the lunding for good causes, The new BLF will build on the
experience and best practice of both organisations simplif}'
funding in those areas where the two bodies currently overlap, and
to ensure lottery funding provides the best possible value for
MHOTEY. The projects below were urigju:ll_'.' fundead l:w' the NOF bur
are now managed by the BLE More detils on the BLF can be
found ar: www.biglotteryfund.org.uk

Healthy Living Centres

3.39 The fArst tranche was launched in _]:ml,mr:.r 1999 with the
Healthy Living Centre (HLC) initiative, The initiative has a budget
of £232.5 million in Eng,]'.m:] (£300 million UK},

3.40 The programme targets arcas and groups that represent the
muost disudvantaged sectors of the population and is on course o

meet its target of making HLCs accessible to 20 per cenr of the

population,

3.41 HLCs influence che wider determinants of health, such as
sochil exclusion, poor access to services, and social and economic
aspects of deprivation that can contribute to health inequalities.
Projects cover a range of acrivities including, for example,
smoking cessation, dietary advice, physical activity and training and
skills schemes. Local communities and wsers are invelved in all
aAspects nl'dn:sign and :1-.-|i'.-¢r:.- ol a project.

3.42 The fund announced in March 2003 the cstablishment of
a support and development programme for HLCs across the UK.
The programme will be responsive to the needs of HLCs both
individually and collectively and deliver activities that will
support HLCs and help them to network and become sustainahle.

Living with Cancer

3.43 A sccond wanche of £116 million for England (£150 million
UK) was made available from the NMew Opportunities Fund
(NOF) in Seprember 1999, In England, £23 million is to
reduce inequalines in cancer services through provision of home
care, support 1o carers and information abour cancer and cancer
services, £93 million is to fund the purchase of equipment for the
diagnosis and treatment of cancer including linear accelerators,

MRI scanners and mammography equipment.

Fighting Heart Disease

3.44 The third tranche of £232.5 million was announced in
November 2000 with the objectives of boosting the fight against
cancer, coronary heart discase (CHI), and stroke. It will also be
used 1o provide palliztive care for adulis and children.
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3.45 £110 million was made available for CHID. OF rhis,
£65 million is being used 1o provide new angiography labs, which
pmuide diagnostic facilities for heare disease. The Department
has made available an extra £60 million to enable a votal of 89 labs
o be mnsalled, which wall SPMI up 1:|:iagnmi_s 5igniﬁmn[|:|.r for
patients with suspected heart discase. The money is also being used
to buy ambulance equipment, defibrillators, 1o pump prime
training officer posts and to improve cardiac rehabilitation and
heart failure services.

340 £52 million has been deploved to fund nutritional projects
to reduce heart discase and cancer. OF this, £10 million is to
expand the 5 A Day initarive, and £42 million is o hring forweard
the targets of the National School Fruit Scheme. There will be
50-60 pilot projects for the School Fruir Scheme, based in Primary
Care Trusts with the highest levels of deprivation. The Department
will build upon the work delivered by this funding with
nutrition being one of the key elements of the recent public health
White Paper.

Palliative Care

3.47 £48 million is being used for pu“iatiw: care for children o
improve the quality of life of children with life threatening or life
limiting conditions, and their families. At March 2004 135 grants
had been made (25 for hospice provision, 70 for home based care
and 40 for bercavement services).

3.48 £22 million is o improve community palliative care for
adules suﬁ;‘.!r'mg from life threatening or life limiting condirions.
It has been rargered ar areas of the country with the highest
palliative care need. Awards have been made to mult disciplinary
teams who will provide therapeutic, nursing, emotional support
and in some cases complementary therapies to patients in their

homes.

INVEST TO SAVE BUDGET

3.49 The Invest to Save Budget (ISB) was introduced by the
Government in 1999 to encourage partnership and cross-
boundary working by Government depariments: it was
subsequently extended ro local authorities and the NHS.

3.50 The aim of ISB is to provide more assistance wowards the
cost of innovative projects, which may need up-front funding not
otherwise available. The [SB will seek 1o realise the gains, which
should be in the form of efficiency savings and/or benefits 1o the
public. Invest to Save is a practical example of the Government'’s
commitment to modernisation.

Supporting projects

3.51 Following the announcement of Round Seven of ISB, over
the next 3 years the department will receive £4.244 million, with
£1.462 million being reccived in 2005-06 to support the
following projects:



Provision of Therapeutic and emotional support
for children

To enable emotional and therapeurtic support to be provided o
over 100,000 children and their parents annually by 2006-07
through working in partnership with primary schools across the
UK and delivering learning services for adulis.

Older People Experiencing crisis

Two neighbourhood based, multi-agency teams based in defined
areas of deprivation in Bristol to pilot a new approach to
preventing crises developing in older people’s lives.

The teams will do this through a process of case hnding,
intensive multi-agency case management and community
development.

Day Care facilities for Older People

To recruit and manage volunteers to set up family-based day
support in trained volunteers adapred homes. This will offer respite
for carers and meet the needs of older people who are socially and

eulturally isolated from existing day support provisions.

Smiling More Often

To integrate the physical health gains of the Department of
Health’s Moving More Often scheme for older people with
conditions such as arthriris, stroke erc., with the known menal
health gains of exercise for older people as proposed by the
Narional Service Framework for Older People, adding value o the
preventative success of a range of local initiatives described in the
report ‘Smiling More Often’, thereby contibuting to reductions in
GP consultations, prescription of antidepressants, hospital
admission and readmission, and social isolaton: and work w
further a serics of Government priorities by integrating their

imFI’.‘:I‘I‘tI:I'I'[:I[iﬂ]'I. aak m:ighl‘murhnml !l:.'"."ll’.‘l.

New Grounds for play Cross
Generational Pilot

To create a cross-generational pilot play scheme on two estates
over two years, incorporating, older people who are caring for
children. The project will: consult groups identified in more derail;
install play equipment suitable for all ages; co-ordinate and
promote mixed play activities; deliver mixed age play sessions;
evaluate the project for mainstreaming;: bring together partners
who offer a rnge of skills and services; offer trining opportunities
to older people.

Crisis Intervention project Lewisham

Through the promotion of neighbourliness and community
support and the use of IT; to identify older people av risk
of physical or mental crisis by weighting single identified
concerns which could warn of erisis. To enable a project manager
to facilitate earlier service intervention thus reducing the
intervention required.

Brighter Futures for Older People in Kent

This projece will pioneer a range of neighbourhood/communiry-
based services delivered by the voluntary and community sector
to older people. Preventing inappropriate admissions into
haospitals and long-term care by bemer identification of user needs;
providing new types of targered support services: promoting
independence; increasing community participation; delivering

efficiency savings.

Priority Care Project Wolverhampton

The Priority Care Project will achieve its objectives through
integrating Chronic Disease Management, Electronic Single
Assessment Process (eSAP) and preventative community
projects focusing particularly on vulnerable older people from

Priority MNeighbourhoods,

RECOVERY OF NHS COSTS
FOLLOWING ROAD TRAFFIC
ACCIDENTS

3.52 Since the 1930s, |1m11-ir.1|¢. have been able o recover the cost
of treating those injured in road trathe aceidents who have gone
on o make a successful claim for pl:rxl:m.ﬂ INjury compensation.
The plim;'tpi:; behind chis is thar those CAUSINE iNjury o others
should pay the full cost of their actions, including any relared

hfitllh Care Costs.

3.53 The system of recovering these costs changed in Apnl 1999
under the provisions contained in the Road Traffhc (NHS
Charges) Act 1999. The 1999 Act imtroduced a new, more
efficient system of cost recovery with income now being
recovered centrally from insurers by the Compensation Recovery
Unit (CRU), which is part of the Department for Work and
Pensions (EMWP).

3.54 CRU recovers around £105 million per year and the
money is paid direct to hospitals thar have pn:widcd treatment.
Work is currently underway to expand the current scheme so that
in the fumare WHS hospital treatment and NHS ambulanee service
costs can be recovered in all cases where personal injury
compensation is paid. The legislative framework for this is
contained in Part 3 of the Health and Social Care (Community
Health and Standards) Act 2003,

PERSONAL SOCIAL SERVICES (PSS)
EXPENDITURE

3.55 The Department of Health provides resources for the
delivery of high quality social care through local authoritics and other
;Lgm:;i:,-_:_ The resources pm-.'i.:.lu.l for PS5 from the l'-':'p'.t:lm;'lil'ﬁ
public expenditure programme are shown in Chapter 6. section

6.34, which give details on PSS revenue provision.

3.56 Figure 3.12 shows rotal local authority current and capital
cxp-u:ndimm on PSS. Between 1993-94 and 2003-04 local
authority PSS net current expenditure has more than doubled in
real erms,
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Figure 4.1: NHS Capital Spending 2004-05 to 2007-08 Figure 4.2: Disposition of 2005-06 Capital Resources
(Resources)

Rl Terms Crrowth calculared C-‘DF#;EM
2 14912, 5306/2, 7092 70% wwr #‘
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PRIORITIES FOR PUBLIC CAPITAL
INVESTMENT IN 2005-06

4.7 Programme Capirtal Budgets exist o ensure thar sufficient
:qp'u:a,l funds are set aside o achieve NMHS-wide initarives. In
2005-06, the massive investment in equipment and facilities to
improve outcomes in key clinical services will continue. The most
significant of these initiatives are oudined below.

Cancer

4.8 A further £128 million is available in 2005-06 o continue
the programme of investment in new and replacement equipment,
to improve diagnosis and treatment of cancer. The benefits to
patients of this investment include:

® speedier access to diagnostic imaging:
® faster scanning and higher quality images; and,

® improved availability of the latest radiotherapy treatment
technigues, including for example 3D conformal therapy and
intensity modulated radiation therapy.

4.9 Im:luding INVESTIMEnE rhmugh the Natnonal l,nm:r_',"s: Mew
Oppornitics Fund (now known as Big Lowery Fund) over
£430 million has already been invested in this programme, with
the resule that by January 2005, 87 MRI scanners, 184 CT
scanners, $0 Linear Accelerators and over 730 items of breast-
sereening equipment have been deliversd since January 2000, This
means that 55 per cent of MRI scanners, 58 per cent of Linear
Acecelerators and 70 per cent of CT scanners in use have been
provided new since January 2000,

4.10 The NHS' inventory of scanners is now as modern as any
in Europe. Resules from the 2002 COCIR survey declared the UK
to be the only country in Europe satisfying COCIR's
recommendations for the age profile for both CT and MRI
scanners. [COCIR is the European Coordination Committec of
the Radiological and Electromedical Industries].

4.11 COCIR advise thar:

#® ar least 60 per cent of equipment should be younger than 5
years;
® not more than 30 per cent should be 6-10 years old; and,

® not more than 10 per cent should be older than 10 years.

4.12 Ulrimarely. access to modern equipment for the diagnosis
and trearment of cancer will help the NHS in delivering
improved outcomes for patients and the capital funds earmarked
for investment in 2005-06 will permit the continued replacement
of older equipment.

Coronary Heart Disease

4.13 A further £144 million will be spent in 2005-06 progressing
the modernisation and expansion programme for cardiac services.
This includes 19 cardiac centres at a cost of £600 million which
will expand cardiac services with around 27 addidonal cardiac

theatres and 620 extra beds. To date five schemes have been

completed and a further four are expecred 1o be complered in
2005-06,

4.14 This investment will reduce waiting times for heart
surgery patients in the arcas served by the units receiving
funding. Capital investment is also being targeted at expanding
diagnostic angiography to reduce waiting times for resis and
inpatient admissions.

Mental Health

4.15 £78 million of capital is available cenerally in 2005-06 for
investment in mental health Racilies, The funding will be
invested in improving secuncy at the three high security psychiarric
hospirals and developing faciliies for people with Dangerous
Severe Pemsonality Disorder (D5SPDY) and for the transfer of some
patients into more appropriace care settings. Capital will also be
invested 10 support the development of specialist facilivies for
particular client groups, including medium secure Ricilities for dealf
people and dedicated units for women, both secure and in the
commumnity, and inpaticnt accommeodation for young people with

schizophrenia and other psychoses.

Other Investments in Clinical Services

4.16 Other central eapital investments in key elinical services
include £12 million w expand the provision of diabetic retinopathy
services as preseribed in the Narional Service Framework for
diabetes, which requires 80 per cent of people with diabetes to be
offered retinopathy screening by 2006. There will also be a further
£14 million of capital investment to increase dialysis capaciey in

line with rising demand.

Expanding Capacity and Improving Access to
Services

4,17 Expansion of capacity will remain an imporeant theme in
2005-06, though this will principally be through Independent
Sector Treatment Ceneres (1STCs). Through contraces between the
MNHS and these new private-sector facilities, parients will access this
additional capacity free of charge, as they would facilities
operated by the NHS. This new capacity will improve access 1o
medical care and contribure o further falls in waiting times.

4.18 In “Wave 1" of the ISTC programme, three schemes have
already reached Full Service Commencement (FSC) and a
number of other schemes are providing interim services in
advance of FSC. Seven more schemes are anticipated to reach FSC
i 2005,

4£.19 In toral, £226 million of capital resource cover has been
reserved 1o cover the balance sheet implications of these "Wave 1
[STCs because, even though the set-up investment is provided by
the private sector, the nature of the contract means that auditors

are likely o view them as NHS assers.

4,20 Access to services will also be improved by creating
additional Walk-in Centres. £18 million has been ser aside
centrally 1o supporr this initative in 2005-06.

53

v
=
&
E

=
%
4
=
=

o




et
[
=
E
g
E
<

VITAL SUPPORTING INVESTMENTS

4.21 A wide range of perhaps lower profile investments is also
essential for the efficient and safe running of the NHS and 1o
support its development. These include: the upgrading of
decontamination facilities; creating addidional medical school
places; and improving facilities for the manuficiire of medicines.
Some of these initiatives are outlined below.

Decontamination

4,22 In 2005-06, a further £43 million of capital will be
invested centrally to continue improving NHS decontamination
facilities to lessen the risk of transmitting vCJD and other
infectious diseases.

4.23 This will bring to over £250 million the amount that the
Department has allocated for decontamination in hospitals since
2001-02 — for the rq:]1|n:1:|_'m::nr of worn-our t‘[|u1'[:|:11m[, the
upgrading of unsuitable premises and the purchasing of surgical
instruments to facilitate cenralised processing, In 2004-05, an
additional £21 million was allocaved 1o help improve
decontamination in primary care. In the autumn of that year, the
Department launched an online decontamination training

package aimed at 12,500 NHS hospiral staff.

4.24 There remains a feed to put in place arrangements to ensure
that the redeveloped facilitics continue to meet the latest

standards = which requires continued investment:

# the NHS is I-unding some n:dcvr:]npmfm;s from its own

resources — and will continue to do so in the long rerm;

® some sterile supply departments will be redeveloped and
mainained as part of a Llrg::r PFI/PPP dﬂ'dnplm:nt; and,

L []14." mi.liﬂ]’it}" L'I-F IIZ“JE'\'EIHFI]T!EIJTS “'!I“ CHOCLLD ALs !]'H." I.'L'B-U'.l DE.]UEI'I.I

Ventures berween local health economies and commercial

INtereses.

4.25 35 Trusts in eight projects are now in the process of choosing
private sector partners o redevelop their sterile services as part of
a Joint Venture. The first of these, involving the Bradford, Leeds,
and Calderdale and Huddersfield Trusts, is due to award a contract
in spring 2005,

Pharmacy facilities and investment in medical
school facilities

4.26 In 2005-06, £14 million of capital will be invested in
modernising the manufacture of medicines in hospital pharmacies
tw ensure that NHS patients have access to any medicines they
require which are not available from any other source. £35 million
will be spent supporting the construction of medical school

facilicies to house the increase in medical students announced in
the MHS Plan.

Information Management and Technology

4.27 In 2005-06, £1,037 million of capital funding has been
earmarked for investment in cenerally managed capital investment

54

programmes, by far the most significant of which is NHS
Connecting for Health’s national programme for informarion
technology.

4.28 The key deliverables of this programme, their benefits 1o
patients and clinicians, and their important role in achieving several
I’SA targers are set out in derail in Chaprer 2. In summary, the
national programme will deliver:

# clecoronic appointment booking;
® a Narional Care Record Service; and,

® an clectronic prescribing service, and an underpinning 1T
infrastructure with sufficient capacity 1o support the critical
national applications and local systems.

DIRECT CAPITAL ALLOCATIONS TO
SHAs, NHS TRUSTS AND PCTs

4.29 2005-06 will be the last year covered by the three years of
allocations of capital direct to NHS organisations that were
announced in January 2003. These direet allocations were
calculated using national necds-based formulac, and will roral
£1,989 million for 2005-06. Of this, £100 million was
allocared to Stmt::gic Health Authorities (SHAs) as Access Funds
for use 1o incentivise trusts and PCTs 1o improve performance;
£1,023 million was allocated o MHS trusts and PCTs as
Operational Capital; and £866 million was allocared to SHAs as
Serategic Capiral.

4.30 Operational capital is allocated unconditionally to NHS
trusts and PCTs and is predominantly spent on maintaining
|11.Li|-.|iug: and n:pl:]v;:ing equipment. The £1,023 million allocated
tor spend in 2005-06 amounts to a 10 per cent increasc on
2004-05' ﬁgun: of £928 mullion and is 33 per cent higller than
the £766 million allocated as Operational Capiral in 2002-03.

4.31 The £866 million allocated as Seracegic Capital is typically
used by SHAs ro fund larger investments that are prioritised
within the health communities for which they are responsible.
Roughly. this cquates to a 13 per cent increase on 2004-05's level
of £703 million.

Capital Investment by NHS Foundation
Hospitals

4.32 NIFIS Foundation Trusts are not -I'.iL"PL'I.'IdL‘I.‘II. on capital
allocations and may reinvest all cash generated through their
operations (i.e. cash generated through depreciation, asset-sales and
operating surpluses). If they plan to invest more than this they may
borrow to do so, provided their projections of future cash-flows
show that they are able to afford the resultant payments of interest
and principal when these would be due.

4.33 They are authorised to borrow from commercial banks but
the Department has established a Loan Facility to make long-term
loans available vo MHS Foundation Trusts while they establish the
credie histories that will enable them o borrow from commercial
banks at reasonable rates. Loans drawn down from the

|



Departments Loan Facility will be on commercial terms and

several have been agreed to dare.

4.34 Capital Investment by NHS Foundation Trusts is chargm,[
to the Deparement’s capital resource total so funds must be set
aside 1o cover this. £500 million has been set aside in 2005-06 1o
cover capital investment by the 31 MHS Foundation Trusts that
are currently in operation and any other hospitals thar begin
aperating as NHS Foundation Trusts during chat year.

Restrictions on Capital to Revenue Transfers

4.35 As in previous years, a limic has been ser on capinal o
revenue transfers mo control the amount of |:.'1pi1:1| which can be
transferred to support revenue expenditure and thus ensure that
capital resources are expended on capital investment as intended.

436 In 2005-06, the limit remains £250 million and this has
been set aside to provide the flexibility required by NHS
Connecting for Health to procure IT facilities and services
effectively. This Hexibility was granted on the condition tha the
£250 million of capiral-to-revenue virement will be reduced by the
extent of any underspending in Health's revenue funding.

Treasury Capital Modernisation Fund

4.37 Hisworically, health has received generous support from the
Treasury’s Capital Modernisation Fund. However, the
Department’s proposals were not prioritised in the last round,
which was concluded in 2003.

4.38 There is no funding from this source in the Department’s
plans for 2005-06, though a small number of prajects from earlier
rounds are still ongoing.

Prioritisation of Major Capital Schemes

4.39 Since 1997, all proposals for major capital schemes have
been subject ro national prioritisation to ensure that only the
maost needed and best prepared schemes use the bidding capacity
of contractors.

4.40 The continued success of the Private Finance Initative (PFl)
has meant that private sector interest in health schemes remains
strong. As a result, Straregic Oudline Cases for another fifteen
major mnew pmiccu:., muging from a £50 million mental healch
scheme near Sunderland; to a £1 billion investment programme
covering all of North Merseyside, were approved in 2004. These
schemes are now developing their Outline Business Cases and
further refining their specifications and it is expected thar three or
four of these will be sufficiently advanced to commence their
procurements before the end of 2005,

4.41 These fifteen new projects, totalling over £4 billion of
investment, bring ro 83 the number of major hospital schemes
approved to go ahead since 1997. No more formal prioritisation
rounds are planned. Instead, we will now be moving to a ‘rolling
programme’ under which the Department will approve a few well
worked up and ‘deliverable’ schemes to go ahead each year
matched to marker capacity.

PUBLIC PRIVATE PARTNERSHIPS AND
INNOVATIVE INVESTMENTS

4.42 The NHS is continuing its major programme of investment
through the use of public private parnerships: These include PFI,
which continues to deliver most of the hospital building schemes;
NHS LIFT, an investment vehicle for modemnising primary care
premises; and the operation of a private company which cellects
plasma for treating NHS patients. The partnering principle is also
incorporated in the Deparement’s “ProCure21” initiative.

4.43 Recent progress ol these initiatives and their plans for
2005-06 are outlined below:

PFl and delivery of the 100 hospital
schemes target

4.44 Over the past owelve months, PFl continued tw help
deliver the NHS Plan target of ensuring that ever 100 hospital
schemes will be delivered by 2010,

4.45 Uur'ln!_: 2004, a further five PEI schemes with a combined
c.ipim[ value of over £90 million became ulmmimml. This
means that in total, 30 hospital schemes are now operational
againsg the NH% Man target. OF these, 42 were delivered under the
Private Finance Initiative,

4.46 A lurther 15 schemes were approved to proceed during
2004 {see 4.40 above), OF these 14 are e:k[!u.'.l..'!t;ﬂ o be funded
through PFL.

4.47 In addition to those schemes that became operational in
20004, a further 17 reached Gnancial close and I:lq;;ln CONSTIICLION.
The schemes under construction contnue 1o vary widely in terms

ﬂf-ﬁi?;r!., purpaosc HJI'IJ Iﬂclltili.'lﬂ',. E.‘EilI'IIFIIE“." arc:

# the new £30 million Hadfield wing specialising in Elderly care
and Rehabilitation ar Sheffield Teaching Hospirals NHS
Foundation Trust:

® £47 million general modernisation of acute facilities at Stoke
Mandeville Hospital;

® £31 million Mental Health unic ar 5t George's Hospital in
Morpeth;

® new Primary Care facilities across Kirklees PCT COSTINE £25
million: and,

# the £420 million scheme in Manchester which involves
mu-.lu:rnising the Ceneral Manchester site with a linked

di_-..-eIuE:nwm of four new hn.-:pimls for childrens, women's,
adults and s}m.ial't&[ eye SErVICEes.

4.48 All these developments are helping to increase capacity and
improve the quality of care for NHS patients across the full range
of services thar the NHS provides,

4.49 In 2005, seven further schemes are expected to become
operational. Around fifteen more schemes ranging in value from
£18 million ro £1.2 billion are expected ro reach financial close,
thus maintaining the momentum against the NHS Plan targer.
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NHS LIFT

4.50 The NHS Local Improvement Finance Trust (NHS LIFT)
initiative is contributing to the redevelopment of primary
Carc in!'ra.'.:l:ruclun.'.

4.51 Local LIFTs are being set up as limited companies with
Primary Care Trusts (PCTs), the private sector and Partnerships
for Healch (PHH), the 50:50 joint venture company berween the
Diepartment of Health and Parmerships UK, as shareholders.
Established in Seprember 2001, PIH is providing procurement
support to local MHS LIFT schemes as well as equity investment.

4.52 The priority for investment was initially those parts of the
country, such as inner cities, where primary care premises are in
most need of improvement. NHS LIFT now includes bath a mix
of both rural and inner city LIFT schemes, including pares of the
couniry dﬁignmcd |'r:.' the Office of the Dq::-ul:}.' Pame Minister as
groweh areas.

4.53 There are now 51 LIFT schemes of which 37 have reached
financial close. Eight of these now have buildings open 10
patients. See Figure 4.3 for a full list of NHS LIFT schemes. By
the end of 2005, it is expected that there will be over 50 LIFT
buildings open 1o patients. By the end of 2004-05, NHS LIFT had
attracted around £490 million of private capital investment o
support the improvemient of primary care premises. This level of
investment will continue to grow in 2005-06 and beyond. In
addirion, the Department of Health provided £175 million of
public capital up to the end of 2004-05, and will provide
another £31 million in 2005-06, to help PCTs with the start-up
costs of their LIFT schemes.

INVESTMENT TO CONTAIN vCID

4.54 The Department has owned a US plasma collection
company, DCI Biologicals Inc, since the end of 2002, to secure
access o sustainable long-term supplies of blood plasma in
accordance with vCJ D risk mirigation strategies. Life-saving plasma
products, such as immunoglobulins and cloting factors, are
constantly used by NHS patients.

4.55 The US company is owned by a UK based company called
Plasma Resources UK Lid, which in tumn is 100 per cent owned
by the Secretary of State. In 2004-05, the company has paid £3.2
million in interest to the Department of Health in accordance with
its contractual obligations.

PROCURE 21

4.56 Procurc2] was launched in April 2000 as the NHS response
w Rethinking Construction™" and HM Treasury’s Achieving
Excellence™®. It provides a standardised approach to the
procurement of healthcare facilities, based upon long-term
relationships with carefully selected supply chains, which have the
ability to work with NHS clients across the whole life cycle of

a scheme,

4.57 Procure2l has now become an cstablished method for
construction in the NHS, and is already delivering noticeable and
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measurable improvements. A competitive selection process
selected Principal Supply Chain Partners (PSCPs) to sit on a
National Framework. Trusts select PSCPs without the requirement
for a further tendering exercise. By having a small number of
carcfully selected PSCPs to work with, the trusts gain considerable
benefits. Sharing lessons between organisations is encouraged along
with applying new ideas and experience to each new scheme.
Better buildings are constructed within budget and on time.

4.58 Since Procure] was launched, 198 schemes have been
registered with an esumared value of around £2 billion. Ninereen
schemes are complete, toralling around £74.15 million and
another 45 schemes are currently on site.

ASSET DISPOSAL

4,59 The Sald on Health Report™" recommendarions regarding the
disposal of surplus MHS estate continue o be implemented. These
require a corporate approach to the disposal of surplus estate 1o
achieve best value. The NHS Estates Agency has taken the lead in
the disposal of surplus property owned by the Secretary of State
for Health, as well as acting as ‘informed dient’ for all disposals by
NHS [rusis ul'l(l PCTS

4.60 Including the £102 million expected from disposals of land
owned by truses and PCTs (which will be reinvested locally), capital
receipts from disposals are expected to contribute £200 million 1o
Health's capital funding envelope in 2005-06.

4,61 I'.'uring 2004, 1t was agrr.:ﬂl that a substancial pﬂ:lr..:lgc of
surplus NHS land would be rransferred to the Office of the
Deputy Prime Minister, where it will be used to increase the supply
of affordable housing. The NHS will receive marker value for the
land and will use it o fund the l‘eplﬂccmt‘m af I:mildings and
equipment. The detailed work o implement the transfer is now
underway and it is anticipated that the NHS will receive in the
region of £400 million.

POOLED BUDGET ARRANGEMENTS
AND INVESTMENT IN SOCIAL CARE

4,62 The 1999 Health Act Parmership 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 joiny services,
incorporating a mix of health and social services, and also
housing and education.

4.63 Social care capital spend isn't included in the above capiral
investment tables. Social care investment support through PFI
credies will roral £90 million in 2005-06, sufficient to enable
around 5 to 10 major social care projects 1o be given the go-ahead.
Public capital funding for social care investmenr will roral
around £117 million, and will permit further modernisation of
informarion SYSIEMS, &5 well as I'unding investment in areas that
find it difficult to atwrract funding from the local authority main
capiral pot.









5: The NHS Plan -
a plan for investment:
a plan for reform

RIEF SUMMARY OF THE MHS PLAN
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5.99 PUBLIC HEALTH WHITE PAPER
-Reducing the Numbers of People who Smoke
-Reducing Obesity
-Increasing Exercise
-Encouraging and Supporting Sensible Drinking
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5.109 SUPPORT FOR PECPLE WITH LONG-TERM
CONDITIONS (CHRONIC DISEASE MANAGEMENT)

ACTIONS ACHIEVED TO DATE:
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-Primary Carg
=Secondary Care
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A BRIEF SUMMARY OF THE NHS PLAN

5.1 In March 2000, the NHS was set the challenge ro
modernise and reform its practices alongside an historic four-year
increase in funding. The NHS Plan™" set out measures to
modernise the NHS to make it a health service fir for the

215t century and putting patients’ needs at its cenere.

5.2 The Plan involved the largest consultation exercise ever
undertaken within the health service,

5.3  The full document can be found at www.nhs.ulk/nhsplan

THE NHS PLAN -
STEP BY STEP REFORM

5.4 The NHS Plan sets our a programme of change,
undurpinucd by ten core principh.':-. which aim ro tackle the
systemic problems which have undermined the effectiveness of the
MHS. The NHS Plan sets our practical step-by-step reforms, which

will improve care, treatment and service right across the board.

5.5 The NHS Plan reforms and investment are rransforming the
NHS. Improvements are being delivered in key areas such as
reduced mortality rates in cancer and coronary heart discase.
Expanded capacity and improved ways of working are delivering

improved access and quality across a range of WHS services.

5.6 The investment and reform initiated by The NHS Plan in
2000 has delivered results for patients. The NHS Iniprovermens Plan
— Puting People at the Heart of Public Services™®, published in June
2004, builds on the commitment to a ten-year reform process first
set out in Tie NFS Plan.

CARRYING OUT THE PLAN'S REFORMS:

THE NHS IMPROVEMENT PLAN
— putting people at the heart of public services

5.7 The five-year settlement for the NHS announced in the
2002 Budger means that expenditure on the NHS will have risen
from £54 billion in 2002-03 1o £92 billion by 2007-08.

5.8

investment will be used in |rn|:s|'-|::|nuing the PHIIIE'I'II!:'-.' :xl.'n:ri.n:ncc

The NHS Improvement Plan sets out how this massive

of the NHS pnwiding faster access 1o services, choice of services,
more effective trearment of long-term conditions in the

L'UI]'E[!][LI!it}' -.l.lld Action on Pl.lq.'l'l.ll_ i!EJI[I'I.

5.9 The NHS Improvement Plan sets out how the ongoing
reform coupled o investment will deliver transformed services. The
key objectives are:

® waiting for treatment will reduce 1o the point where it is no
longer the major issue for patients and the public wich
maximum waits of 18 weeks for hospital treatment and
patients offered real choice;

® people with |nng—[¢rm conditions will receive highi:r—qua]ir_\' care
through the expert patient programme, the introduction of
community matrons and the GI' contracy;

&0

® the NHS will become more of a health service and not just a
sickness service with a greater focus on health incqualitics and
disease prevention;

® NHS Foundation Trusts, trearment centres, independent
sector providers of NHS services and a wider range of primary
care services will enable patients to have a greater degree

of chotce;

® more stalf and more flexible working will contribute to better
quality and more choice;

® berrer use of information and information rechnology will drive
improvements in patient care, for example, electronic booking
and prescribing;

® incentives will be aligned with patients and professionals
through payment by results and the performance management
regime; and,

® local communities will take greater control of budgets and
services with the balance of power shifting even further 10 PCl5s
and the NHS, There will be fewer national targets and fewer
arm’s length bodies.

INCREASING DEVOLUTION
— driving extra provision locally

Planning Framework

5.10 In July 2004, the Department of Health published the new
p|;,u'| ning framework, Nartoral Standands, Local Aecion: Health aned
Social Carve Standards and Planning Framework 2005/06 —
2007108, This new planning framework sets our the national
targers for the NHS and social care that will apply from April
2005, and these are closely based on the PSA targets attached to
the 2004 Spending Review. It also set out the architecture of the
new planning and performance system. Its main features are:

® ;5 shift to a system in which standards of quality and care will be
the key national driver for improvements;

® 3 reduced set of national targets to accelerate progress in a
focused set of priority areas;

#® pmore headroom for local communities to address local prinri:icﬁ:

* financial and pl:rfmrn:uh.‘c assessment incentives :]{E:Imd o
support improvements in the system; and,

® Jocal organisations taking a greater lead in service modernisation.

5.11 The planning system is based on a three-year local delivery
plan (LDP), which covers NHS and joint NHS/Social Care
priorities. For 2005-06 1o 2007-08 this focuses only on the few key
priorities set out in the planning framework.

Revenue Allocations to Primary Care Trusts

5.12 In December 2002, revenue allocations for 2003-04 to
2005-06 for Primary Care Trusis (PCTs) were announced.
Revenue allocations for 2006-07 and 2007-08 for PCTs were
announced in February 2005,



v

5.13 The revenue allocations to PCTs are based on a weighted
capitation formula.

5.14 For the 2006-07 and 2007-08 revenue allocations to
PCT5, the pace of change palicy has been speeded up, which results
in no PCT being 3.5 per cent below their fair share of available
resources by 2007-08.

NHS Foundation Trusts

5.15 MHS Foundarion Trusts were set up under the powers in the
Health and Social Care (Commsnivy Health and Standards) Acy
20034, There are now 31 NHS Foundation Trusts in operation
and further waves will follow. By 2008, all NHS Trusts will bein
a position to apply to become NHS Foundation Truses,

5.16 NHS Foundation Trusts are independent public
benefit corporations, modelled on cooperative and murual
traditions. They symbolise the Governments commitment o
community-based public services whilst remaining firmly within
the NHS. NHS Foundanon Truses are not for pn:lﬁl {:rg.mi:i:lliu-lu
that provide MHS services o NHS patients according to NHS
principles and standards. They are governed by a Board of
Governors comprising of people elected from and by members of
the public, patients and staff. Local stakeholders such as PCTS are
I'EF].TEEI!'[E‘d [0

5.17 NHS Foundation Trusts have greater freedoms and
Hexibilities in the way they run their aflairs, allowing them w
tailor their services to the needs of their local communities, and
to promore innovation and enterprise. Greater freedoms are
I}EER“E-I:{' b’J' Pl'ﬂpl‘.:r Sﬂ.rﬂgllﬂldﬁ- dl:.‘ii!;l“.‘d. 0 ensure t]'l.;l.[ NIIS-
Foundation Trusts treat NHS patients according 1o NHS
principles and standards.

5.18 Monitor (the statutory name of which is the Independent
Regularor of NHS Foundation Trusts) authorises NHS Trusts to
operate as NHS Foundation Trusts through a terms of
authorisation ( licence’ to operate). Monitor holds responsibility
for ensuring compliance with the terms of authorisation conditions
and stautory obligations. Independent Regulation is also coupled
with freedom from Whirehall interference where NHS Foundation
Trusts are freed from central control, norbly the Secretary of State
for Health does not have the power to direct NHS Foundation
Truses. Instead, accountability for NHS Foundarion Trusts is o
local people, PCTs, Monitor and Parliament.

5.19 NHS Foundation Trusts have freedom to retain any
ﬂpf.lati:l'l.g mrplum ﬂﬂd L ACCCSS A “'idl."]' fﬂl]g’: U‘f ﬂ]}[i‘}ns fﬂr
capital ﬁmdin.g to invest in delivery of new services. They are ahle
to respond much more quickly to the needs of their parients. We
are already seeing the benefits. Examples include:

@ Countess of Chester - developing a new emergency centre,
which will house the traditional A%E service, medical
and surgical assessment facilities, and some diagnostic

SUppOrt services;

T T

® Homerton - accelerated building of a new perinatal centre
up to two years ahead of schedule (antenaral, delivery suire,
neonatal intensive and special care unit);

® Moorhelds - increase of ar least £6 million in its capital
spend, including a £2 million extension to a community
outreach centre and £1 million on a new and replacement
cquipment for clinics and theatres;

® Pererborough — £2 million of extra capital spend on
essential equipment upgrades and replacements as well as
installation of automatic doors in patient areas and

improvement of ward flooring;

L Stnclqmrt - invns:ing 1 new opu;rn:iug theatres and a new
cardiology and surgical unit.

5.20 In 2003, the Secretary of State commissioned the Healthcare
Commission o undertake a review into the |.H.1]i+.".' o consider
the challenges and experiences of first wave MHS Foundation
Trusts. The ourcome of the review is duc o be published in
summer 2005,

Pay Modernisation in the NHS

Agenda for Change

5.21 On 23 November 2004, negotiators from the UK Health
Depariments, NHS employers and stalf organisations successfully
reached agreement on a new pay system for the NHS covering all
staff except for very senior managers and staff within the remit of
the Doctors’ and Dentists' review body. The agreement reached
followed a review of the evidence from the vwelve Early
Implementer sites. National roll-out began on 1 December
2004, with an effective date of 1 October 2004 for most terms and
conditions. It is due to be completed by Seprember 2005.

5.22 The benefits of Agenda for Change for the NHS are:

® an NHS Job Evaluation Scheme thar allocates staff to new pay
bands by measuring the skills, knowledge. effort and
responsibilities they require in post. This ensures fair pay
consistent with the principle of equal pay for work of equal
value and provides incentives for staff to take on additional
duries and responsibilities;

® clearer opportunitics for staff to develop inro new roles,
through effective use of the NHS Knowledge and Skills
Framework;

® freedom for NHS organisations wo design jobs thar offer
greater responsiveness to the needs of the patients, improving
the quality of patient care; and,

® harmenisation of terms and conditions of employment will

result in better team working.

New contracts for hospital doctors

5.23 The new consultant contract has been introduced across the
NHS. Ar 29 Ocrober 2004, 76.9 per cent of consultants had
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signed up to the new contract and all new consultant
appointments are now on the new contract. The contract
provides a framework for planning and dmerabling consultant time
and for aligning individual objectives with local service priorities
and partient needs. It includes new rules governing the relationship
between NHS work and private pracrice. Detailed gu idance ?_I.E'Id
a wolkit to assist Trusts and consultants with job planning was
published by the Consultant Contract Implementation Team in
January 2005,

5.24 In December 2004, Ministers asked the NHS Employers
Organisarion (o enter into negotiations with the BMA on a new
contract for staff grade and associate specialise doctors, with a view
to implementation from April 2006.

5.25 Ministers also a:;r;r:pn:d recommendations from the NHS
Confederation thar = commissioners should make better use of
existing contractual mechanisms o remunerate GPs who provide
services in community hospitals, and that these are matters for

|owcal ||-:g|nirt|:'mn.

New Contracts for GPs

5.26 The new primary medical care contracting arrangements
came in to effect on 1 April 2004, They have provided PCTs with
Hexibilitics to contract for primary medical care services in a way
that better meets local circnmstances. The contracts are delivering
improved quality and access 1o a wider range of services for patients
as well as mckling shortfalls in service provision. Practices also have
new opportunities and freedoms o develop innovative and
improved ways of providing services and we are now seeing new
providers enter the marker which will inerease local capaciey.

5.27 The contracts are backed by massive new investment with
cxpenditure in England on primary care being planned o rise from
£5 billion in 2002-03 o over £6.8 billion by 2005-06, an increase
of 36 per cent. This level of investment is being delivered by a gross
investment guarantee mechanism. This means PCTs have the
necessary funding to enable them to commission services thae will
improve primary care provision for patients locally. Increases in
investment in primary care will continue beyond 2005-06 and
through review of the contracting arrangements ensure that
access, quality and the range of services for patients will continue

Lo improve,

PATIENT CHOICE AT THE HEART
OF REFORM

— redesigning NHS services around the needs
of the patients

5.28 Choice is at the hearr of the Government's programme of
reform for the NHS.

5.29 Extending choice responds to the publics demand for more
choice and control over their healthcare and services and will
improve the patient experience by enabling people to choose those
services which best meet their individual needs and preferences.
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5.30 Wich 'Payment by Results’ — the new financial framework,
patient choice also provides new and powerful incentives for
providers o improve performance, leading 1o better local services
for all across the whole country.

5.31 The NHS Improvement Plan 2004 sets out our vision for
a health service where choice and responsiveness 1o individual
needs are a reality For all, not juse the more affluent or the betrer
informed. Our aim is to develop a health service which responds
o 21st century public expectations by offering:

#® flexible access to services shqpm:l around individuals’ needs

and preferences, rather than an expectation that people will fit

the system;

® grearer choice and shared decision-making berween patient and

li.'lil'lili.'.li Team over treatment a.lld Gares :Illl'J.

#® better access to the information and support thar people need
1o exercise choice.

5.32 The national choice consultation in 2003 developed our
priorities in this area which were presented in Building on the Best:
Choice Responsiveness and Eguity in the NHS®" published on
9 December 2003,

5.33 Building on the Bese set our ways that people could be offered
more choice across the spectrum of healtheare, Over the last year,
we have been jncrﬂnﬁing mpacir}r o prmri.dc pmpl-r_' with more |
choice over when. where and how they are treared and increasingly
over what treatment they receive, For example, there are now 64
NHS Walk-in Ceneres with 2 further 25 sites in the development
stages, seven NHS GP led Walk-in Centres within a few minutes
walk of mainline stations in London, Leeds and Manchester; and
Newcastle will be coming on stream this year and a new
community pharmacy contracrual framework has been agreed thar
will give people casier access 1o medicines. Reforms to the
regularory system will also enable easier access to more pharmacics
where people live, work, shop and travel.

Choice of Hospital

5.34 The NHS Improvement Plan set out our commitment to
give patients needing planned hospital care the opporunity to
choose their hospital for treatment and to book their hospital
appointment.

5.35 Considerable progress has already been made and, where we
have already introduced choice of hospiral, we know it is proving
popular with patients. Pilots offering patients, who would
otherwise wait six months for surgery, the choice of an alternarive
provider for faster treatment had high take up rates: 67 per cent
of patients participating in the London Patient Choice Project and
50 per cent of those involved in the Patient Choice Initiative in
Coronary Heart Disease. Since choice at six months has been rolled
out across the NHS from April last year, some 30,000 patients have
already accepted a choice offer.

5.36 From December 2005, all digible patients referred for
elective care will be offered the choice of four or five providers ac -



the point of referral for treatment by their G and the opportunicy
to book their hospital appointment for a date and time char suits
them. These choices may include NHS Teusts, NHS Foundation
Trusts, NHS and |ndcp-r:m|mr Sector Trearment Centres and
independent sector hospitals. Choice ar referral will mean char
some 10 million patients a year will be able to choose the hospiral
for their treatment which best meets their individual needs
and preferences.

5.37 The new service, ‘Choose and Book™ will enable patients 1o
choose their hospital and book their appointments eleceronically
either from the GIs surgery or later from home or work by
contacting a call centre (a Booking Management Service or BMS).
They will also be able to make or change appointments by email
and eventually via digital television.

5.38 We know thar patients will need easy access 1o high
quality information to help them make informed choices.
Narionally, we are enhancing the website www.nhs.uk to provide
comparative information on waiting times, location and access and
hospit:ll p:rﬁurmancﬂ:. PCTs will also provide further local
information to support patient cheice.

5.39 GPs, other practice staff, patient care advisors and voluntary
sector providers will support patients in making their choices. To
ensure that everyone can exercise genuine informed choices, PCTs
will be providing targeted packages of support to patients and
communities the NHS has traditionally found harder 1o reach.

5.40 From 2008, we will be extending this choice further so that
patients will have the right to choose from any health care provider
which meers the Healtheare Commission’s standards and which
can provide the care within the price that the NHS will pay. We
will ilso be developing further information on clinical quality and
patient experience facrors to support choice and 1o meer parient
and GP expectations.

Choice for CHD patients

5.41 CHD Choice began in July 2002 when any patient waiting
over six months for a heart bypass, angioplasty or heart valve
operation was offered the choice of trearment ar an alternative
hospital 1o that at which they had been waiting. Most of the
patients that took up the choice of treatment elsewhere did so for
heart bypass surgery: Abour 50 per cent of those patients offered
a choice went for treatment at an alternative hospital.

5.42 From April 2005, patients referred for heart bypass and
coronary angioplasty operations will be offered a choice of two
?mpiinls for that trearment, at the tme thar [hr:].r are reberred For
treatment. By December 2005, this will extend 1o a choice of four
or five hospitals

Cataracts and chronic eye conditions

543 We have made grear progress in cataracts, We have
dramatically reduced waiting times, introduced choice at referral
and launched a new care pathway to provide faster access and a

better patient ExXperience:

® maximum waiting times for cataraces have been reduced from

6 months in March 2004 to a new maximum of 3 months in
January 2005;

0 new care |r.:|!|'|w.l_',' for cataracts was linnched in April 2004 and
this is increasingly being adopted by the NHS following the

reduction in waiting times;

® the new care pathway streamlines cataract services by allowing
optometrists to refer patients directly to hospital. This means
fewer appointments for the patient and more effective use of
skills in primary and secondary care; and,

® from January 2005 patients have been offered a choice of at lease
two providers when they need a referral for cataract surgery. This

will increase 1o a choice of 4 or 5 providers by December 2005,
5.44 We are also investing in chronic eye conditions:

LIS ]ﬂllﬂcl'l{!d new carc I.'II'I.El'I.“'{I}".'i- 'ﬁ!’ Eli’lll:l..'ﬂll'l.:l. Ape l‘l:'[:]li.'\ll.l.
macular degeneration and low vision in April 2004 (rogether

with cararact);

® these new pathways are now being piloted in eight locarions

across the country; and,

® learning from the pilois will be shared with the NHS on a
rolling basis o improve services for all eye care patients.

Better Information, Better Choices,
Better Health

5.45 Access to good quality information is fundamental w
making informed choices abour personal healih and healchcare,
The need to improve the information available to people was one
of the loudest messages from the national choice consulation and
confirmed again through the Choesing Health?** consultation on
public health. To address this, a new, three-year strategy was
launched in December 2004. Better Information, Better Choices,
Retrer Health™™ strategy is a programme of action, at both national
and local level, designed to improve equitable access vo the quality
information people need and want to exercise choices about their

personal health and healthcare,

5.46 The strategy places an emphasis on enhancing the
relationship berween healthcare professionals and patients through
opening up dialogues within consultations and supporting the
move towards shared decision-making. It also sets our ro build
further national resources and make access o information easier

and more equitable.

INCREASING PLURALITY OF
PROVISION

— patients need a range of different services to
exercise choice

Treatment Centres

5.47 Treament Centres provide safe, fast, pre-booked surgery and
diagnostic tests for patients, by separating scheduled treatment
from emergency pressures, in some of the specialties with the
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highest waiting times (in orthopaedics and ophthalmology, for
example). They are at the heart of the drive to modernise the NHS.

5.48 The core objectives of the Treatment Centre programme

e B0

® improve access to acute elective care (by contributing an
additional 250,000 patients to Treatment Centres and delivering
the activity growth needed to achieve maximum six-month waits
|1'_r 2005). This builds on the NHS Plan aim of 20 Treatment
Ceneres open (of which, 8 would be fully operational) by 2004
treating approximately 200,000 patients a year when all are fully
operational; and,

® spearhead diversity in NHS clinical services by allowing
companies from the '::quwmh:r-n secton to mun some Treanment
Cenires. Independent secror run Trearment Centres provide the
NHS with extra capacity, quickly and urilise the ralents of some
of the world’s leading independent healtheare companies to

deliver high qualivy care for NHS patients.

549 32 NHS Treatment Centres are currently open, of which 23
arc fully operational, and a further 14 are in development which
are expected 1o be open by December 2005, Over 122,000
patients have been treared in NHS Treatment Centres since the
programme was launched in April 2002, 86,000 of whom were
treated in the last calendar year, January 1o December 2004.

5.50 The Independent Sector Treatment Centre (ISTC)
programme has closed 10 of 17 contracis to date. Two schemes
(Daventry and the Ophthalmic Chain) are fully operational, with
interim service also being supplied in Trent, Bradford and
Plymouth. In January 2003, the Secretary of State announced that
10,000 parients had been treated in the mobile cataract units. 34
ISTCs will ultimately be deployed in Wave 1 of this procurement.

Use of spare capacity in the
UK independent sector

5.51 Building on the Concordat agreed with the private and
voluntary healthcare secror in October 2000, the Department is
also continuing to encourage the NHS to make use of spare
capacity in the existing UK independent sector in a more
planned and co-ordinated way.

5.52 In December 2003, the Department launched an additional
procurement o use cxisting independent sector capacity to treat
approximately 25,000 extra patients during 2004-05, largely in
orthopacdics. The first-year contracts were awarded in May 2004
(Nuffield Hospitals and Capio Healthcare) and have been
providing additional capacity throughout England.

5.53 A procurement of diagnostic services, MBI scans, also took
place in 2004. A five-year contract was awarded to Alliance
Medical for the delivery of over 120,000 additional MRI scans
annueally. This represents a 15 per cent increase in scanning capacity
and was achieved at less than half the equivalent NHS cost.

Overseas treatment

5.54 Owerseas treatment offers a means of adding to the physical
and human resource capacity of the NHS, by contributing o the
reduction of waiting times.

5.55 DI.I.Ti]'I.E 2004, treatment has continued in Bq:ig'mm :!'Ln:ruﬂl
the London Patient Choice Project.

5.56 By March 2005, nearly 890 patients have been treated in
total in the European Economic Area (EEA), the majority for
orthopaedic conditions, particularly major joint replacements. A
small number of patients have also been treared for cataracts during
the pilor projects.

5.57 Since December 2004, the NHS overseas commissioners,
based at Guys and St Thomass Hospial are commissioning
overseas treatment. Guidance for primary care and acute trusts
considering the referral of their NHS partients abroad is available
on the Department’s website.

5.58 Independentdy of this initiative, approximately 1,000
patients were authorised last year to receive specific treatment in
other EEA stares and Switzerland under the longstanding E112
referral arrangements. This is the mechanism which entitles
patienis to seek treatment in other member states at NHS expense,
subject to whatever contributions are required under the
national law of the country in which the treatment is lming
provided and after receiving prior authorisation from the
Department of Health.

CONFIDENCE IN HEALTH SERVICE
DELIVERY

NHS performance ‘star’ ratings

5.59 The performance ratings system awards three stars to the
highest performing trust, down o zero stars for the worst
performing, The rating awarded is based on the trust’s performance
against a number of key targets and a wider ser of balanced
scorecard performance indicators.

5.60 The Department of Health published the ratings for
2000-01 and 2001-02, while the indr:p«t:m:l::n: Commission for
Health Improvement published the 2002-03 set. The independent
health regularor, the Healthcare Commission, which replaced the
Commission for Health Improvement, published the 2003-04 set
in July 2004. A total of 590 star ratings were awarded to NHS
trusts for their performance in 2003-04. Trusts thar provided
services o more than one sector were given more than one rating.
For example, a Primary Care Trust (PCT), which also provided
mental health services, was awarded a star rating for its PCT
services and another for its mental health services.

561 The overall results were as follows:

146 ok
288 o
121 *

35 0

-

ot =



5.62 For NHS Acute and Specialist Trusts, the resulis were
as follows:

76 o e
58 ok
29 *

10 0

5.63 For Primary € ‘are Truss, the resulis were as follows:

45 o
181 o
63 *

14 0

5.64 For Ambulance Trusts, the results were as follows:

10 * k%

11 o

G *

4 0

5.65 For Mental Health Trusts, the results were as follows:

15 o e

38 Kk

23 *

7 0

5.66 Owverall 51 Acute and Specialise Trusts received an improved
perﬁ:umanm: rating, 79 were unr.'l'langﬂ.l and 41 received a lower
rating. Further details of the ratings published in July 2004
can be viewed at the Healthcare Commission websire:
www.healthcarecommission.org.uk

5.67 The Healthcare Commission is the independent regulator
of NHS Ferfurmnncc and prm.illcﬂ] the ratings. The Government
is H.‘SFHJI‘IﬁiI}]I: for 5e:uiug healeh service primi[ir_':i., which in turm
determine the indicarors selected by the Healthcare Commission.
Other indicators were selecred by the Healtheare Commission with
advice from the Department of Health to reflect a wide range of
performance issues,

2004-05 Performance ratings indicators

5.68 In March 2004, the Healchcare Commuission [!uhiishﬁl the
key targets which will be used to measure trust performance in
2004-05, The balanced scorecard indicators were published in
December 2004. These indicarors are available ar the Healtheare
Commission website: www.healthcarecommission.org.uk The
Healtheare Commission will publish the 2004-05 ratings results
this summer.

Future assessment system

5.69 The current star rating system will change from 2005-06.
On February 2005, the Healthcare Commission completed a

three-month consulation on a new system for checking the health
of NH5 organisations. The new system will measure performance
against the new healthcare standards set by the Dieparement of
Health, This includes domains on safct].r. clinical and cost
effecriveness, EOVETTANCeE, patient focus, accessible and TESPONEIVG
care, care environment and amenities, and E!lllhlil.' health. The
Healtheare Commission will also measure againse use of resources,
national targess, some developmental standards, and also take into
account the views of other ﬁ.—guimuﬁ..

NHS Franchising and Register of Expertise

5.70 NHS franchising is a way of introducing new senior
management to poorly performing NHS organisations as a
means of improving performance.

5.71 The most likely trigger for franchising — relevant in all
instances of franchising te dare - is a poor outcome from the

annual performance ‘star’ ratings.

5.72 Franchising has only ever been considered and implemented
in zero star trusts who were unable to demonstrare their capacicy
under cxisting management for sustainable improvements in
E'.lu:r};::lrm:m-;-:. It has been a lase resorr for trusts where less direct
forms of assistance, SUpporL and/or intervention have already failed

or are considered unlikely to succeed.

5.73% Six rrusts were franchised I'u]|uwir:g, the 2001 star r:tlings.

and one trust was franchised following the 2002 star ratings.

5.74 Stratepic Health Authorities (SHAs) as the local headquarters
of the MHS are responsible for the performance management and
improvement of their local NHS organisations. It is for SHAs to
decide whether a Trust/PCT needs SUpport to improve and to
agree with that organisation whar form of support is appropriate.

5.75 The Department of Health has not received any
recommendations from SHAs to franchise the management of a

erust or PCT following the 2003 and 2004 star ratings.

Legal Powers

5.76 The legal powers that enable the Department 1o require
individual trusts to change their senior management are contained
within Section 13 of the Health and Social Care Act 2001, This
states thar the Secretary of State may make an intervention order
il he is nox sarisfied thar an MHS body is performing one or more
of its functions adequarely or at all, or that there are signihcant
failings in the way that the body is being run, The intervention
order would specify the extent w which changes w senior
management would have 1o be made. which would then be
brought about through the franchising process.

5.77 However, in all instances of franchising to dare, an
intervention order has not been necessary as the relevanr senior
management posts were already vacant at the start of the process.
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5

Patient Prospectus
— your guide to local health services

5.78 The concept of local NHS organisations producing Your
Grriide 1o Local Health Services™® {urigin:”y called Patient
Prospectus) was first outlined in the NHS Plan, as pare of the
Government’s drive to strengthen local accountability, provide
beteer information for local people abour their local NHS and o
place patient views at the centre of service improvement.

5.79 Every Primary Care Trust (PCT) annually publishes Your
Guiide to Local Health Services to demonstrate that the NHS is
acting on information gained from patients and reporting back to
the public abour the performance of the healthcare providers in

their anea.

5.80 It conmins information abour health services across
indrvidual PCTs, r.mging from how to acoess |1rimr|ry Ciire to a
hospital’s star ratings. Improving the qualiey of informaton to
patients helps them make the nght decisions and choice about their
QW Care.

The Healthcare Commission

5.81 The Healthcare Commission was created under the Health
and Secial Care (Compmnity Health and Standards) Aee 2003. It has
a range of functions and wok over some responsibilities from other
commissions. The Healthcare Commission:

® has raken over the work of the Commission for Healch

Il'l'lpnzl\'::mv:'nl. which ceased to exist on 31 March 2004:

® has taken over the private and voluntary healthcare functions of
the Manonal Care Standards Commission, which also ceased 1o
exist on 31 March 2004; and,

® has picked up clements of the Audit Commission’s work which
relate to efficiency, effectiveness and economy in healtheare.

5.82 In June 2004, the Healthcare Commission published an
agreement berween the main healtheare, INSpection, review and
audic bodies in England (including the Audit Commission, the
Healch and 5«'1“.'!?‘ Executive, and the Mental Health Actc
Commission) aimed ar reducing the burden of inspection on
frontline healthcare staff. This Concordar commits each
organisation to a set of principles which aim to support
improvement in health services while minimising disruprion and
duplication, ensure that information is shared appropriately
and encourage joint inspections. Alongside the Concordar, the
Commission published a Straregy for Delivery, which set our a
series of initiatives and early progress in co-ordinating inspection
in healch services.

5.83 In Movember 2004, the Commission Pllbliﬁhﬂ[ Assecoment
for Improvement — Our Approach”™™, a consultation decument
setting out proposals for a new approach to asscssing the
performance of organisations that provide healthcare in the NHS
and independent sector in England. Central to the proposed new
approach is the aim of making assessment less of a burden for those
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being inspected. Nearly 70,000 copies of the consultation
document have been distributed. The consultation peried ended
on 21 February,

Complaints
5.84 Since the end of July 2004, the Commission has also had a

rale in the NHS complaints system. Complaints not resolved ar
local level are referred to the Commission for independent
review. The Commission estimates it will receive over 7,000
referrals in the first vear.

Funding

5.85 In 2004-05, the Healthcare Commission received a grant
in aid of £71.5 million. It also derives income from the
registration and inspection fees it charges private and voluntary
healthcare providers. Fee income in 2004-05 is expected o be over
£4 million. Increased fees for 2005-06 were announced in
February 2005; the Commission expects to receive about double
its 2004-05 income from this source.

The Commission for Social Care
Inspection (C5CI)

5.86 The Commission for Social Care Inspection became
operational on 1 April 2004, when it replaced the Natonal Care
Standards Commission. Its aim is to improve the quality and
consistency of care provided to people who use social care
services. It supports whole systems working focussed on user needs,
ensuring thart service providers deliver services of an appropriate
standard whether in the statutory or the independent secror.
It promotes continuous improvement and high performance in
social care organisations, providing an authoritative source of
information on whar service users should be able to expecr.

5.87 The Commission:

® assesses the performance and qualicy of local councils in
cnsuring the delivery of social services by drawing together
relevant quanritative and qualitartive informarion, ensuring the
evidence used is timely and accurare;

® assesses how far local councils achieve effective outcomes for the
people who use social care services, including how effectively
they deploy their resources to achieve best value;

® publishes performance ratings of local councils and other
information on performance for the public, including
judgements on prospects for improved performance;

® inspect and assess commissioners and providers of service taking
account of national minimum standards and policy guidance set
by central Government, including assessment of the
appropriateness, responsiveness, equity, efficiency and
effectiveness of provision and the outcomes achieved for users;

® keeps registers of social care providers, makes information
available to the public abour these services, and encourages
improvements in the quality of registered services, offering
guidance and advice to providers;

i ol s



# collaborares with other relevant Inspectorates 1o co-ordinate
inspections proportionate to risk and relative performance and
to ensure joint approaches to integrated services;

® advises Ministers and policy-makers on the impacr of policies
in local :lc!m:r].r, On appropriae miethods for assessment of
performance, and on appropriate intervention where councils
are failing o provide adequare services; and,

® takes appropriate enforcement action where service providers do
not meet minimum standards,

5.88 The Commission operates in an open and transparent way.
It seeks to invelve the people who use social care services in its
acrivities. It publishes an annual report™™ o the Deparmment of
Health and Parliament on the way in which it discharges its
funcrons and on its ﬁndings on the provision of social care.

5.89 It works dosely with other bodies involved in quality. Those
bodies include the Commission for Healthcare Audic and
Inspection, the Audit Commission and other Inspectorates
eoncerned with local service delivery, the Modernisation Agency,
the Matianal Tnstitute for Clinical Excellence, the General Social
Care Council and the Social Care Institute for Excellence.

5.90 It aces with integrity, providing independent, robust,
knowledge-based assessments of the quality and performance
of social care bodies, as well as independent and impartial
advice to Governmen.

PAYMENT BY RESULTS

- providing a fair, transparent and rules-based
system for paying for care to NHS patients

5.91 The introduction of Payment by Results (PbR) began in
earnest on 1 April 2004 when the first NHS Foundation Truses
became early adopters of the new way in which money will How
around the NHS. For all other NHS trusts, 2004-05 was largely
a year of preparation with limited use of the tariff.

5.92 During the year, work continued to refine the tariff, aking
into account the results of the consultation exercise Payment by
Resules: Preparing for 2005, The revised anff ', applicable in
2005-006, was puhliﬁlu:d in Ocrober 2005 and introduced a
number of adjustments, for example, specialist services op-ups and
long stay adjustments, which will ensure that providers receive
adequate funding pending the release of the revised Healtheare
Resource Groups (HRGs) which is due in 2008-09,

5.93 By the end of 2004, the NHS had participared in a large
scale exercise to establish the difference between the national and
local price of the activity which would fall within the scope of PbR
in 2005-0i.

5.94 In the light of this exercise, the decision was announced, on
10 January 2003, o restrict the scope of PhR for NHS trusts 1o
‘elecrive activity only in 2005-06. NHS Foundation Trusts,
including those licensed during the year, will however be able o
continue with the full scheme, In addition, a number of Smm:g.ic:

Health Authorities will operate full scope PbR in their entire local
health economies.

5.95 The overall timetable for implementation remains
unchanged however with all truses beginning to use the full scope
of PbR from 1 April 2006 and around 90 per cent of all hospital
activiry due 1o be brought within the scheme by 2008-09.

NHS BANK

5.96 The MHS bank was ser up in 2003-04 as a mutual
organisation of the 28 H:r.m:gic Health Authorities (SHAs) with
the purpase of supperting NHS organisations in maximising the
use of resources across the NHS and across years.

5.97 s main functions include:

® administration of the special assistance budger providing
support 1o NHS organisations via SHAs in order 1o support the

management of transitional issues;

# responsibility for managing brokerage acrass the public capital
programme, working with SHAs to manage the profile of capital
expendinire across the MHS and 2cross years, 1o ensure that the
NHS as 2 whole makes optimum use of total resources on an

annual hasis:
® coordinate cash brokerage across SHAs;

® assisting in the management of the impairments/aceelerated
depreciation central budget and any other central budgers icis
requested 1o manage. For 2004-05 this includes advising on the
diseribution of the nGMS Quality and Ourcomes Framework
({lnl;h achievement allocation; and,

# conclude with the Depariment the review of cash managemen

and liquidity and cash rebasing exercise.

5.98 It should be noted thar the csablishment of the NHS Bank
as a murual organisation does not dilute or change the overall
responsibilitics or accountabilities of SHAs o the Permanent
Secretary and Chiel Executive of the Deparement of Health.

PUBLIC HEALTH WHITE PAPER

- Choosing health: Making healthier
choices easier

5.99 The MHS improvement plan set out the Government's
vision for the NHS for the next five years. Imporsantdy, it
emphasised how the NHS will become not just a sickness
service but a service that p!u.u;cs. health and wellbeing at its core.
Choosing health™ " aims to make the same systematic improvement
in prevention, and makes the promotion of physical and mental
wellbeing, and the prevention of illncss, priories for the NHS in
the 21st century.

5.100  Chaosing health marks a step change in the action across
government and throughout society 1w tackle the causes of ill
health and reduce inequalities. NHS mainstream expenditure will
be supplemented by ar least £1 billion to develop new public
health services over the next three years.
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Core principles
5.101

il'l:lltg\}"!

Three core principles underpin the new public health

® informed choice: Government providing support through
credible informarion o allow pi:up]c to make their own

decision abour choices thar impact on their health;

L) Prrmn.alim.tinn: sui:rFmrting pcup]l: to make hcalt]'t_',' choices,
especially for deprived groups and communities; and,
L] wurlcing tngct]lcr: tim:ugh effective p-nrl!l:n:rships ACTO5E

communities.

Overarching Priorities
5.102 The strategy has six main priorities:

l. rackling health inequalivies;

2, reducing the numbers of people who smoke;

3. rackling obesity;

4. improving sexual health;

5. improving mental health and wellbeing; and,

6. reducing harm and encouraging sensible drinking.
5.103  In addition, ‘action will be taken across government to:
® help children and young ]J-u:-up!:_' o lead healthy lives; and,

® promote a healthy and active life amongst older peaple.

5.104
SUppOITing strategies:

Dcliw:ring these priorities will d:p:m:*] on four

® promoting personal health;
® developing the worklorce;
® building in research and development; and.

® using information and intelligence.

1. Reducing the numbers of people
who smoke

Smoking is a major cause of ill-health and health inequalities.
The best way people who smoke can reduce the increased risk of
heart disease, stroke, cancer and many other fatal diseases, s to give
up smoking.

In 2004, the Department agreed a new Public Service Agreement
(PSA) rarget with the Treasury specifically on smoking to:

Reduce adult smoking rates to 21 per cent or less by 2010,
with a reduction in prevalence among rourine and manual
groups to 26 per cent or less,

This rarger is significantly more demanding than the adule
prevalence trget in Swoking Kills*' of 24 per cent overall
adule smoking and extends the inequalities targer from the
NHEY Cancer Plan™'.

Choosing health promises further action and builds on the
Government's six-strand tobacco control sirategy. Each strand has
a measurable impact on reducing smoking prevalence.

We will sep:

® the NHS improving the way it helps people to stop smoking and
stay stopped;

® boosted national media and education campaigns with partners,
building on the highly effective recent anti-smoking advertising;

® smoke-free environments becoming the norm both at work and
at leisure;

® proposals to put hard-hitting picture warnings on cigarette
packets;

® further restrictions on tobacco advertising;
® tough action on shops thar sell cigarettes to children; and,

® further reductions in tobaceo smuggling.

2. Reducing obesity

Obesity, both in children and adults, is increasing and poses a real
threat to health which can lead o a number of preventable illnesses
such as diabetes, heart discases and cancer later on in life. As part
of the Choosing Health consultation, we published a separate
consultation document f:ll'mmfug Healthi fjma.ffng a Herter
Diier™'™, The White Paper sets our a range of measures o tackle
the obesity epidemic and support people in living healthier lives
by helping them make healthier choices on what they and their
children ear. Effective action on diet, nutrition and exercise (see
secrion below on illcr-r::sing exercise) will |1|:||1 ckle a range of
factors critical to health.

Mext steps include:

® 3 new Cross-government campaign to raise awareness of the
health risks of obesity and the steps thar people can take through
dier and physical activity to prevent obesity;

® press in Europe for clear and straightforward mandatory
information on pm.lwgul food, so that pm]ﬂn: can mily see what
they are buying and whar they are eating;

# Department of Health and the Food Sandards Agency will werk
with the food industry to increase the availability of healthier
food, sensible portions and targered reductions in far, sale and
sugar, and im;n::lﬁing access to fruir and vcg:mhlr:.s;

® introducing interim and long term argets and indicators for
n:r]uciug sugar and far levels in different categories of foods, and
introducing compliance through surveys and develop guidance
on portion sizes to reduce energy, far and salt intake;

® the Government will work with the food industry w develop by
early 2006 a clear straightforward coding system thar is in
common use and that will enable people 10 understand ar a
glance which foods can make a positive contribution to a healthy

diet and which recommended 1o be eaten only in moderation
or sparingly;

P S
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& implementation of Choosing a Better Dier: @ Food and Health
Action Plan, which will set out action across government, the
food industry and others to improve diet and nurrition. This will
be backed up by wider action in the forthcoming FSA Strategic
Plan. The action plan will also contribute to the Government’s
strategy for Sustainable Farming and Food;

® 2 comprehensive strategy for action to restrict all forms of
advertising and promotion to children of foods and drinks high
in far, sugar and salt. The Office of Communications will initiare
a consultation process on the advertising o children on TV. On
non-broadcast media, we will ser up a new indusery food and
drink adverrising and promotion forum to review, supplement,
strengthen and bring together existing provisions;

# the new Healthy Start Scheme will provide pregnant women and
young children in low income families with vouchers that can
be exchanged for fresh fruit and vegerables as well as fresh milk
and infant formula. The scheme will be supported by an
education and training campaign for healtheare professionals so
they can offer high quality advice on diet and nutrition and
other health issues;

# half of all schools will be healthy schools by 2006, with the resc
working towards healthy school starus by 2009;

® publication in early 2005, of a Food in Schools package, 1o
support implementation of the whole-school approach 1o
healthy eating;

L impn;m:mcms in the nutntional standards of school meals;

® all four to six year old children in Local Education Authority
maimnrained infane primary and spcq;ial schools are now E‘!igihlt‘
to receive a free piece of fruit or vegetable every school day;

® nurrinonal standards for the BHS, Prison Service and Minis:ry
of Defence;

[ ] I;:j.r 2007, the Matonal Insotute of Clinical Effectiveness will
prepare definitive guidance on prevention, identification,
management and treatment of obesiey; and,

® produce a weight loss guide thar will ser our whart is known
about regimes fiar lucsing w-:igln and help people select the
approaches that are healthy and most likely to help them lose
weight and maintain a more healthy weight.

3. Increasing exercise

In April 2004, we published a report from the Chicf Medical
Officer, At least five a week™" that sets out evidence on the impace
of physical activity and its relationship to health. Strong evidence
confirms that there are many porential benefits from being active,
including a lower risk of coronary heart disease, stroke, type 2
diaberes and cerrain types of cancer. Regular physical acrivity can
have a beneficial effect on up to 20 chronic diseases or orders or

disorders and will have an important impact on tackling obesity
(see above section on reducing obesity).

As part of the Chaasing Health? consultation, we published a

separate consultation we published a separate consultation
document Cheesing Health? Choosing an Activigy™'®, which
focused upon exercise. The White Paper therefore places a
strong emphasis on increasing physical activity. The deails of
implementing the White Maper commitments and other physical
acrivity programmes were set out in Choosing Activiey: a physical
activity actfon plan, published in March 2004, Next steps include:

® improvements o parks and public places through the Safer and
fitmngl:r Communicies Fand:

# increased cycling through the development of new cycle lanes
and tracks, enabling more children w walk or cycle w school by

linking the National Cycle Merworks to school;

® by 20006, all mainwined schools will be in a schools sports
parenership, with a targer of at least 400 sports specialist schools

and academies with a sports focus;

® by 2010, building on existing programmes, all schools in
England to have active travel plans, helping more children o
walk or cycle safely to schoal;

# build on Local Exercise Action Pilors, investing over the mext
three years in inigatives [o promote IJ]]}"Fifﬂ] acriviry, suppmrcr]
by guidance to promote best practice for local authorities, PCTs
and voluntary bodies with regional Physical Activity
Coordinators to coosdinate delivery of activity interventions and
support planning for use of the Fund.

® build on the Susraimalle Travel Towns pilors o develop guidance
for local authorities, PCTs and others on whole-town approaches
1o shifting from cars to walking. cycling and public transport;

o work with key interests to develop best practice guidelines on
providing free swimming and other sport initiatives, for
publication in 2005;

® new initiatives to encourage the use af pedometers to promote
awareness of the benefits of physical activity among pupils in
school and in clinical pracrice;

# publish a guide for the local NHS and clubs to encourage and
foster links with football clubs on improving the health of their
local communities; and,

® cstablish pilots to develop the evidence base for effectiveness on
promoting health and wellbeing through the workplace,
including innovative approaches to active living.

4. Encouraging and supporting
sensible drinking

Choosing health identified alcohol as a priority, as its misuse is
associated with deaths from seroke, cancer, liver discase, injury and
suicide. Alcohol misuse has also placed a growing burden on the
NHS, particularly in AKE and can cause social harm through
domestic violence, violent crime and absenteeism. Choosing
health builds on the commitments in the Aleabol Harm Reducsion
Serategy for England™ ", which was published in March 2004.
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Next steps include:

® work with the Portman Group and other stakeholders ro develop
a new and strengthened information campaign to tackle the
pmhh:ms of bi nge dn r|.|r.'|1'|g,;

o working with industry to develop a voluntary social
r;.-spnnsihi]i:}' scheme for alcohol prudu:.‘r.:ls and’ retailers—to
protect young people;

® support to Ofcom 1o strengthen the rules of broadcase
advertising of alcohol, particularly to protect the under-18s;

e reviewing the Sensible Drinking Message, focusing on
dcw]nping a simpler format and one more relevant o the

puhliu}; 1,':!}"-[!3-1.{.1}' mpu:ri:.'ncf::.

® develop guidance and training 1o ensure all health professionals
are able to identify aleohol problems early:

® from May 2003, the Department will be piloring a programme
of targeted screening and brief interventions. The focus will be
on the appropriateness in different health care sertings. We will
also be looking ar similar programmes in the Criminal Justice
system; and,

® develop a programme for improvement for alcohol treatment
services, based on the findings of an audit for and provision of
.'I:ICI.'II'IG; [rcatmeng il'.l Engl:tml .'I.:I'Id "I'IL' Mﬂdt‘li DF f:an:

framework for alcohal treatment.

5. Improving sexual health

Chwoasing Health outlined new funding to tackle high rates of
Sexually Transmitted Infections (STIs) and improve sexual health
in England. This will support modernisation of the whole range
of MHS sexual health services, o communicare berter with people
about the risk, offer more accessible services to provide fster and
i'H:'['[l.'T pﬂ'\'ﬂ."l’lli.ﬂl'l ﬂ'l'l.l.'l ErCatmene, -"I.I'Id {'lf.'li.l"ﬁ!' thﬂ!ﬂ' x::n'i;;:s III'.I = |

different way.

Mexr sreps include:

® by March 2007, a national sereening programme for chlamydia
will cover all areas of England;

® by 2008 everyone :lm:nding a GUM dlinic should be able w

have an appointment within 48 hours;

® launching a new national campaign argeted particularly at those
at greatest risk of $T1s or unintended pregnancies;

® undertaking national reviews of both GUM services and
contraceprive service provision, backed up with investment 1o
modernise these services; and,

® suengthening local delivery through the inclusion of sexual
health in Primary Care Trust’s Local Du:]i'l."::r}" Plans, and the PSA
target to reduce ihe snder-18 conception rate by 50 per cent by
2010 as part of a broader siravegy to improve sexual health.

6. Improving mental health and wellbeing

Transforming the NHS from a sickness to a health service is not
just a matter of promoting physical health. Menral health is crucial

70

to pood physical health and making healthy choices.
Undcrs:a.nding how everyone in the NHS can promote mental
wellbeing is equally imporant. Chessing bealth set our thar a
coherent :lppmm;h to promoting mental health nesds o work at

three levels:

® sirengthening individuals: increasing emotional resilience
through acting to promote self-esteem, and develop life skills
such as communicating, negotiating, relationship and parenting:

® strengthening communities: increasing social support, indusion
and participation helps to protect mental wellbeing,. Tackling the
stigma and discrimination associated with mental health will be
eritical to promoting this increased participation: and,

#® reducing structural barriers to good mental health: increased

aceess to opportunities like employment thae protect mental
wellbeing,

Next steps include:

® extending new models of physical healtheare for people with
severe mental ill health in Spearhead PCTs;

® developing new approaches to helping people with meneal illnes
manage their own care and make available information for them
on all aspects of health, both mental and physical wellbeing;

® developing a programme to take forward the recommendarions
in Delivering Race Ifqn;,ﬂi:}': A Framework for Action, which
outlined a whole system approach to tackle inequalities
experienced by people from black and minority ethnic
communities in the mental health system of care;

® the Mational Institure for Mental Health in England will work
with the Disability Righs Commission to challenge
discrimination against people with mental health difficulties, and
enable more to gain access to employment;

# developing evidence-based guidelines on occupational health,
with measures 1o follow 1o ensure a consistent approach;

o working with the NHS Employers’ Organisation 1o help
ensure that employees are able to return o work as soon as
possible following injury or illness;

® developing with partners guidelines on the management of mild

to moderate mental ill health in the workplace to be published
in 2005; and,

# incorporating health inro the Investors in People UK standard.

7. Promoting personal health

Evidence based approaches to marketing (an independent review
will be undertaken in 2005) and communications campaigns and
telephone, interner and digital television services (Health Direct
to be launched in 2007) will provide people with information they
can understand and use o improve their health.

Accredited health trainers (starting in 2005 in the areas of
greatest needs, and from 2007 progressively across England) will
be trained 1o provide practical advice and support railored to



individual needs. They will help people to improve their physical
and mental health by developing Personal Health Guades,
defining the lifestyle changes people want to make. Health
trainers will also provide pracrical advice, support and maotivation
(for c:mmplr;. on diet, exercise and sm::llr.:ing:l. ht]p'mg o reduce
stress and its harmful effects on mental and physical health, linking
into other sources of help.

Mew funding will also be provided o enable every PCT, by 2007,
te run at least one local Skilled for Health programme each year,
a health literacy programme 1o help improve people’s
understanding on health issues. Voluntary codes and pledges from
industry and employers will help to create a commercial and work
enx'imnmn:l:t Whii.:ll mniu:s hf&hhitl ci'IUIIL'L'_'-F {'-;Lsi:':r ill'lll. r:{iul‘tﬁ-
stress. An independent national centre for media and healeh will
be ereared to hold regular expert briefings by the Chief Medical
Officer on a wide range of health related topics, and supporc an
independent regular forum with regional and narienal media o
discuss major health issues.

Developing the workforce

5.105
in local government and the wider community will develop the
skills and confidence to support people as a parr of their normal
duties in making positive lifestyle choices and will use information

All NHS professionals and, increasingly, those working

and intelligence to target this support where it is most needed.
Government will work closely with professional organisations and
employers to embed health improvement competencies in
training plans and job specifications and to draw people from
disadvantaged and under-represented groups into key roles. The
health trainer role will offer a new first entry point for Hexible
career pathways for public health practitioners,

Building in research and development

5106  The Department of Health will continue to develop the
evidence base for public health interventions and use it to
improve policy development and commissioning of services. A new
public health rescarch initiative will be established, together with
the advisory and consultation structures to support it. A public
health research consortium will bring together national policy
makers and researchers 1o focus effort on strengthening the
evidence base. In addition, a MNational Prevention Research
Initiative is being set up to encourage collaboration berween those
currently funding rescarch in the fields of cancer, coronary heart
disease and diaberes.

Using information and intelligence

5107 The d:vclupmi:nt of a c::mrrnehen.:ivc information
systermn will be oversecn by a new Health Information Task Force
and used to inform the planning, commissioning and delivery of
health imprmrm'n:m services and r.u:kllng health illl.‘qtli]'itji:s.
Standard sets of local and regional health information will be
compiled by regional Public Health Observatories so thae PCT
Directors of Public Health can promote and report on health
within their area. Guidelines and reviews of cost-effective

interventions will be published by the National Institute for Health
and Clinical Excellence (MICE) and an innovaton fund will be
established 1o test and develop now and berter ways of working and

to disseminate best pm::l.in:u,: quich]_l.'.

5.108

In addition, action will be taken across Government on:
® Children and Young People
The Every Child Mateers: Change for Children Programme ™ has

established a framework for delivering better outcomes for
children and young people, including berter health. These
outcomes depend on the action taken in local change
programmes in 150 loecal authority areas. Local children’s trust
arrangements will bring parmers together w deliver more
integrated services. These will be designed 1o support good
parenting and help children to be fir and healthy, physically and
rm:nm"].'. Frondine services such as Sure Starc children's
centres, healthy schools and extended schools will play a key role.
There will be a drive to boost the role of schools in promoting
physical and menral health, new Healthy School standards for
food and physical activity programmes will be implemented and
at least one full time qualified modern school nurse will

SUpPart 'E':IE]'I. Hﬂfﬂndﬂr_'r' ECII{H]] -'II'II'.! C]llﬁt{'l’ llJ'Fi"Iim;.iFit'S: '-H'I"J.
® Dlder People

In order to reduce the risk of falls and fractures in old age. and
0 promote independence and wellbeing, higher levels of
activity and exercise in old age will be promored through

national and local plans.

SUPPORT FOR PEOPLE WITH LONG-
TERM CONDITIONS (Chronic Disease
Management)

Improving care for people with
long-term conditions

5.109
they have a long term condition (such as diabetes, asthma or

Some 17.5 million people in this country report that

arthritis). This includes children, adules and older people. For some
people, particularly the most vulnerable, these conditions go
unmonitored and unmanaged untl a hospital visic becomes
necessary, resulting in heavy and often inappropriate use of
secondary care services. Care can often be unplanned and
reactive. Services are on hand for patients in moments of crisis, but
arc frequendy not there to stop crises from happening in the first

place.

5110  The NHS Improvement Plan™*" ser our the govermnment’s
priority to improve care for people with long-term conditions by
moving from reactive care towards a systematic, parient centred
approach. The new PSA rarger will take this forwand by improving
outcomes for people with long-term conditions by offering a
personalised care plan for vulnerable people most ar risk, and
reducing emergency bed days by 5 per cent by 2008, through
improved care in primary and community settings.
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An NHS and Social Care Model to support
local innovation and integration

5.111
demand wholesle change in the way health and socal care services

Improving care for people with long-term conditions will

deliver care.

5.112 Suppaorting Prople with Long-Term Conditions“2,
published in January, outlined a new NHS and Social Care Model
for the care of people with long-term conditions, It aims to match
support with need, providing personalised, yer systematic health
and social care to people with chrenic conditions.

5.113

ui- I]L"t.'d.l

The model categorises patients according 1o their level

Level 1: Supported self-care — applies to the 80 per cent of
patients with a long-term condition whe, given the knowledge,
skills and confidence, can care for themselves and their condition

checrively.

Level 2: Disease-specific care management — is for patients who
have a complex single need or multiple conditions which require
responsive, specialist services using multi-disciplinary teams and
disease-specific protocols and pathways such as the Marional Service
Frameworks and the (Eualllf Cutcomes Framework,

Level 3: Case management — is for the most vulnerable people,
who have highly complex, multiple long-term conditions and who
will benefit from a case manager, typically a community matron,
specifically allocared to help anticipate and co-ordinare their health
anid social care needs.

5.114 Health and social care communities across the country
arc already beginning to adopt the new NHS and Social Care
Model. These organisations are:

® appointing case managers, typically community matrons, and

assigning them to the most vulnerable;
L] {'Sl:l['l]iill.il'lj._'. mu|ti-pmﬁ.ﬁ5iun,.1| reams: and,

® encouraging and supporting people to manage themselves and
their condition more effectively.

National Service Framework for Long-term
conditions

5.115 Swong general practice, social services, community
nursing and hospital outreach services are at the heart of high
quality services for patients with long-term conditions. The
Mational Service Framewaorks (NSFs) are already demonstrating
that new systems and approaches in primary care can have a radical
improvement on outcomes for patients. The NHS and social care
arc paving the way towards better care and improved lives for
patients with long-term conditions. However, more needs to be
done 1o establish a robust, systematic approach.

5.116  There is common ground between the NSF for Long-
term Conditions™*" (and other discase management relared N5Fs)
and the developing long-term conditions strategy. for example
around patient centred care planning, informarion and support,
self care and improving the management of specific conditions.

2

5117
March 2005, focuses on the signiﬁ:‘.:mr derail of how o improve

The NSF for Lang-term Conditions, published in

services for people with neurological conditions whilst also
drawing out some lessons that could be applied 1o other long-term
conditions. The long-term conditions strategy is broader than chis
and aims o st our the key principles for changing the way services
are delivered 1o people with long-term conditions. In many ways,
the NSF rrail-blazes the fundamental shift in services that we are
aiming to deliver through the broader long-term conditions
agenda. However, it is important that the N5SF preserves its
neurological focus during implementation and maintains its own
discrere identity under the umbrella of this broader agenda.

ACTIONS ACHIEVED TO DATE:
ACCESS
Primary Care

5.118  Ar April 2005 nationally:

# 90.9 per cent of patients were able o be offered a2 GP
appointment within 48 hours or one with a primary care
professional appointment within 24 hours.

5.119  These results represent a major improvement over
2003-04. Further details on Access can be found in Chaprer 7.

Walk-in Centres

5.120 NHS Walk-in Centres are now an established service
providing an alternative means of access to growing numbers of
people and complementing general practice and AKE. 64 centres
are now established. A further 25 sires are ].H:'ing r]n:\'tinpﬂl -
including seven centres focused on providing a service for
commuters. These new centres will bring the rotal number of NHS
Walk-in Centres in England 1o 89,

Secondary Care

5.121 Figures published for the end of March 2005 show the
total number of patients waiting for a hospital operation has fallen
by over 84,000 since March 2004. The number waiting over six
months has fallen by over 39,300 over the same period. The NHS
is on course to deliver the target of no-one waiting more than six
months for inpatient treatment by the end of December 2005.

5.122 At the end of March 2005, only 148 patients, for
whom English commissioners were responsible, were wairting over
17 weeks for an cutpatient appointment, a fall of around 31,000
compared with Seprember 2003.



MORE STAFF IN THE NHS WORKFORCE

— Increase numbers of staff within the service
and modermnise jobs

Nurses, Scientific, Therapeutic and
Technical Staff

5.123 Figures for Seprember 2004 show thar since
September 1999 there has been an increase of 67,880 nurses and
since 1997, there has been an increase of 78,660, Within this
increase, the number of nurses working in the community and
general practice, delivering more treatment, advice and support to
patients either in their homes or as close to them as possible,
has increased by 19,780 since 1999 and by 25,115 since 1997.
-nm exir L'Uﬂ'ilnl“li'::' :Ir.ld gL'MI.’:ﬂ ].'Ifﬂ.ﬂii:f MLIFECS A4re hﬂlpil'lg (L]
put patient needs ar the centre of the NHS, Also within this
nursing increase, the number of midwives employed in the NHS
has increased by 2,045 since 1999 and 2,460 since 1997,

5.124 Figures for September 2004 show thar since
September 1999 there has been an increase of 26,490 qualified
scientific, therapeuric and technical staff, and 32,585 since 1997.

GPs and Consultants

5.125 Figures for December 2004 show thar since
Scpt:mb-n' 19K}, the number of consulmns has increased h}' 7540,
GPs (excluding reminers, registrars and locums) by 3,330, and GP
Regimrars h}r 865. Since Scpl&ml:ler 1997, the number of
consultants has increased by 9.390, GPs (excluding retainers,
registrars and locums) by 3.750, and GP Registrars by 1,045.
Figures for Seprember 2004 show that the number of Registrar
Group doctors has increased by 4,140 since 1999 and 4,915
since 1997,

Social Workers

5.126  Figures for September 2004 show that since
Seprember 1999 there has been an increase of 12 per cent in the
number of full dme L'quil.'ﬂll:m soscial workers for local councils and
since September 1997 there has been an increase of 15 per cent in
the number of full time equivalent social workers for local councils.

Affordable housing for healthcare staff

5.127  Appropriate and affordable housing is a major factor in
the recruitment and retention of NHS stalf,

5.128  The first dedicated home ownership programme for key
warkers — the Starter Home Initiative — started in Seprember 2001
and, h}* the end of Ocrober 2004, had ]mlpr_'d 3,895 healthcire

workers on to the property ladder. Thart scheme has now finished.

3129 A new £690 million ‘Key Worker Living' programme
started on 1 April 2004. It focuses on those delivering frontine
public services, such as health workers and teachers, where there
are significant recruitment and retention issues. It builds on the
foundations of the Starter Home Initiative and extends housing
assistance to key workers at different life-stages, not just first time
buyers. Within health, staff groups have been prioritised for

assistance, with clear emphasis on clinical grades, The response
from key workers to the Key Worker Living scheme has been very
good. By the end of April 2005, 1,359 health workers had
completed or exchanged contracts under Market Purchase
Homebuy and a further 461 were at an advanced stage of home
purchase, In additon, a further 546 health staff had completed on
lettings or sales under the new build clement of the programme.

CAPITAL AND CAPACITY

— increase and improve capital and
infrastructure within the system

Primary Care
5.130

to modernise the primary care estate.

By 2004, up o £1 billion in total will have been invested

5.131

{through substantial refurbishment or replacement with new

Some 2,850 premises have already been modernised

buildings), helping GPs to provide highest quality services in the
highest quality sercings. At December 2004:

® some 510 one-stop primary care centres have already brought
primary and community services and, where p:::iﬁihh:, social
services and other primary care providers together on one site
o make access more convenient for patients;

® 42 areas have started establishing NHS local improvement
finance trusts (LIFTs) vo use public and private partnership
(PPP) principles o suppore wholesale refurbishment or
replacement of primary and community care estate to support
delivery of modernised primary care services:

® £35 million of public capital has been targeted on investment
in the most under-doctored arcas to develop training practices
in |:|r:|:-ri'u¢d and most needy communities. This should lead to
almast 500 premises being improved o provide accommodarion
for an extra 550 GI* Registrars; and,

® £16% million has been invested in areas where there are no LIFT
schemes underway to support investment through raditional
capital and general medical/personal medical services funding
arrangements as well as joint ventures with the private secror.

HEALTH INEQUALITIES

— improve public health services and reduce
level of inequalities in health status

5.132
inequalities targer is:

The Public Service Agreement national healeh

By 2010, reduce inequalities in healtlh antcomes by 10% as
mreasured by infunt mortality and life expectancy ar bireh,

5.133 Following the publication of the Public Health White
Paper Choosing Health"™, Tackling Health Inequalities:
A Programme for Action™* remains extant. They both stress the
need 1o ensure thar the most marginalised and excluded groups and
arcas in society see faster i.ll'lpm'-'cm-cnli in health, t|1ﬂl-|.ngl
effective prevention and treatment services.
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Prevention

5.134  The burden of discase falls most heavily upon the most
disadv;uu;lgu:d: death rares from coronary heart discase are nearly
twice as high among unskilled and semi-skilled male manual
workers than among men in professional and managerial
occupations. These premature deaths, and the inequaliries-thax
underpin them, can be prevented through action on smoking, diet
and physical activiry.

Primary Care
5.135

improving access to, and the quality of, primary care services for

disadvantaged areas and groups. Action includes:

An important element of the Programme for Action is

® enabling 99% of patients (January 2005 figures) to be offered
an appointment o see a primary care professional within 24
hours, and an appointment to see a GP within 48 hours;

® urilising outreach and communiry-based services, such as
NHS Walk-in Centres, to improve access for specific groups with
particular health needs, including young people, homeless
people, students, refugees and asylum seckers;

L] iu{_r:,'.uing the size of the primary care waorkforce, and
encouraging saff w ke up posts in more deprived areas,
through the development of teaching Primary Care Trusts
(PCT5) (to raise the quality of service), establishing more ‘one-
stop’ primary care centres, developing primary care-based
outpaticnt services, and creating new GI* Hcgi.s!rar (doctors
training to be GPs) posts in these areas; and,

® improving the quality, and conhguration, of primary care
facilities through the NHS LIFT programme, which covers
approximately three-quarters of those living in local authority
areas with the poorest life expectancy. LIFT projects are
targeted at deprived communities, which are at the forefront of
new primary care estates development for the first time. OF the
five health facilities provided under LIFT that have already
opened their doors to patients, one is in East London, three are
in Barnsley and one is in Wigan. LIFT allows GPs and other
healthcare professionals 1o relocate from wholly unsuitable

premises to modern purpose built ones,

Local Improvement Finance Trusts (LIFT)

5.136  LIFT projects often involve the re-planning of services.
GP surgeries may well be provided in the same building as other
community health services (e.g. dentistry), hospital outpatient
clinics, social services and local authority housing offices. This will
enable each of these agencies o work our of modern premises thar
are conveniently located for patients and clients,

5.137  There are currently 51 LIFT schemes, each providing a
series of modern health facilitics. As noted, cight health facilitics
have already opened their doors to patients, and this number is
expected to rise to over 50 by the end of 2005,

74

Contracting Routes

5.138
available to enable PCTs to commission or provide primary
medical services. These routes are General Medical Services
(nGMS); Personal Medical Services (PMS): which includes,
Spﬁcialis{ PMS, Trusc-led Medical Services (PCTMS) and
Alrernative Provider Medical Services (ATMS).

5.139  Collectively, these routes give PCTs considerable
fexibility to develop services thar offer grearer parient choice,
improved capacity, improved access, and greater responsivencss to
the specific needs of the communicy. All four routes can be used
to provide essential, additional, enhanced, and Our of Hours
(OWOH) services, or 2 combination of any of these.

5.140  Ar present abour 60 per cent of primary medical
services are provided by contracts berween PCTs and nGMS
practices, and about 40 per cent through PCT contracts with PMS
practices. PCTMS enables PCTs to provide services themselves.
Under APMS, PCTs are able to contract for primary medical
services with a wide range of potential providers, including from
the commercial, voluntary, murual, and public sectors, and with
NHS providers through an APMS contract.

Since April 2004, four contracting routes have been

CHD & Cancer

5.141  There arc marked health inequalities in the incidence of
CHD and cancer, and in the survival rates for those who
develop these conditions. To address these inequalities, prevention
and treatment services must better reflect need.

5.142  One of the purposes of the Marional Service Framework
for Coronary Heart Discase was to establish the same high
standards of care across the country; in every healthcare sewting,
replacing the expecration that quality would vary from place o place.

5.143 In 2004, the national rarger for reducing premature
mortality from heart disease and stroke and relared discases was
amended to include a reduction of 40 per cent in the inequalities
gap between the fifth of areas with the worst health and |
deprivation indicators and the popularion as a whole. Inequaliries
in the death rate in this area have been narrowing for the last six
years and with the new impetus of the Public Health White Paper.
Wie are currently on track 1o meet our target for 2010. The wend
shows a 22 per cent reduction in the absolute gap.

5.144 The s].l'sti:mut'u: care described in the NSF has
contributed to this progress, reducing waiting times for treatment
by redesigning services and investing in staff, buildings and
cquipment. As a result there has been a dramatic reduction in
waiting times for both diagnosis and treatment, saving paticnts
months of unnecessary worry.

5.145 In primary care, the new GMS contract and its specific
Quality Indicators emphasise and encourage key elements of
sccondary prevention, such as the control of cholesterol and blood
pressure. National standards — such as patients suffering from hearc
attack should be given thrombolysis (clot busting drugs) within
60 minutes of calling for help — mean thar quality of care has risen




across the country. The proportion of people now treated within
60 minutes of calling for help is 54 per cent compared 1o about
24 per cent before the NSE

5.146  More treatment is now being given by paramedics in a
pre-hospital serting. In December 2004, 24 out of 31 ambulance
trusts had paramedics trained 1o give thrombalysis. Paramedic
thrombolysis now accounts for about 5 per cent of thrombaolytic
treatments and is increasing rapidly.

5.147 We also know that the increase in the number of

coronary revascularisation procedures being carried out is properly
targeted. Evidence suggests thar the reallocation of revenue within
a community can improve equity of access to revascularisation,

5148 The NHS Cancer Plan™ made 2 commitment to
tackle health inequalities. The Department's overall target to reduce
cancer morrality was amended in 2004 10 include a reduction in
the inequalities gap bevween the fifth of areas with the worst health
and deprivation indicators and the population as a whole. We are
continuing to invest record amounts of money in pew cancer
equipment. This is providing faster and more accurate imaging and
treatment particularly to paticnts in arcas which have historically
had poor access 1o these services. By implementing NICE
guidance the NHS should be able to provide cancer patients with
the highest standard of care and wrearment regardless of where they
live, The section on Cancer at lplmgmph 5.181] giﬂ:: more derail
on how we are trying to achieve this.

Stopping smoking

5.149  Smoking accounts for most of the variation in life
expectancy berween arcas and population groups. Reducing
smoking in manual groups will have a major impact on cancer,
CHD and respiratory disease.

5150 The Dcpﬂr[mrzn[ of Health's commitment is 1o reduce
smoking among manual groups from 32 per cent in 1998 to 26
per cent by 2010 1o help narrow the health gap berween manual
and non-manual groups.

5151 [n 2004 the I)q::lrlmum ngrnrd a new Public Service
Agreement (PSA) carger with the Treasury specifically on smoking to:

Reduce adult smoking rates ro 21 per cent or less by 2010, with
a reduction i prevalence among rowcine and marnwal groups o
26 per cent or lews.

5.152 This target 15 sisjtiﬁmnr!}r nore d:lnanding than the

adulr prevalence targer in *Smoking Kills' of 24 per cent, overall
adult smoking and extends the inequalities target from the

NHS Cancer Plan.

5.153  There are strong indications that the NHS Stop Smoking
Services {formerly known as the Smoking Cessation Services) are
being successful in reaching manual socio-economic groups.

5154 An important intervention o narrow the gap in infant
monrtality is to reduce smoking in pregnancy. In the first six months
of 2004, 6,746 pregnant women set a quit date through the stop
ﬂnnl»:ing services and 3,312 (49%) had successfully quir based on
self-report at the four week follow-up stage.

Teenage Pregnancy/Supporting
Teenage Mothers

5.155
and areas nfd:rriva.ti:m. 'liz‘r:nugw: mothers are more likely to have
a low birth weight baby and the infant mortality rate for babies of

teenage mothers is 60 per cent higher than for babies of older

Teenage pregnancy is strongly associated with social class

maothers. Teenage mothers are also more likely to suffer post-natal
depression, are least likely o breastfeed and are the group most
likely to smoke during pregnancy.

5.156

towards

The Teenage Pregnancy Strategy is making progress

achieving the joint Department of Health
(DH)/Department for Education and Skills (DFES) public
service agreement target to reduce under-18 conceprions rates by
50 per cent by 2010, within a broader strategy to improve scxual
health. Data for 2002, show a reduction in the under-18

conception rate of 9.8 per cent since the 1998 baseline year.

5.157  The new focus of the teenage pregnancy strategy will be
on supporting all partners in local areas to intensify delivery of their
local strategies in neighbourhoods with the highest under-18
conception raves. Fifty per cent of conceptions ocour in the twenty
per cent of wards with the highest rates. Areas will also be provided
with analysis, such as school arminment and arendance dara 1o
help them identify the most vulnerable young people (low
attainment/poer attendance are identified as risk factors for early

pregnancy, over and above deprivation factors).

5.158  In July 2004, updated guidance was issued to health
professionals by the Department on the provision of confidential
advice on contraceptive and sexual health services 1o under-16s,
a key action point from the Teenage Pregnancy Strategy Action
Plan. The Teenage Pregnancy Unit is also wnr]:illg closely with DH
officials on the implementation of the service standards contained
in the Nadonal Service Framework (NSF) for children, young
people and matermnity services, and on the commitments n:hting
1o young peoples sexual health coneained in the recenty

published Public Health Whire Paper.

Helping 13-15 year-olds to address risk

5.159  The Young People's Development Programme, launched
by DH and DFES in February 2004, aims to address risk-taking
behaviour especially in relation 1o reducing teenage pregnancy and
substance misuse and improving sexual health amongst 13-15 year
olds through 27 pilot schemes in some of the country’s most
deprived areas, This groundbreaking programme, with £6 million
funding over a three-year period, is based on a similar approach
in the United Stares where it has contributed to reductions in
teenage pregnancy and builds on existing programmes in England,
The programme, which has a structured, developmental, broad-
based ;lp].lrua:.'h, will be 1:h::mug]1ly evaluated 111. the Universioy of
Landon [nstitute of Education’s Social Science Research Unir ro
inform a potential rollour, if it proves successful. The initial
findings from the evaluation will be available in spring 2005,
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Sexual Health and HIV

5.160  The Public Health White Paper, Choosing Health, has
established a new £300 million programme over three years, to
modernise and transform sexual health services. Specific
commitments include a major new sexual healch media campaign;
national reviews of both contraceptive service provision and genito-
urinary medicine, backed by additional investment to improve
services; and the rall-our across the country of a chlamydia
screening programme by March 2007,

5.161  To help ensure the necessary action is taken ar local level,
a requirement has been introduced for sexual health to feature in
local delivery plans for the first time. Monitoring of genito-urinary
medicine clinic waiting times is now in place, so thar we can work
towards the goal of all patients being offered an appointment
within 48 hours, by 2008,

Screening

5.162  Significant progress has been made in developing
screening programmes in England. For example, the Downs
syndrome screening programme aims to ensure equitable access
around the country and screening is now offered in approximarely
95 per cent of maternity units to women of all ages. The
Newborn Hearing Screening Programme is now screening 70 per
cent of newhorns and neardy 750 babies have been confirmed with
a hearing loss before six months. Early identification improves
communication skills, leading to better educational achievement
and qualicy of life.

5.163
is being implemented across England. The aim of this programime

A newborn screening programme for sickle cell disorder

i5 1o achieve the lowest possible childhood morality rates and w
minimise morbidity from sickle cell disease in childhood. Tt i
estimated that by the end of 2004-05 newborn screening for sickle
cell will cover at least M0 per cent of affected births. In the first
seven months of screening alone, 103,000 babics have been
sereened tor sickle cell, and 125 babies with the condition have
been identificd. Antenatal screening for sickle cell disease and
thalassacmia is currently being rolled out in high prevalence areas.
Low prevalence areas will have developed and implemented
antenatal screening by 2006. The aim of the antenatal screening

programme is to provide informed choice o couples ar risk of an
affected pregnancy.

Mutrition
5.164

possible, especially among families on low incomes and with

Establishing healthy cating patterns as carly in life as

reduced access 1o healthier oprions, is a high priority for
the Department.

5.165  Breastfeeding is the best form of nurrition for infants,
as it provides all the nutrients a baby needs for the first six months
of life and protects against common childhood infections and
diseases, The initiation and duration of breastfeeding by new
mothers is particulacly low amongst diﬂd\'mlmg:d groups, and
they are therefore less likely 1o benefit from positive health benefits.
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5.166  Action by the Department of Health to increase
breastfeeding rates has included:

® the Priorities and Planning Framework targee to increase
breastfeeding initation by 2 per cent a year berween 2003 and
2006, focusing on disadvantaged groups;

® new weaning advice; and,

® an Infant and Child Nutrition resource pack that provides advice
on dict and nuerition, which was distbuted in Novernber 2004

to midwives and health visitors.

5.167  The first of the reforms to the Welfare Food Scheme was
introduced in October 2004, with a new application form for
eligible pregnant women thar has to be signed by a healthcare
professional. This provides closer links with the NHS and gives
an opportunicy for the provision of advice on diet and nuericion,
as well as other health issues such as smoking and drinking
during pregnancy.

5.168  Further reforms to be implemented from mid-2005
include the phased introduction of the new Healthy Starc

Scheme that will:

* cnsure equal benefits for breastfeeding mothers, compared with
mothers using formula feeds; and,

® provide vouchers for pregnant women and young children in
low income families that can be exchanged for fresh fruit and
vegetables, as well as fresh milk and infant formula.

5.169 We will also be expanding the 5 A Day programme,
which has pru'.'idc:d better access w, and a'l.-ai|.'ﬂ_'|-ili|:'_'.' of, fresh frun
and vegetables within 66 disadvantaged communities and to neary
2 million 4-6 vear olds through the School Fruit and Vegetable
Scherne (SFVS). In addition o preducing resources to support
PCTs to deliver the 5 A Day message, we will be expanding the
number of schemes and PCTs mking part. We will also consider
-I:I‘tﬁl'.liiil'lg tI'IE ":F.\'IIS L1 Sti]'t{!-ﬂlﬂ-nl'_' [.E.Ial. mﬂinlaillfd. I'.I'LII'!-EIiE-|
following the national evaluation of the SFVS which is due to be
completed in mid 2005, and will extend the use of the 5 A Day
logo to composite fruiv and vegetable products and foods
targeted at children.

Oral Health

5.170  In June 2004, the frst resules from the 2003 Netiona!
Survey of Child Dental Health™" were published by the Office for
Narional Swristics. These demonstrared further improvements in
the oral health of older children compared with 1993, Twelve-year
old children in England now have the best oral health in Europe.
There have also been siEniﬁn::mt improvements in fiftecn-year olds
as well. Oral health improvement in younger children has,
however, slowed down with no significant changes in the levels of
dental disease over the last ren years.

5.171  Inequalities in oral health stll exist across England.
M:lf}' d:primi areas in the north ufEngland have rwice as much
dental decay as compared to the more afluent areas of the north. ©

e




5172  The Winter At 20037 now gives the NHS the power to
commission water Huonidation schemes o improve oral health
where the local population is in favour. Children from deprived
arcas where the water is fluoridated have dental health equal o,
or better than, children from more affluent arcas where there is
no fAuoridation.

5.173  Inareas that do not have fluoridated water supplics, the
‘Brushing for Life’ scheme encourages young children to use
fAuoride toothpaste. The scheme was extended in 2003 to all Sure
Start arcas because of the strong association beoween tooth
decay and economic and social d-.—priv;l,:iun.

5.174 Mouth cancer is a disease whose incidence is increasing.
The Department of Health will be developing a programme to
raise the awareness of this disease, which has a high mortalicy rare
if not diagnosed early.

5.175  As part of the delivery plan for the Public Health White
Paper ‘Choosing Health', an Oral Health Plan will be published
in summer 2005. This will suppore PCTs and dental practices on
the most appropriate delivery of local oral health programmes and
ways in which dental teams can contribute to other aspects of

puhlic health.

Drug Misuse

5.176 The Department remains committed 1o providing
substance misuse services that will ensure all vulnerable young
people are protected from harm, enjoy good menial and physical
health, and a healthy lifestyle. Action includes:

® working in partnership with the Home Office and the
Department for Education and Skills, and others o integrare
substance misuse issues among children and young peeple into
government programmes: For instance:

- implementation of the cross-government young people drug
delivery plan Every Child Matters: Change for Childven,
Young Peaple and Drugs which is designed o lead tw a
systematic shift within children and young people’s services
towards beteer integration, early intervention and prevention
and improved accountability. It is a coherent package of
universal services and high quality targeted interventions o
help prevent today’s vulnerable young person becoming
tomorrow's adult drug misuser and help integrate them fully
into society. The joint approach is being implemented
l‘.litinn:lll_j.r with more mpid and sustined progress in 30 high
focus arcas;

—the existence of the Young People’s Substance Misuse
Parmnership Grant agreed in April 2004 with the aim of
developing appropriate and effective drug intervention
programmes for children and young people. The grant toral
for 2005-06 is approximately £63 million of which the
Department of Health will contribute approximacely £37
million; and

= the FRANK campaign, which plays a vital role in delivering
the young people’s PSA delivery plan, through extra activity

in argeted arcas and by linking vulnerable young people to
support and treatment when they contact the service.
Assessment to date indicates that the campaign is already
making a significant contribution to all areas of the
Government’s Drug Strategy, and in particular to the delivery
of specific PSA wrgets.

® continuing to fund community engagement programmes on
drug prevention, education and trearment as a means of
improving the quality and responsiveness of those services and
reducing health inequalities;

® working with the National Institute for Health and Clinical
Excellence (MICE) o build and disseminate the evidence base
on effective preventive and argeted interventions for substance
misuse among young people and children with particular
emphasis on those deemed 1o be vulnerable; and,

® there is also an expansion of the National Healthy School
Programme, which sets standards for drug education and
provides schools with support on becoming healthier places 1o
work and learn, and dq.ﬂ.ﬂ:hmping the evidence base for whar
works in educating young people abour drugs.

Preventing accidental injury

5.177
Making Healthy Choicer Easier in its summary of intelligence on

The Public Health White Paper Choosing Health -

accidents, identified the inequalities which exise in accidents:

® there is a strong association berween childhood injury and social
deprivation, particularly for pedestrian injuries; and,

® men are more likely to die from accidental injury than women,
In England. the accidental injury death rate for men is double
thar for women. For young men (aged 15 o 24), the accidental

injury death rate is over 3.5 times that for women in the same
age group.
5.178

resources should inirally be focused wowards reducing health
inequalities. The Public Health YWhite Paper states we are now

Sccretary of State, has dirccted thac public health

going to:

® help children and voung people stare on the right path by
working with the charity Smartrisk to assess the effectivencss of
their "Heroes' programme in changing behaviour and what
lessons might be applied clsewhere. The programme warns
adolescents about the risks of accidemal injury and explains how

[h:‘}r can avoid such risks: and.

® help local communities lead for health by commissioning the
Royal Sociery for the Prevention of Accidents to establish an
accreditation scheme for safery centres across England o
sustain best practice and new ways of delivering accident-

Preveniion messages,

Health Services for Prisoners

5.179  Responsibility for health services delivered within
prisons is transferning over w PCTs from April 2006. Health
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Partnerships are working closely with the Prison Service 1o
ensure that the transfer of responsibility is seamless from
.J'kpri] 2006,

5.180 The establishment of the MNational Offender
Management Service (NOMS) in the Home Office offers
opportunities for broadening the scope of the work programme
beyond prisons o address the wider health interfaces with the
criminal justice system. These range from working to reduce
porential offending o the rehabilitation of existing offenders and
the reduction of their rates of re-offending. A new joint unit has
been set up berween the Department of Health and NOMS to
develop this work, including:

® mprovements Zii'l ITIL"IIIZ-.'I.I i“l.'“'.‘i!i. Fl.'th-I.'I'I]'LEc I.'l!E:H.IEII." :'I:I'Ld
P

communicable disease services;
® diversion in the courts;

® the policy and systems oversight for high security hospital
services; and,

. {It"l'ﬂlli]]}mtﬂl.' ﬂf.ﬂ.‘l’l’il_‘{"! fﬂ-r pl’.‘f!ll'.lll’.‘ \‘ﬂ'ilh d:’lﬂgﬂlnll& :'II'H.'I. SCVETC

personality disorder.

CANCER

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

5.181
27 Seprember 2000. It is a long term, national strategy to

The NHS Cancer Plan was published on

prevent, diagnose and trear cancer; to reform the way cancer
services are delivered; 1o standardise care and impmw p:ti-:nl
-ﬂ:pcricnm o co-ordinate research and to invest in equipmm]:

and the cancer workforce.

5.182  The Department published The NHS Cancer Plan and
the New NHS" in Ocrober 2004, This sets ou progress made
since the Cancer Plan was published, as well as ﬁ]1m\'ing, b
cancer fits in the changing NHS.

5.183  Significant progress continues to be made in cancer care
and this includes:

® 3 12 per cent reduction in cancer mortality in the under-75s
since 1997

® survival rates for the major cancers are improving across
the board:

® over 99 per cent of patients urgently referred by their GP with
suspected cancer, are seen by a specialist within two weeks;

® nearly 98 per cent of women with breast cancer received ctheir
first trearment within one month of the diagnosis being made,
and over 96 per cent received their first rreatment within two
months of being urgenty referred by their GI%

® the establishment of specialist cancer multidisciplinary teams,
an important element in delivering improved parient centred
treatment :md h’E"i."r EJJtiEI]t OALECOTES;

® integrated cancer care pilots have commenced to improve
co-ondination between primary and secondary care;
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® the appointment of an additional 1,060 cancer consultants since
1999, as well as an extra 2,368 consulrants in specialties, that
spend a lot of time looking after cancer patients; and,

#® the proportion of people entering clinical rials for the larest
cancer trearments and drugs continues to rise, and the Mational
Cancer Research Institure has announced major new initiatives
on rescarch into prevention and supportive and palliative care.

Prevention

5.184  Smoking is the leading single cause of avoidable ill health
and death. It kills 106,000 every year - one in five of all deaths —
and is responsible for a third of cancers. Increasing fruic and
vegetable consumption is the sccond most effecrive straregy for
reducing the risk of cancer, and has major preventative benefits for
heare disease, The incidence of some cancers is linked to physical
inactivity. The section on Prevention of [l Health ar paragraph
5.230 gives details of how the Department’s work in these arcas
contributes to reducing the incidence of cancer.

Breast Screening

5.185 By December 2004, 77 per cent of breast screening units
had started inviting women aged 65-70 as part of the expansion
NHS Breast Screening Programme. Since the age extension began
in April 2001, over 300,000 more women have been invited for
breast screening. We expect all units vo have implemented the age
extension by April 2005. In addition, over 95 per cent of units had
started taking two-view mammography images. These two
changes to the programme represent a 40 per cent increase in the
workload of the programme.

5.186  Staustics published in February 2005 showed thar 14
per cent more cancers were detected berween 2002-03 and
2003-04 (a 31 per cent increase in the two years since 2001-02),
This has been attributed largely to the intreduction of two-view
mammography and the emerging effects of the age extension.

Cervical Screening

5.187  The Department is investing £7.2 million in the national
roll our of 'E.i-:]u'ld Based C}'tniugy' (LBC) as part of the
modernisation of the NHS Cervical Screening Programme. LBC
will not only speed up result dmes, but also provide a more reliable
test than previously available. When fully implemented, LBC will
mican 300,000 women a year will not have to undergo repeat tests.

5.188  The retraining of staff and inswllaton of new equipment
is a major undertaking, and we expecr full implementation will
take five years, We are starting by converting the nine regional
cytology training schools in England, which will then be able to
train the rest of the programme.

NHS Bowel Cancer Programme

5.189 Bowel cancer is the second largest cancer killer in
England, accounting for over 13,000 deaths per annum. There is
strong evidence thar some of these deaths could be prevented by
carlier diagnoses and treatment of patients who present
with symptoms.




5. 190 Sﬂ:‘ctm]' of State announced, in October 2004, thar a
national screening programme for bowel cancer will be rolled our
across England from April 2006. This will be the first cancer
screening programme for both men and women in the UK, and
the hrst of its kind in Europe. The screening programme is
expected to reduce the death race in those screened by around
15 per cent.

5.191 A planning framework has been developed to address
issues of callfrecall, laboratory provision, screening centres,
:«ndun:npf cnp.a.cil:,'.. quali:ly assurance and links to the nanonal

programme for I'T.

5.192 The Department of Health is continuing with the
assistance of key stakeholders from the voluntary secror, parient
groups and the MHS to address issues around speeding up the
diagnosis of bowel cancer, improving treatment, better parient
information and the development and expansion of the bowel
cancer endoscopy workforce.

NHS Prostate Cancer Programme

5.193 The Department, on behalf of the Prostte Cancer
Advisory Group, published Malbing Progress on Prostate Cancer™™
in November 2004. The report details progress made since the
NHS Prostate Cancer Programme was launched in Seprember
2000. It also sets our the challenges ahead for the most commonly
diagnosed cancer in men in England and the second biggest killer
of men. The report details progress on:

® the Prostate Cancer Risk Management Programme — helping
men make an informed choice abour being tested for
prostate cancer;

® public awareness — improving knowledge of prostate cancer in
the general public, including key messages on prostate cancer
now agreed by 20 key stakeholder organisations;

® information for prostate cancer patients, empowering men
to make the riEh[ decision for them on treatment for
prostace cancer;

® improving access to services — over 99 per cent of people with
suspected wrological cancers (including prostare) are seen
within two weeks u-f'ht:ing Llrg-l:ntl}r referred by their GI;

® building capacity - 30 per cent more urologists since 1999; and,

® continued investment in research such as Protec’ [, which is a
major programme looking at prostate cancer screening and
treatment, and the PROCESS study, which is looking at the
disease in men from ethnic minority groups.

Cancer Waiting Times

5.194 Waiting, for sp@cialis[ assessment, for diagnostic tests and
for treatment can be a major anxiety for patients who suspecr they
may have cancer, and for their families. Building on a previous
commitment in the NHS Cancer Plan that all patients referred
urgently by a GP with suspected cancer should be seen within two
weeks, two key targets covering diagnosis and treatrment are due
tw be achieved by the end of 2005. These are that:

® all patients with cancer should commence treatment within one
month of decision o trear; and,

# all patients with cancer who are referred urgently by a GI* should

commence treatment within two months of referral.

5.195
I}CT!'- J.I'IEI ACUIE Truss. Tu J'L['l.[.l []11.'!'!'! meet []1i.5 {I'IEI.”:I’.'I'IEE. €

Marional Cancer Waits ijl:ct has been established. ﬂni]ding on

Achieving these wargets will be a major challenge, for

the successful approach adopred to reduce waits in Accident and
Emergency deparrments and waits for elective orthopaedic

surgery, this approach has four key strands:

#* increased focus on the ssue in the NHS and ENgAgIng the

support of Royal Colleges and relevant professional bodies;

® implementing best practice, c.g. lessons leamt through the

Cancer Services Collaborative Improvement Partnership:
® robust performance management; and,
® rargeted support for the NHS, e.g. for patients with bowel and

|.||'::|ngE|.:;|l cancers where waits tend to be lnngcﬁ.l:.

Cancer treatment
3.196

CREIMTEOIE gmup:ﬁ Ehl’f‘ﬂ.‘i[. EI!II[!II'I'.'EI'.'L'.. |ung. m‘l‘]ﬂ.‘.‘{ﬂlﬂgicﬂl. upper

Improving OQurcomes guidance is now available on eight

gastroinrestinal, urological, haematological cancers, and head and
neck cancers) as well as adule supportive and palliative care.
Guidance addressing four further groups of cancers (sarcoma, skin
and brain cancers as well as cancers affecting children and

young people) will be published by NICE during 2005 and 2006.

5.197
Multi Disciplinary Team (MDT) working is vital if we are o

Each of the NICE guidance reports emphasises that

continue improving the overall experience of cancer patients.
MDTs lead to improved communication between professionals
involved, and patients are, therefore, more likely to receive
better continuity and co-ordination of care through all stages of
their disease and berter advice on appropriate trearment. A survey
by Dr Foster to inform their Good Haspital Guide 2004°
indicated that 100 per cent of breast cancer patients, 97 per cent
of lung cancer patients, 94 per cent of upper Gl cancer patients
and 99 per cent of bowel cancer patients are now being cared for
by MIDTs.

5.198
a further eleven appraisals are in progress or planned. These will

Sixteen cancer drugs have been appraised by NICE and

address treatments for early breast cancer lung cancer,
gastrointestinal stomal tumours, colorectal cancer, head and
neck cancers, mesothelioma, ovarian cancer, prostate cancer and
cancer treatment-induced anaemia,

5.199  The MNational Cancer Director published a report *** in
June 2004 thar showed unacceptable variations across the counery
in the uptake of cancer drugs approved by NICE. In response, the
Department set out a broad programme of action to support the
NHS in implementing NICE guidance, including:
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® development of a capacity planning model for chemotherapy w
support the NHS in assessing the local impact of implementing
NICE guidance; and,

® improving data collection on the take up of NICE approved
drugs by bringing forward the electronic prescribing module of

the National Programme for Information Technology.  —

5200 The Department issucd a revised Manual for Cancer
Services to the MHS in July 2004. It sets out the characteristics of
a good cancer service based on the recommendations of NICE and
other Fuidal:cu. The intention is o hl:||'.| those |}]nl1niug.
commissioning and organising cancer services to ensure the quality
and ;LPFI'{IPIi..'L[t'Ilt‘SH urrxiﬁting services, and i-c!-c'mi["y Eaps th mugh
a process of self-assessment and peer review. A new three-year rolling

programme of cancer peer review started in November 2004,

Lung Cancer

5.201 The Lung Cancer Advisory Group, established in
MNovember 2003, has identified three key strands of work for the
coming vear: Awareness and Early Diagnosis of Lung Cancer; the
Lung Cancer Workforce; and Mesothelioma (a cancer of the lining
of the lung, often associated with asbestos exposure). Three
subgroups are considering how best 1o take these issues forward.

Supportive and Palliative Care Strategy

5.202
during 2004 reviewed palliative care services and helped raise the

The Health Select Commirtee inquiry into palliative care

profile of this important area of health care. Altheugh more
remains to be done, Government action in the past few years has
been unprecedented.

5.203  Building on the Best: Choice Responsiveness and Equity in
tie NFLS™ firmly commits the Department to ackle inequalities
in palliative care provision. This was one of the key objectives
underlying the £12 million End of Life Care programme. This will
take forward training for staff working in general practices, care
homes and on hospital wards so thar all adule patients nearing the
end of life, regardless of cheir diagnosis, will have access to high
quality palliative care and so be able w choose where they are

cared bor,

5.204
underlying the NHS Cancer Plan commitment to invest an

Tackling inequalities was also one of the key ohjectives

additional £50 million per annum in specialist palliative care by
2004. This commitment has been met. Analysis shows chat over
half of the £45.8 million reported on so far has gone to voluntary
sector organisations, mostly to hospices. The extra money has
so far funded 28 additional consulants in palliative medicine,
133 new clinical nurse specialists and 38 new specialist palliative
care beds. The £50 million is a significant boost to NHS
tunding for specialist palliative care for adults with cancer, an

increase of almaost 40 per cent above 2000 levels,
3205  Orher important developments during 2004 included:

® the publication of the Mational Instituee for Clinical Excellence's
Supportive and Palliative Care Guidance. Cancer networks are
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developing action plans to ensure this is implemented. The
guidance will also benefit non-cancer patients;

® the conclusion of the successful £6 million, three-year
programme to train 10,000 district and community nurses in
the principles and pracrice of palliative care, rraining which will
benefic patients with cancer and also non-cancer; and,

® the investment of £6 million over two years in a series of
Integrared Cancer Care Pilots, which will develop and deliver
a model to help patients get the best quality of care possible and
to find out the most effective ways o use resources. The
principles of patient choice will be applied so that people can
make paositive decisions to suit their personal circumstances.

Cancer Workforce and Training

5.206  Underpinning all the work in cancer is having the right
amounts of trained staff in place. A cancer care group workforce
team has been established o oversee specific programmes to
address workforce shortages. A number of projecis wichin
endoscopy, histapathology, radiology and improved treatment are
already well underway.

5.207 A new national rraining programme for coloreceal
cancer has been designed as part of the NHS Bowel Cancer
Programme. This rraining is not just for surgeons dealing with
colorectal cancer patients, burt also for radiologists, pathologists,
oncologists and nurse specialists. Together, members of the
team will learn abour total mesorectal excision (TME), which has
consistently resulted in lower races of local recurrence of bowel
cancer, reduced the need for expensive and unpleasant procedures,
and improved survival rates.

5208 Also as part of the NHS Bowel Cancer Programme,
more than £6 million ever three years was committed in 2003 o
expand endoscopy training capacity further. As a result, three
national and seven regional training centres are training medical
staff, general pracitioners, nurses and allied health professionals
in endoscopic procedures. The new training centres are increasing
the pool of staff able to undertake these diagnostic procedures and,
theretore, reduce waiting rimes and make services more convenient,
and will facilitate the introduction of a national bowel cancer
screening programme.

5.209
development of 4 national tmining programme in sentinel node

Funding has also been made available for the

biopsy, which is a new surgical technique for breast cancer patients
which offers substantial gains, both for breast cancer patients and
health services. This technique reduces the amount of invasive
surgery a patient needs o undergo and not only lessens the risk
of pain and swelling, bur also reduces the amount of tme they
need o SFE:nd in .'rmspit:l.

5210 The Carc Group has also commissioned Skills for
Health to develop competency frameworks in endoscopy;
chemotherapy; supportive and palliative care; MDT co-ordinators;
and cystoscopy. Mational Workforce Competences will ensure

e ——————— i
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skills are recognised and are transferable across the UK, and can
be used to underpin a range of nadonal qualificarions and
training programmes.

Cancer Equipment
5.211

investment to increase machine capacity and replace ageing

The Department of Health has provided major

equipment to ensure that patients have better access to diagnostic
scanning and radiotherapy services. The equipment is being
provided where it is needed most. For example:

® pwo out of every three linear accelerators have been allocared o
cancer centres in the north of England to continue to redress the
historic norchisouth divide; and,

# additional CT and MRI scanners have been provided o local

pepulations which have had poorer access.

5.212
as follows:

As a resule of this investment, capacity has increased

® new and replacement cancer equipment delivered through
central programmes includes, as ac 14 April 2005, 193 CT
scanners, 102 MRI scanners, 101 linear accelerarors and over
T00 items of breast screening equipment, all deliversd since April
2000. This means that 72 per cent of CT, 60 per cent of MRI
and 62 per cent of linear accelerators now in use in the NHS are
new since January 2000, A furcher 18 CT and 10 MRI scanners,
and 7 linear accelerators are due to be installed later in 2005;

& the NHS has a stock of CT and MRI scanners as modem as any
country in Europe;

# the new diagnostic scanning equipment provides higher quality
images and faster scanning for patients; and,

® the new linear accelerators provide the larest treatment

techniques, for example 3D conformal therapy and intensicy
modulated radiation therapy.

5.213 The table below shows numbers of pieces of equipment

available in the NHS in 1997, ]anunr}r 2000 and _Iarlu:lr}' 2005

Positron Emission Tomography

5214 A dralt consultation document setting out the
introduction and development of Positron Emission Tomography
(PET) scanning in the NHS was issued in July 2004. This
gives advice to commissioners on the bencfits of PET
scanning: number of scanners likely to be needed; workforce and
training issues; capital and revenue costs and furcher rescarch
and evaluation.

5215 We have considered the responses to the public
consultation, and a revised framework will be issued later in 2005.

ON THE GROUND - EXAMPLES OF SERVICE IMPROVEMENT
Dwe o poor room wiilisasion and schedvling of appoiniments, patients
atteneliing Plymauehs sderasarnd deparinient weve waiting np to 64 weels
for thefr scami,

Haweven, through implementing a booking system, @ reminder service 1o
reeluce the amount of patiens. char didut areend appoincmens, and
darrnnging sltrinned scanning appodntsent oty fram 30 to 20 minutes,
waiting times dropped sipnificandly 1o @ two week wait for mow
sltritsoninds,

Tlbe outpariene process ar The Royal Bosrmenouth NFHS Aewee Truse for
pasienis wirh Haematuria has been redessgned to prowide paicnts with
suspected eancer, a fully co-ovdinated Onie-Stap Haerrasuria Clinie
appoiniment. Before redesign, patients had to visic the clinic up to four
frrnes and B fo wark up o soveeen weeks for definnisee sreaimens o
commtence. Now the pasenty GF can fiax refernals o Royal Bowrnermonily
and the patiens is contacted within 48 Fours o mutsally agree 2 dase 10
attend the clinic. The patient astends the One-Stap Clinic far one
appoinreens onfy Ulmasound and Cyeorcopy are perfarmed ad resnlis
atre given on sanse oy, Thic refestgn fes reedsecend the patfreay to diagnosis
from 112 days to 14 days. This affects approxcimarely 750 patienss per
AR,

The lested Ty comendrans wr Wen Susee Health Care NHS Troon b
pilated and fmplemented & one-stop elinic for supected lung cancer
putients, Previawsly, suspected lung cancer patients made @ separate visit
to the bospital. on average nine diys affer their firse appoimiment for
Bromchorcapy, and often bad o further wai if CT was needlead. Now
[paticnss ane given the oprion fo have bronchescopy andlor CT at shis firn
aulparient appoingment with a follow-up appointment uswally wichin o
ek This srew elimse Bay reduced the witingg timer from sine dins dos
to zere dayi.

Pariewes atending the Nurce Led Heematuria clinics a Stockport NHS

Trusr can wowr receive an wlmassund scan on ohe day of their firn
appoiniment with the specialis team. Throngh redicing ihe mamber of
steps areed wistts the patient Iai o nake to the hospital by implementing
same oy investiparions, the trust has redvced their waiting times i this
areat from five weeks to o day

CORONARY HEART DISEASE

— improve the care of patients with CHD and
reduce mortality and morbidity of CHD

Prevention

5.216
5.230 ij:; details of how the I}‘:‘M.rmu:n['s work will contribute

The secrion on Preventon of 111 Healch ac pa.l'agraph
to reducing the incidence of CHID,

In Primary Care

5.217  Primary care has a major role to play in both primary
and secondary prevention of heart disease and in the management
of CHD and heart failure as long-term conditions. Systematic care
can help paticnts to manage their own condirions, to keep them
out of hospital and tw improve their health outcomes.

5.218 All of these aspecis are addressed in the new GMS
contract. The Quality and Outcomes Framework includes a range
of Quality Indicators (Qls) for CHD and heart failure, toralling
121 potential points, and reflecting the Planning and Priorities
Framewaork targets for these conditions. Underpinned by discase

B1
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investment: a plan for reform

registers, these Qls emphasise the importance of regular review and
control of key risks such as cholesterol and blood pressure.

5219  Quality Management and Analysis System (QMAS) and
Quality, Prevalence and Indicator Darabase {QPIDY) dara will
pml.'id;; the detail of the imp:h:l: at praceios level. In the meantime
prescribing data show that, for example, prescribing on statins,
which lowers cholesterol levels, conrinues to rise at 30 per cent per
vear, We estimate that the WHS will spend abour three-quarrers
of a billion pounds on statins in 2004, benefiting approximately
rwo and a half million patients, saving an estimared 9,000 lives and

preventing heart attacks.

Clot-busting drugs

5.222 The National Service Framework goal is tha eligible
heart attack patients should receive clot-busting drug treatment
(thrombalysis) within 60 minutes of calling for help. There has
been consistent and sustained impmw:mr;n{ in the Faster d:liwr}r
of clot-busting drugs to heart attack patients since the NSF was
published in 2000.

5.223
received thrombolysis within 30 minutes of arriving ar hospiral,
compared to only 38 per cent in March 2000. At the end of 2004,

the proportion of patients receiving treatment within 60 minutes

In 2004, over 80 per cent of heart attack victims

Figure 5.1: Total Number of Statins Prescription Items Prescribed and Dispensed in the Community, in England,

since January 1991

Presuripetine semas | D00}
TS -
Ml =
AT
] -
101 |-
SEH |-
jzon |-
jidEl -
15001 =
M |-
240 -
2 LW} =
1 541 |+
[ECi =

e

A
Fuad S

Lk Lk

Jo-Nilar 142
Jud S o

Ll Dl o

s~ Mar 1R

Apu-faa
Pl her
Chon D
Nisse Mar 1508
N o s [

T Klir 11

In Emergency Care

5.220 There have been improvements in the reatment of heart
attacks. G681 auromatic external defibrillators (ALEDs) were placed
in |10 public places around the country in the first phase of the
programme, which started in February 2000. Sites include raibway
stations, airports and one shopping cenere. Management of these
AEDs has been devolved ro the NHS as of | February 2005.
Ambulance trusts will be responsible for the training (and re-
training) of volunteers and for maintaining the equipment in the
sites where the AED)s have been installed. Up o May 2005,
evidence sugrgesis thar 58 lives have been saved thmug_h the work
of this programme.

5.221 A further 2,300 AEDs were procured in Seprember 2004
with funding awarded to the British Heart Foundation by the Big
Lottery Fund. Funding has also been approved for Community
Deefibrillation Officers in 31 Ambulance Trusts. The Department
of Health is responsible for delivering the programme in light of
experience gained to date.
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af ::a||iug for pml'-.'isinnﬂ |'|-:|p was 54 per cent, cumpzmr,! o
24 per cent in 2000. An increasing number of patients are
receiving thrombolysis before they arrive in hospital. 1,659
patients to date have received clot-busting drugs administered by
ambulance service p.ammcdics.

Rapid Access Chest Pain Clinics

5.224 The roll out of Rapid Access Chest Pain Clinics
{RACPCs) started in 2000 and national coverage was achieved
in 2003. Monitoring of performance began in March 2001, when
75 per cent of p:ltir:nts were scen wichin 14 days of referral. Most
recent data showed 92.6 per cent of patients were seen within
14 days of referral.

Angiograms

5.225  In 2003-04, over 124,000 angiograms wene carried our
in the NHS compared to only 74,000 in 1995-96. Currently, over
05 per cent ufpr"i:ms wairing for an :ng'iugam are seen within
six months. The NHS is set to increase this o 100 per cent by the
end of 2003,




Heart Operations

5.226  In 2003-04, the NHS performed nearly 62,000 coronary
revascularizations (a collective term for coronary bypass operations
and angioplasty procedures), over 21,000 more heart operations
than in 1999-2000. There have been radical reductions in the
Iengzh of time patients wait for treatment. {}nl}' a few Vears ago
it was not uncommon for patients to wait over two years for
surgery. Mow, no one waits over three months and heart patients
are being offered a choice of hospital for their treatment at time

af dLa.gnusls.

Figure 5.2: Trend in Number of Heart Procedures
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Figure 5.3: Trend in Number of People Waiting More
Than & Months for Heart Treatment
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Figure 5.4: Trend in Number of People Waiting for
Heart Treatment
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Figure 5.5: Trend in Number of People Waiting More
Than 3 Months for Heart Treatment
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Recruitment and retention of staff
5.227

badies and the NHS to impn::-'.':.' FeCrLtment, reteniion, :mining

The Deparement of Health is working with professional

and development of saff in key areas, including cardiac
physiologists, perfusionists, critical care nurses and primary care.
A competency framework for CHID is under development. The
first part of the comperency framewoerk covering prevention, hean
failure and rehabilitation was launched on 11 November 2003,

Long-term investment

5.228 There has been continued long-term investment in the
capital infrastructure needed to support further expansion of
cardiac surgery. In addition to the major capital developmenis
announced i March 2001 and Movember 2001 (ar P:‘-I].'I‘\‘«'\l.rt'll'l,
Sourth Tees, "E"n]vrrlmmpmn. Bristol, Liv::rp-uul, |.’-l;u'|:|mu|.
South Manchester, Central Manchester, Leeds, Sheffield,
Southampron and P'I:.-'mml[l:], a Further three schemes at
Nottingham, Leicester and Essex were announced in October
2003. A scheme at Hull was announced in January 2004,
financial support for the nerwork of Kent laboratories was
announced in February 2004, and schemes ar Dorset and
Somerset and Mewcastle were announced in March 2004, The
total cost of these developments is £600 million.

5.229 In 2002, the New Opportunities Fund announced
£110 million funding for coronary heart disease, of which
£65 million is being used 1o provide new angiography labs, which
provide diagnostic facilities for heart disease. The Deparument has
made available an extra £60 million 1o enable 8% labs to be
installed, which will speed up diagnosis significandy for patients
with suspecred heart disease.
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PREVENTION OF ILL HEALTH

Physical Activity

5.230 The Chief Medical Officer’s report on the impact of
physical activity and its relationship to health, published in
June 20044, presents serong evidence for the many potential
health benefits from being active, including a lower risk of coronary
heart disease, stroke, type 2 diabetes and certain types of cancer.

5.231 The details of implementing the White Paper
commitments and other physical activity programmes were set out
in Cheosing Activity: a plrysical activity action ‘ﬂ-ﬁfm e puhlish:d in

March. Mext steps include:

® improvements to parks and public places through the Safer and
Srronger Communiries Fund;

® increased cycling through the development of new oycle lanes
and rracks, enabling more children to walk or cycle o school by

linking the National Cyele Metworks to school;

® by 2006, all maintained schools will be in a schools sports
partnership, with a target of at least 400 sports specialist schools
and academies with a sports focus;

® by 2010, building on existing programmes, all schools in
England to have active travel plans, helping more children 1o
wialk or eycle safely 1o school;

® build on Local Exercise Active Pilots, investing over the next
three years in initiatives to promote physical activity, supported
by guidance to promote best practice for local authorities, PCTs
and voluntary bodies with regional Physical Acriviry
Coardinaors o coordinate delivery of activity interventions and

SUpPport |'r|;|rmllng for use of the Fund;

® build on the Swteinable Trevel Touns pilots to develop guidance
for local authonities, PC TS and others on whole-town approaches
to shifting from cars ro walking,. cvcling and public transport;

® work with key interests to develop best practice guidelines on
providing free swimming and other sport intiatives, for
publication in 2003;

® new iniTiali.'i-'fs 1] L'ﬂli.'l.flllmg'l: [l'l.l.:' LISC Gllrlcdﬂm[fm [0 l'll'ﬂ-mﬁ[{'
awareness of the benefits of physical activity among pupils in
school and in clinical pracrice;

- |Jllbiih|i 4 gmdt‘ for the local NHS and clubs o encourage and
foster links with football clubs on improving the health of their
local communiries; and,

® cstablish pilots to dﬂ'ﬂ‘!ﬂp the evidence basc for effectiveness an
promoting health and wellbeing through the workplace,
im:|l.|dir|H innovative approaches o active living.

Smoking

5.232 During the period April 2004 10 December 2004,
around 313,100 people set a quit date through the NHS Stop
Smoking Services, and around 170,600 (54 per cent) were
successful ar the four-weck follow-up. This compares with
116,200 in the same period in 2002-03 an increase of 47 per cent.
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5.233 During the same period, 10,239 pregnant women set
a quit dare through the Services and 5,100 (50 per cent) had
successfully quit ar the four-week follow-up.

5.234 The NHS Stop Smoking Services are part of a
comprehensive six-strand tobacco control strategy, each strand has
a measurable impact on reducing smoking prevalence. The
Drepartment of Health has substantially increased irs media and
education caln;migrls with an all ycur—rmmd presence on 1V,
In addition, the Department of Health has supported both
Cancer Research UK and the British Heare Foundation on new,
hard-hitting anti-smoking campaigns. These campaigns have now
become the main reason why smokers said they tried 1o quit
in 2004,

5.235  The Tobacco Advertising and Promotion Act 202°% came
into force on 14 Fcblua.l].r 2003, hringing o an end newspaper,
billboard and magazine advertising, in-pack promotions, direct
markering and almost all whacco sponsorship. Regulations
greatly restricting poine of sale advertising came into force on
21 December 2004, Regulations prohibiting tobacco brand
sharing will come into force in July 2005, as will prohibitions on
sponsorship. Since Seprember 2003, misleading rerms like ‘light',
‘mild” and ‘low tar’ were removed from cigarette packs and from
other tobacco products from Seprember 2004, Bigger and more
direct health warnings, such as “smokers dic younger’, have been
compulsory en cigarette packs from September 2003 and on all
tobacco products from Seprember 2004,

5.236  In 2005, The Department of Health will consult on
introducing hard-hiting picrure warnings on twbacco products.

5.237 On 16 December 2004, the Government ratified the
WHO Framework Convention on Tobacco Conerol (FCTC),
which is the first ever global health treaty: It provides the basic wols
for countries to enact comprehensive tobacco control |egis|a:i0n.
The FCTC came into force on 27 February 2005.

5.238  On 16 November 2004, the Government published the
White Paper Choosing Health: Making Healthier Choices Easier,
proposing radical action to tackle tobacco:

® the NHS improving the way it helps people 1o stop smoking and
stay stopped;

® smoke-free environments becoming the norm both ar work and

at leisure;

® proposals to put hard-hitting picture warnings on cigarette
packers;

® further restncoons on tobacco m‘iwnising;

® tough action on shops thar sell cigarettes to children; and,

® further reductions in tobacco smuggling.

5.239  Choosing Health also sets out proposals for legislation, in
Engl:lm]. o shift the halance signiﬁmn:l}r in favour of smoke-free
environments, | he imerable is:

® all Government departments and the NHS will be smoke-free
by end 2006;




® enclosed public places and workplaces smoke-free by end 2007,
other than licensed premises (and those specitically exempred);
and,

® for licensed premises, arrangements in place by end 2008
I'I'L'H.ki.l'lg ﬂIDSE tIIEI ].'il'-L'Flll'E Hl'll'j SCIVC I-EH.'H.I ';i!'l.ll:ll{ﬂ—rﬂ,.‘l.‘.

Obesity

5.240 The NHS Improvemens Plan: Purting People ar the
Heart afﬂhHir Services (2004)%%7 shows how the WNHS will, in
partnership with other organisations, make further in-roads
into levels of obesity and other major causes of discase.

5.241 Reducing obesity is one of the six overarching priorities
of the Choosing Flealth White Paper published in November 2004,
In March 2005, we published Defivering Choosing Health: Making
Healthier Choices Easier, Choosing a Berer Dier: a Food and Health
Actson Plan and Choosing Acvivity: a Plysical Activiey Action Plan,
These set out how the commitmenis will be delivered and how they
will contribute to the delivery of the PSA rarger announced in
July 2004 (jointly owned by DH, DIES and DCMS):

halting the year-on-year rise in obesity among children aged under
F1 by 2000 inr the context of a broaeer strategy to tackle obesity fn the
population as a whole”.

5.242  The development of the public health workforce is a key
long-term issue. As a firse step, £3 million has been allocated 10
PCTs over 2004-06 to fund training for healthcare professionals
in obesity prevention and management.

Nutrition
Choosing a Better Diet: a food and health action plan

5243 In C]‘ma:iug Health, published in November 2004, the
Government set out its programme of work to improve nutrition
and health in England, with a focus on rackling obesity,
particularly among children. Cheosing a Berter Diev: a Food and
Health Action Plan, published in March 2005, will summarise how
we will deliver that programme and also contribute w the
Government's Sustainable Farming and Food Strategy, in which
the commitment to a food and health action plan was first made.
Choasing a Better Diet: a Food and Health Action Plan presents the
action thar the Government will take across a wide range of areas,
including:
=~ healthy eating in a consumer society and how information
can be improved to enable healthier choices;
= encouraging healthy eating behaviours in children and
young people, including improving dict and nutrition in
schools;

— promoting opportunities for healthy eating in the
communities where we live;

~ ensuring that the NHS promotes healthy eating in all aspects
of its work;

~ promoting opportunities for healthy eating in the workplace
and ensuring thar the public sector leads by example; and,

~ working with the food industry to increase the availability
of, and access o, healthier foods.

Healthy start and breastfeeding promotion

5.244 Government proposals for the new Healthy Starr
scheme, which will replace the current Welfare Food Scheme, were
published in February 2004, The first stage of reform of the
Welfare Food Scheme was the introduction of a new application
form for pregnant women, introduced in October 2004.
Consultation on the draft Regulations for Phase 1 of Healthy Sart
began in February 2005, Phase 1 is due w h:.'gin mid-2005, with
national rolloue i Spring 2006. The new scheme will allow
beneficiaries to exchange their vouchers for fresh fruir and
vegetables, as well as fresh milk and infane formula, and will
equalise benefits for breastfeeding and non-breastfeeding women.
A communications and training programme for beneficianies and

health professionals will be introduced in parallel 1o the scheme.

5.245 To support the new scheme, an Infant and Child
MNurrition Resource Pack was published in Movember 2004 and
distributed to all midwives and health visivors. This is part of an
overall communications strategy o meet the NHS PMlan and White
Paper commitments 1o support |1r::us.tfu.'cdinj;|__ The Department is
n:vicwing the Infant Formula and Follow-on Formula Hfgul.'uinn:i
with a view to further restricting the promorion of follow-on
formula and will be pressing for amendments o the EU Direcrive

on il"IFEII'II Fﬂ]’l‘l'll.'ll.'L and FE]“E}W—E]TI I'm'nmla.

5 A Day including school fruit and vegetable scheme

5.246
Fund) made £10 million available to support the establishment of

The MNew Opportunities Fund {(now the Big Louery

66 local 5 A Day community inidatives, led by Primary Care
Trusts, to increase access to, and availabilicy of, fruit and
vegetables within disadvantaged communities (reaching over six
million E:r.'upl::j. Choosing Mealth made a commitment to extend
the number of schemes and PCTs involved from April 2006,
following evaluation of the 66 community initiatives, due w
be completed in December 2005, We will alse be launching
new resources for those working in PCTs o deliver the 5 A

Day MEssage.

5.247 The 5 A Day logo is now licensed with over 450
organisations. We will extend the use of the 5 A Day logo 1w
composite fruit and vegerable produces, and foods trgeted ar
children. The nutritional criteria to be used is due w0 be
completed in autumn 2005, We are also considering ways 1o
simplify the 5 A Day messages for children and adules — for
example, 'using a handful

5,248 The national roll our of the Schoal Fruit and Vegerble
Scheme was completed in November 2004, Nearly two million
4-6 year olds, in over 16,100 schools, are now receiving a free piece
of fruit or vegetable every day. The Department of Health
committed £77 million for the period April 2004-March 2006 1o
roll our and maintain the scheme. We will consider extending the
scheme to stand-alone LEA maintained nurseries, following
completion of the national evaluation of the scheme, due to be
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completed in mid 2005. A survey of the School Fruir and
Vegetable Scheme in October 2004 found that over a quarter of
children and their families reported that they were eating more
fruir ar home after joining the scheme, nising to neary a third for
social class CZDE.

Food in schools and school meals

5.249 Following successful pilots carried out in over 300
schools in 2004, a comprehensive Food in Schools Toolkit is now
available from local healthy schools coordinators or ar
www.foodinschools.org. The Toolkit provides gllithm:t and
resonrces for helping schools become healthy schools by promoting
good practice through the day in breakfast clubs, mck shops,
vending machines, lunch boxes and cookery clubs, as well as
through water provision, growing clubs and the dining room
environment. This resource is being fully integrated into the joint
DH / DFES Healthy Schools Programme.

5.250 An evaluation nfmnndary school meals, carried our in
lace 2004, found that although in most cases healthy food was on
offer, children frequently selected oprtions high in far, salt and sugar.
The DH is now working alongside [DFES and FSA 1o make
improvements to the nutrition of school meals, by revising school
meals standards, and 15 :ﬂmngh' cul't!.'id-:ring the introduction of
nutrient-based standards. We will alse consider extending the new

standards, subject to legislarion, to cover food across the school day.

Food promotion/advertising to children
5.251
place a comprehensive approach to restrict further the advertising
and promotion to children of those foods and drinks high in far,
salt and sugar. We will look to Ofcom to consult on proposals wo

Choosing Health set out our commitment to having in

tighten rules on broadcast advertising. sponsorship and promotion
of food and drink. We will work with industry, advertisers,
conswmer Eﬂ:lupi :I:lnd “:hUT :lltﬂ.l'i.{.'hﬂ]llt'lﬁ L1] fllf..'ﬂl.lmgl: new
meastres to strengthen existing voluntary codes in non-broadcast
areas and will establish a new Food and Drink Advertising
Promotion Forum to review, supplement, strengthen and bring
together existing provisions. The Government will monitor the
success of these measures, and assess their impact in relation to the
balance of food and drink advertisi ng and promotion to children.
If, by early 2007, they have failed o produce change in the nature
and balance of food promotion, we will rake action through
t‘!ii'itil'li-_.." rovETS Or new |L‘gi£|illiul1 to imp]::mr:ut a L'II::III]." defined
framewark for regulating the promotion of food to children.

Sale

5.252 W are working with the Food Standards Agency and
industry to reduce the salt content in prepared and processed
feods. We asked all stakeholders o produce action plans in
MNovember 2003 and commitments to salt reduction have now
been obrained from 65 organisations. An action plan has been
developed 1o take forward the work on salt, which includes the
formation of a small stakeholder group to discuss the establishment
of interim rargets for key categories and a Ave-year framework for

g6

self reporting. In keeping with the White Paper commitment to
work with the food industry to increase the range of healthier
fonds, this work will now be extended o include reformulating
Plﬂﬂfﬁﬁﬂd rﬁ]ﬂd_'i {8 I'I:[j'l,.ll:c r:'ll,' ﬂ"d Sugxr‘

Public procurement

5.253 Building on the work of DEfRAs sustainable
procurement initiative and best practice, the Deparvment will work
with stakeholders on a new working group to develop and
implement nurritional standards for all foods procured by the
National Health Service, the Armed Forces and HM Prisons.
Government will promate the agreed procurement standands to the
private secror,

OLDER PEOPLE'S SERVICES
- improve the care provided to older people

5.254 The Older People’s Public Service Agreement for
2003-2006 15 to: fmprove the guality of life and independence of alder
peaple so that they can live at home wherever possible, by increasing
!!if‘.r Mierch 20006 the number |:r_,|r thise ::rpj.l}aﬂ'm" :r':.rm‘m'wr{p 1o five ar
hame to 30 per cent of the total being supported by social services ar
home or in residential care. This arget was reached in March 2004,
when the number of households receiving intensive home care was
30.1 per cent of the total number of older people being supported
at home amd in caire homes, There was an increase of 5,700 homes
receiving intensive home care, compared to March 2003, and the
target was reached two years before the targer dare.

5.255 The new PSA rarget, agreed as part of the Spending
Review 2004, takes this further by including a target not just to
shift the u::1p]1.15is of where SUPPOIT 15 pm'l.'idu:l., bur also to increase
the total numbers of those supported to live at home, The rargert
is to improve the quality of life and independence of vulnerable
older people by supporting them to live in their own homes where
possible, by:
® increasing the proportion of older people being supported to live
in their own home by 1 per cent annually in 2007 and 2008;

and,

® increasing. by 2008, the proportion of those supported
intensively 1o live ar home to 34 per cent of the roral being
supported at home or in residential care.

The National Service Framework (NSF)
for Older People
5.256 Most of the infrastructure and organisational

requirements for local delivery of the NSF are in place.

5.257  All general hospirals thar care for people with stroke have
a specialised stroke service as deseribed in the stroke service model.

5.258 Inrermediate care services, which bridge the gap between
hospital and home, are supporting more than 331,271 people
a year, with 80 per cent of these being older people.

5.259 Major progress has been made in promoting health.
There has been increased uptake of:

e




# flu vaccination, rising from 65 per cent of over-65s in 2000 to
7l per cent i 2004:

#® breast cancer screening, rising from 103,000 women over 65
in 2000 w0 148,700 in 2004; and,

® smoking cessation, rising from 12,900 people over 60 per year
in 2000-01 to 42,900 in 2003-04.

Assessment and Access

5.260 The milestone of April 2004 for implementation of the
Single Assessment Process, which places older people at the heart
of the assessment of their needs and subsequent service planning
 and delivery, was mer, and practice continues to develop
and improve,

5.261
made to councils with social services responsibilities in England
in 2003-04. An estimated 1.74 million clients received services
during the year, a rise of three per cent from 2002-03.

5.262 In 2003-04, 70 per cent of new older clients had received
all services spcc't[icd in their care plun within two weeks of their

An estimated two million contaces from new cienes were

completed assessment.

Community equipment services

5.263 70 per cent of England had community equipment
SOTVICES inlcgra!ud berween WHS and social care in 2004,
compared to 400 separate NHS and social care services in 2000,

5264 The Local Government finance settlement announced
£80 million over two years 2006-07 and 2007-08, for a
‘Preventive Technologies Fund' which will help councils and their
health service partners introduce electronic tcchlm]ngy mneo
people’s homes o help keep them independent and help prevent
them going into care or hospital.

Financial help

5.265 The carers’ grane has increased each year and has
prm'idai an extr £325 million for carers’ services over the past five
years. It is worth £125 million in 2004-05 and will nse w0
£185 million in 200%-06. In the Local Government finance
settlement ar the end of 2004, the Department confirmed s
commitment o continue the Carers’ Grane until at least the end
of the 2007-08 financial year.

5.266  The Cavers (Egqual Opportunities) Act™ received Royal
Assent in July 2004, The Ac will ensure thar carers are able to ke
up oppormunities that those withour caring responsibilities take for
granted and will be implemented from April 2005. A new carers’
performance indicator will be puhii:.l'u:d in aummn 2003, w ensure
that councils recognise thar suppore for carers continues to be a
priority for the Government.

5.267 More people continue to enjoy the control and Hexibility
that a dircer payment can offer. In 2003-04, 17,300 adults aged
18 and over received direct payments during the year, increasing
from 9,600 in 2002-03, a rise of 80 per cent. Of these, 11,300
were aged berween 18-64 (an increase of 61 per cent) and 6,000
were aged 65 and over (an increase of 122 per cent).

Delayed Discharge

5.268 Since the implementation of the Connmunity Care
H.'Fr&:yr.:a" Discharges ete) Ace 200377, the levels of delayed
discharge have continued to fall considerably, from 4,267 in
September 2003 (the start of the shadow aperation period) 1o
2,619 by June 2004. Compared with Seprember 2001, almost
4,500 fewer people are experiencing a delayed discharge on any one
day. The reduction in delays has not focused on any particular age,
the number of over-73s experiencing a delay on any one day has
fallen by over 3,700 since September 2001, Only 4.43 per cent of
patents aged over 73 are experiencing a delayed discharge
compared to 12 per cent in September 2001.

Extra care housing for older people

5.269 Housing has a central role to play in enabling older
people to remain invelved in their community and o live their
lives in the way they wish, It has 1o be allied with care and support,
and a wide range of other services such as transport and
community safery.

5,270 [Extra care !umziing can !:ln:widt' i .l;l.lpimr:ivt' E'n'il:lg
environment, sometimes with the added benefit of assistive

technology. It should offer:

# flexible care;

® 24 hour support from social care and health eams;
® acoess to meals;

® domestic support;

® |cisure and recreation facilities; and,

® 24 hour/7days a week security to create a genuinely
safe environment.

5.271 The Extra Care Housing Fund, run in parnership by the
Department of Health and the Housing Corporaton, has the
support of the Office of the Depury Prime Minister and aims 1o

develop innovative housing with care options.

5272 The D:_'pmmr;m of Flealth made £87 million available for
2004-06. In total, 46 projects have been supported, providing 3,076
new units of extra care housing. The majority of the successful

projects involve new build provision, with some r-,'nm-.h:”jng of

existing sheltered housing schemes and upgrades 10 communal
facilities. The Government's original target was to produce 1,500
exira care housing places with this fund in 2004-06. Schemes funded
include some retirement care villages as well as schemes in genenal
supporting provision for older people with dementia, older people
with learning disabilities and intermediate care Bicilities. £2.3 million
within the fund has been set aside to fund schemes for adules with
learning disabilities. A further £60 million for extra care housing in
2006-08 was announced in the Spending Review 2004,

Ending Nightingale wards

5.273 The elimination of Nightingale wards for older people
is one of the key aims of the NSE To dare, over 260 Nightngale
wards for older people, plus another 350 Nightingale wards for
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other patient groups, have been repliced or convered into
more modern multi-bedded bays, which give patients more peace
and greater privacy.

MENTAL HEALTH SERVICES

— improve the care of patients with mental
illness and reduce mortality and morbidity
from mental illness

5.274 The PSA agreement states thar we will:

fmprove life ontcomes of adwles and children with mental bhealth
problems through JEAr-gR-year Improvenents in Access 1o erisis aned
Chiled and Adolescens Menral Health Serviees, and rveduce the
martality rate from suicide and undetermined infury by ar lease
20 per cenr by 20110,

Suicide rate
5.275
current data indicates we are on track o achieve the arger by

The suicide rate 15 ar its lowest recorded ﬁgm‘e and

20110, The target requires a reduction from the 1995-97 baseline
of 9.2 deaths per 100,000 population to 7.4 deaths per 100,000
in 200902000/ 200 1. The latest suicide mnnimring dara for the
three-year period 2001-03 shows a reduction of 6 per cent to
8.6 deaths per 100,000. Significant progress has also been made
in reducing inpatient deaths and in reducing the suicide rate for

young men which was particularly high.

5.276  Implementation of the Mational Service Framework for
Mental Health (MHMNSE) contributes to the above target, The
provision of mental health services in the community is being
strengthened. Menzal health services have taken great strides to
improve access to effective treatment and care, reduce unfair
vanation, raise standards and provide quicker and more convenient
services. As at the end of March 2005, there were around 343 crisis
resolurion, 261 assertive ourreach and 109 carly intervention teums
established in England. 17,500 people are now being seen by
assertive outreach teams and around 69,000 people benefited from

crisis resolution services in 2004-03.

5.277  Inaddition progress has been made in establishing other
new workers, around 1,500 community Garteway workers are
being employed to coordinate and ensure prompr access ro mental
health care; and around 600 graduate primary care mental
health workers, trained in brief therapy techniques, are being
appointed to provide first line treatments within primary care
teams and suppore clinical governance in primary care.

5.278
eradicating all unsuitable wards through increased capiral
investment in the mental health estate is underway. This will focus
on improving local and general psychiatric intensive care units. £30
million has been allocated for capital spend in 2005-06,

5.279 A programme of work to reduce inequalities and ro make
services more responsive and appropriare 1o Black and minority
ethnic communities in mental health is a priority. In January 2005,
we published "Delivering Race Equality in Mental Health Care’,

A new programme to modernise inpatient carc by
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an action plan for reform of services. Implementation is now
underway. A framework for the introduction of Community

Development Workers (CDWs) has also been published. CDWs

will link with local Black and minority ethnic communities to
build capacity within the community and bridge gaps with local
services. A national steering group to oversee progress is chaired
jointly by Rosie Winterton, Minister of State and Lord Victor
Adebowale Chief Executive of Turning Point.

Strengthening the workforce

5.280 There have been ﬁign:i:ﬁc.'tnt increases in the numbers of
consultant psychiatrists (49%), mental health nurses (21%)
clinical psychologists (74%), non-medical psychotherapists
(125%), and art/music/drama therapists (23%) working in the
NHS5. A programme of action to 'tmpr-::n.r:: recruioment and
retention of consultant psychiarrists was published in 2004 and its
implementation is underway. Work which aims to maximise the
skills of the mental health workforce under the New Ways of
Working programme continues. In the light of policy changes, a
review of mental health nursing is raking place in 2005 in order
to ensure thar we maximise the skills of mental health nurses.

Future developments

5.281 A national programme to reduce stigma and
discrimination, SHIFT, is l.'I]'l-IJEl’wa",-' ﬁﬂiuwing the launch of From
Here to Equalicy ** (June 2004). A five-year strategic plan, which
includes action o address the issues in this area hig‘hlighmd in the
‘Social Exclusion Unit Feport on mental health’ was also published
in June 2004,

5.282 Work o develop mental health services within the
context of key national initiatives such as Choice, and the
Public Health White Paper, Choosing Health "* is also underway.
Within these programmes there will be a focus on improving
irll;.?l.'l:'l-:l.li:[lll'l Li+] suppurl‘ SC'IF-]'I.L"FM ACCESS [0 ﬁ!:ﬂi[:l‘i‘ﬁ, ]nclui.liﬂg
psychological therapics, improving care for those with long-term
conditions and reducing health inequalities.

Child and Adolescent Mental Health Services

5.283 The Department is investing abour £300 million in the
period 2003-04 to 2005-06 to improve and expand CAMHS in
line with the standard in the Public Service Agreement to
provide a comprehensive service in all areas by 2006. This aim is
not only supported by the extra investment, bue also by the
guidance given in the CAMHS section of the Mational Service
Framework for Children, Young People and Maternity Services™ ¥
published in September 2004,

5284 CAMHS Regional Development Workers are actively
helping both commissioners and providers to expand and improve
services in line with guidance set our in the National Service
Framework. The main measure of progress is the annual CAMHS
Mapping exercise. The second exercise results were published in
2004, They indicated increased levels of CAMHS provision. The
number of CAMHS reams increased by 23 per cent, staff by 15 per
cent and cases seen by 12 per cent compared to the previous year.

e



Prison mental health
5.285
gencral population and a primary objective of the National Prison
Mental Health Programme is to reduce suicides and self-harm in
prison. A new multi-disciplinary framework for the management

Sutcide rates in |.'|ri5u|:| remain highr,r than in the

of suicide and self-harm has been developed through collaboration
between Prison Health (the Department of Health), the National
Institute for Mental Health in England (NIMHE), the safer
cusmd}' group {lsart of the Health FRI!’IIIl'.'I.‘iI]iF!IS directorate of the
Mational Offender Management Service) and the Mrison Service,
This framework is currently being rolled our, supported by
comprehensive training for staff, across the prison estate. Prison
mc:nl:al h:ﬂltl'l [cl:rumi ha\-‘L‘ hCL’]'I. CEIJhIiSh‘Cd i.ﬂ C‘.’]C}L DI'- TI.'II'.'
NIMHE regional development centres,

5.286
health services for people with severe mental illness in 102 prisons.

360 prison in-reach workers are now providing mental

A project that aims o reduce walEing tmes and provide seamless
eransfers to hospiral for those prisoners in the acute phase of a
severe mental illness commenced in April of this year. Best practice
guidance for commissioners and frondine staff has been published.
This provides a framework for evidence-based mental health
services from the point of arrest, through prisons to release into the
community. The implemenrtation of this guidance is being
suppﬂrtr:d by each of the NIMHE n:gi.una] development centres.

5-28’? A pmgmmmc ﬂ:l'- mtnl:tl hﬂﬂltll AW TETRESS Ir-iti.“il:lg rﬂl’
Prison Service officers has been developed, the delivery of which
15 I:n:in_g eoordinated via the NIMHE n:ginn:il d-.“.'flﬂpmr:ut
centres, Pare of this well received package includes a multi-award
winning mental health awareness training video, designed
specifically for prison officers.

CHILDREN

— improve children’s health and social
care services

National Service Framework for Children,
Young People and Maternity Services

5.288 The NSF for Clildren, Young People and Maternity
Services was published jointly by the Department and DEES, in
September 2004. This followed publication of the I:mpim]
standard in April 2003. The NSF sets standards across health and
social care and some education services. The NSF forms an integral
part of the Government’s strategy for children and young people,
Every Child Matters: Change for Children™ .

5.289  Five standards have been set which apply to all children.
These cover promoring health and wellbeing; supporting
parenting; child-centred care; growing-up inte adulthood, and
safeguarding and promoting the welfare of children and young
people. The other standards cover children who: are ill; disabled
children and those with complex health needs; the mental
health and ps:,.'d‘m]og:cg] ml;l;bc:ing_ af children: and medicines and

maternity services.

5.290
which illustrare whar the standards mean for children with specific

:"l.lungaidc the standards, :.'xcllsplar:: Wene pulﬂi,shv;d

conditions and are presented as a child's journey through services.
Those published so far include autistic spectrum disorder;
asthma; chronic fat]gur_' syndromelME and aciuired brain injury.
Further exemplars will be published covering a child with mental
health difficultics, the care pathway for a pregnant woman and a

child with cnr::ph:: needs.

5.291
same fime and included the narional and the local actions thar will
be needed 1o deliver the NSF standards. Particular projects will be

The NSF Information Srategy™* was published ar the

the development of datasets for child health, maternity and child
and adolescent mental health, and the development of a
methodology wo map child health and marernity services
(www.childhealthmapping.org.uk) comparable 1o the work that
has already been done te map child and adolescent mental health

services (www.camhsmapping.org.uk).

5.292
wis published in December 2004, It places the health agenda for

The NSF Delivery Strategy, Supporting Local Delipery™ ™,

children in the contexe of 1".'.':'1'}' Child Mareers: (:llangt for
Children, and also sets our the action which the Governmene will

take to support implementation of the NSE

www.everychildmarters.gov.uk/content/documents/ECM%:20
Hmlth%lﬂand%lﬂlﬂcal[}cliwry.pdﬁ

Every Child Matters: Change for Children

An outcomes driven programme

5.293
Green Paper, Government Departments, including the
Department of Health, have been working together to support
local organisations o improve the five key outcomes for children

Following the publication of the Every Child Marsers

identified by the Green Paper:

® he healthy;

® cpay safe;

® cnjoy and achieve;

® make a positive contribution; and,

® achicve economic wellbeing.

Children Act 2004

5.294 These outcomes were set in statory form by the
Children Act 20047, and local bodies, including PCTs, were
placed under a duty by the Act 1o co-operate with each other 1o
improve the outcomes. The Childrenr Ace 2004 included the
following key reforms:

® 5 Children’s Commissioner to champion the views and interests

of children and young people;

® a duty an key agencies ro safeguard and promote the welfare
of children;
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5. The NHS Plan - a plan for

investment: a plan for reform

® csrablishment of statutory Local SiFL‘guarding Children’s
Boards 1o replace the current Area Child Protection Committess;

ﬂ:l'ltl..

® creation of an integrated inspection framework and the
conduct of Joint Area Reviews o assess local areas’ progress in

IMPrOving outcomes.

Chief Nursing Officer's review

5.295 In response tw a recommendation in Every Child
Matters, the Chief Nursing Officer published a review of the
nursing, midwifery and health visiting contribution to the health
and wellbeing of vulnerable children and young people in
August 2004547, The review included recommendations on:
service planning and integration; workforce issues: health
vi,sj:int_-"_ g:;nr_'m] pmc:iu-:'. school nursing; sq:cuml:lry care;
midwifery; child protection; information technology; and

professional practice.

Development of Children’s Trusts

5.296 Thiry-five ‘pathfinder’ children’s trusts have been
integrating health, social care, education and other services for
children and young people. The Children Act provides a
legislative basis for the extension of children’s trust arrangements
across all 150 local aiihority areas.

Regional Change Advisors

5.297
Education and Skills have appointed 12 'Regional Change
Advisors’ to work across health, social care and education 1o

The Department of Health and the Department tor

ensure that the Every Child Matters: Change for Children agenda,
and the five outcomes it is builr around, are delivered effectively
in partnership.

Joint Inspection Arrangements

5.298 The Healthcare Commission has joined with other
inspectorates, including OFSTED and CSCI, to develop both a
joint framework for the inspection of children’s services, and
Arrangements for mm.{un::irtg "Joint Area Reviews which will ook
at an arca in terms boch of the fve Every Chiled Marrers: (.lfffjfi:_qvﬁr
Chiledren ourcomes and the contribution thar different services
make to those outcomes.

QUALITY OF CARE

— improve the quality of clinical care and
ensure a more patient-centred service

Patient Advice and Liaison Services (PALS)

5.299  PALS services are available in all trusts, providing
information, advice and SUPPOIT 1O patients, familics and their
carers. Operating to national service standards, PALS provide a
focal point for patient feedback, acting as a caralyst for service
change to improve the patient experience of using the NHS.

5.300  In 2005, funding is being used o further develop the
service nationally in the following ways:
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L dcve]upmcm of PALS Online — a web based tool to enhance
service access and best pr:lq:ticc information cx{:l:angﬂ for
PALS and members of the public;

® development of SHA PALS networks; and,

® strengthen partnerships with other key agencies 1o enhance
mainstreaming and development of PALS.

5.301 In addition, a two-year national evaluation of PALS
began in March 2005, 1w assess the extent o which PALS
are contributing to a change in NHS culwure that places
paticnts and other service users at the heart of service planning,
delivery and improvement.

Patient and Public Involvement in Health

5302 Panents’ Forums (also known as Patient and Public
Involvement Forums) have been in place for NHS trusts and
Primary Care Trusts since December 2003 and for NHS
Foundanon Trusts since r"L|}rjE 2004 — there are around 5,000
forum members altogether. Since Forums have been in operation,
they have been working with local communities, the NHS and
other key stakeholders o seek the views of the public about the
NHS and ro improve patients’ experiences of the NHS.

5.303
Health (CPPIH) is responsible for ensuring Patients’ Forums have
staff supporr, training and guidance to enable them to carry out
their functions. The CPPIH will be abolished as part of the review
of the Department of Healths arm’s length bodies — Patients’
Forums will, however, continue, In future, the NHS Appointments
Commission will be responsible for making appointments to
Patients’ Forums, a new “centre” will be established o provide
information and guidance for Patients’ Forums and the NHS

The Commission for Patient and Public Involvement in

about patient and public involvement, and new amangements will
be purt in place to provide staff support to Patients’ Forums.

5.304 'Work is also raking place with the Healthcare
Commission and the CPPIH 1o strengthen the relationship
berween the role of Patients’ Forums and the Healtheare
Commission. A consultarion exercise to seck views about the detail
of these new arrangements ended on 30 January 2005, and the
response setting out further derails about the furure arrangements
was published in March 2005, The Government's response 1o
the consultation included the following proposals:

® NHS Appointments Commission will be fully responsible
for forum appeintments from the abolition of CPPIH in
August 20006;

#® |n the future all forums will be required to have chairs who will
be appainted by the NHS Appointments Commissions — forum

members will be involved in this process;

® The proposed ‘ppi resource centre’ will become a resource for
both forums and the NHS from December 2005;

® Staff support will be provided under a limited number of
contracts, focused on the nine existing regions;

® Forums will be combined within PCT areas bur retain a focus
on every MHS trust in that PCT area;



# The number of forum members across England will remain art
least ar the same level;

® We will consider the development of regional and national
nerworks for forums; and,

® Forums will continue to be involved in the development of the
work needed to make these recommendations happen.

5.305 The NHS is continuing to deliver its dury to involve and
consult the public. This means consulting and involoving:

# in ongoing service planning. not just when a major change is
proposed:

® in the development of that propesal, not just in the
consideration of a proposal; and,

® in decisions abour general service delivery, not just major
changes.

5.306 Best practice guidance showing examples of how
involving and consulting has changed patients’ experiences was
kunched in October 2004 entitled G.-ﬂiug Over the Walls How: the
NHS is fmproving the Patients Experience™ ",

Overview and Scrutiny Committees

5.307 A grant of £2.25 million has been awarded ro the Centre
for Public Serutiny (CIPS) to support, facilitate and evaluate health
scrutiny. The CPS has set up two groups to assist its work — a
Stakeholder Manng:mcnt Grﬂup. comprising the Local
Government Association, NHS Confederation, Healthcare
Commission, CPPIH, Audit Commission, Social Care
Commission, Social Care Institute for Excellence, Office of the
Deputy Prime Minister, and the Department — to oversee the
strategic direction of the work. In addition, a ‘Practitioners’ Forum’
comprising officers from local government and the NHS, is
bringing expertise to this project.

NHS Healthcare Standards

5.308  The Health and Social Care (Community Health and
Stardards) Ace 2003 gives power to the Secretary of State for
Health ro publish a statement of standards to improve the qualicy
of care.

5309  Standards for Better Health was issued for a twelve-week
public consultation on 10 February 2004, Over 500 responses were
received and a summary of these can be found on the DH website.
The final version of Standards for Better Health™*" was published
on 21 July 2004.

3.310  The standards are wide ranging and cover the full
spectrum of NHS provision, including primary care and public
health, and apply to all organisations providing services to or for
the NHS, including foundation trusts and treatment centres.

3311  There arc 24 core standards and 13 developmental
standards. The core standards draw the key requirements on the
health service into one place and give patients an assurance of what
they can expect from the NHS. The developmental standards are
designed o provide a dynamic force for continuous improvement

over time, as well as to enable health care organisations and the
public to see progress being made year-on-year.

5312 There is a direct relationship berween the standards ser
out in the national service frameworks and the healtheare
standards, which they support. The N5F frameworks should
be seen as elaborating the healthcare standards to tailor
them specifically to the needs of the relevant condition or

client group.

5.313  The Healthcare Commission will decermine the d-:gm;
to which standards are met. It is currently helding a public
consultation on the criteria it will use 1o assess performance relared
1o ¢ach of the core standards, which will contribure o performance
ratings for 20035-06.

National Clinical Audit

5.314
programme of national clinical audits. This builds on the clinical

The Healthcare Commission has developed 2

audit programmes transferred to Commission for Health
Improvement from the National Instiute for Clinical Excellence
and from the Nadonal Clinical Audit Suppert Programme
(NCASP) funded by the Department. Full details of the
Healthcare Commission’s programme can be found at
www.healthcarecommission.org.uk. Mr Graham Copeland, a
W:ming.mn-baml surgeorn, has been appuirth:d Clinical Audie
Development Director. Based within the Clinical Governanee
Support Team, he is leading on work to support local clinical

:'II.II'.‘I i pmgmm Nes.

Clinical Governance
5315 In Hup[r_'ml':u:r 2003, the Natonal Audic Office TEPOCL,

Arf:iryirrg Improvements .r.":mug:".r Clinical Governance: @ Progress
Report on e .Fmpfrmrmmi.wr in WES Trases™ ™, found thar abour
three-quarters of trusts had identified improvements in the
healthcare they provided as a resulr of implementing the clinical
governance strategy. The report highlights the beneficial impac
clinical governance has already had and cites the importance of the
Clinical Governance Sup;m-r! Team, rn;'cun'luu:nd'lng thar the
SUpport and advice it pl::n.'idc-s to organisations should continue

to be developed and enhanced.

5.316  Following the publication of the Cabinet Office report
Reducing Burdens in Healthcare Inspection and Menitoring™™,
Strategic Health Authorities (SHA) are no longer expected 1o
submit their development plans and end of year reports o the DH.
Deadlines for completing reports and plans are now set locally by
each SHA, not by the Department, as set our previously in
guidance issued in 2002,

5.317  In his report, Making Amends"*™, Professor Sir Liam
Donaldson, Chief Medical Officer for England, proposed reform
of the way the NHS clinical negligence system currently works.
The proposals included establishing an NHS Redress Scheme o
offer an alternative ro litigation when things go wrong.

5.318 Work is moving forward after consultation with a
broad range of stakeholders, including clinicians, health service
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5.

managers, the legal profession and patients. Discussions have been
wide-ranging and included how the proposed NHS Redress
Scheme might work in practice, and how it could link to other
refiorms such as the NHS Complaints Procedure and the work of
the National Patient Safery Agency. The Department intends to
make an announcement shortly.

Controls Assurance

5319  The conerols assurance standards process were abolished
in Auguse 2004,

Single-sex accommodation
5.320

commitment to protecting patients’ privacy and dignity, and o

The Department of Health has given a sirong public

ensure the provision of single-sex accommodation in all
NHS hospirals.

5.321
deliver separate sleeping areas for men and women, separate toilet

Clear objectives have been set for the MHS, designed o

and washing facilities and, for those trusts delivering mental healh
services, safe facilities for pcn|'||1: whao are m::nmtl}r ill. The NHS
is continuing to build upon the 95 per cent compliance achieved
by the rarget date of December 2002, By December 2004:

® 99 per cent of NHS trusts provided single-sex sleeping
accommodation for planned admissions and have robust
operational policies in place to protect patients’ privacy
and L‘|igj1ir:,'1

® 90 per cent of NHS trusts met the additional eriteria vo ensure
the safery, privacy and dignity of people who are menrally ill; and

® 97 per cent of NHS trusts provided properly segregated

bathroom and toiler facilities for men and women.

5.322  Over 99 per cent of general inpatient wards meet the
standards that we have set. The remainder will achicve those
standards on completion of Privare Finance Initiative developments

and other building projects currentdy underway.

IMPROVING PATIENT EXPERIENCE

5.323 Following Parliamentary approval of the Health and
Social Care (Community Health and Standards) Act 2003, the
Navional Health Service | !'.bmpfai}m‘j Rﬂqn.ﬂ'e.rfnm 2004 came
into force on 30 July 2004. These regularions transferred
rﬂ:.‘-pnll'silrili.lj.' for the 'Ludcpcnd.cm review of NHS r;nmp]aims o
the Healthcare Commission.

5.324 [Introduction of a revised, wider starutory framework for
MHS complaints, due to be introduced in spring 2004, was put
on hold pending publication of the Shipman Inquiry’s fifth report.
The local resolution stage of the complaines procedure remained

largely unchanged.

5.325
recommendations in the Shipman fifth report, which covers the
NHS complaints process. We will discuss the recommendations
with stakeholders before making a decision on how to proceed.

The Department is carefully considering all the
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Nonetheless, the Department now aims to introduce a revised
NHS complaints procedure in 2005.

Independent Complaint Advocacy Services
(ICAS)

5.326  The Independent Complaints Advocacy Service (ICAS),
launched on 1 September 2003, provides trained advocates 1o
support people in England wishing to complain about the
treatment or care they received under che NHS. During its first
yvear of operation, 1CAS concentrated resources on frontline
delivery with 88 per cent of staff being client facing. One of the
priorities for 2005-06 will be to agree good practice for ICAS
delivery. We will also consult stakeholders abour the future
direction of ICAS in response o th.'tngc.-s in the NHS Complaines
Procedure.

Director for Patients and the Public

5.327  Harry Cayton, the Director for Patients and the Public,
has made a significant contribution to ensuring the patient-centred
vision for the NHS, sev out in the NHS Plan™, bocomes a realiny.
Harry ensures that the views and experiences of service users
inform and engage with policy development and service delivery
to improve patient experience. During 2004-05, he chaired the
Warking Group on patient charges for NHS dentisury; divected
the national consultation on choice, which led wo Building on the
Best; and chaired the Expert Group on the regulation of cosmetic -
surgery, whose report was published in January 2005.

5.328  Future work also includes publishing guidance on:

® payment and reimbursement for service users involved in patient
and public activities;

® cthics and parient and public involvement; and,
® paticnt and staff consent for flming in MHS premises.

5.329 Harry Cayton rook over the straregic leadership of the
Expert Patient Programme, chairing the programme’s Strategic
Management Board which has a significant proportion of patient and
voluntary sector organisations on its membership. This group will
ensure the successful implementation of the EPP and thar qualicy
standards are applied effectively. He has also been appointed chairof
Connecting for Health ( formerly the National Programme for [T)
Development Board, the role of which is to ensure the engagement
and representation of patients and NHS saff in Connecting
for Health.

Patient feedback surveys

5.330 Listening to the views of patients is essential for
delivering a patient-centred service, and all NHS trusts and PCTs
take part in a rolling programme of patient surveys administered
by the Healtheare Commission.

5.331  To darte, nearly | million patients have given their views
about local services across a range of healthcare settings, The results
are used to form part of the assessment of NHS service providers

for the ratings system. Survey results will also be used o assess
against the new framework Standirds for Beeter Health™ ™.

m—-ﬂ'——--u =



5.332  During 2004-03, the Healthcare Commission will carry
out four national surveys asking paticnis across England abour their
experiences of emergency departments, outpartients, mental health
and primary care services. Findings from the first two of the
2004 -05 SUCVEYE WETe pul:lish{:d on the Healtheare Commission
wehsite in February. Results showed thar, nationally, around seven
in ten or more uscrs of AKE and outpatients services rate the
quality of care they received as excellent or very good (70 per cent and
78 per cent nspm:tiwi};], while a further one inosix (18 per cent and
16 per cent) rate their care as good. Two in three or more also say
that they were complerely sarafred (68 per cent and 72 per cent) with
hewe the main reason for cheir visie was deale wich, A similarly high
proportion of patients are positive about most of the different
aspects of care and trearment covered in both surveys.

5.333

are available on the

Derailed reports for the most recent surveys

Healtheare Commission website
www.healthearecommission.org.uk. Results tor the 2004-05
primary care and mental health service survey will be published in

summer 2005,

The Voluntary and Community Sector (VCS)
5.334 The VICS already plays an imporrant and valuable role

in SUPPOILng service users and carers, Jt:n.'ing a l-nn!; tradition of
working with the NHS and Secial Care to deliver quality
services for a wide range of people with diverse needs. We are fully
committed to the recommendations in the 2002 Treasury cross-
cutting review of the VCS in public service delivery. We are
working with the Home Office to implement its recommendartions
as well as cxploring what more can be done in the specific health
and social care context o make the Reviews conclusions a
reality. We have also been actively engaged in the Treasury's VCS
Review as part of the Spending Review 2004, Older Peoples
Services was the focus for the Health element of the review, which
will be taken forward in fndependence, Wellbeing and Choice™™ the

Green Paper on the future of adult social care in England.

5.335 The 31 recommendations from the Section 64 grant
scheme review, published in Seprember 2003 ", were accepred
in principle and are being put into practice incrementally. Our
implementation of the S64 Review recommendations and a
determination to strengthen support for volunteering in health and
social care, is part of a wider straregy 1o build a progressive,
dynamic and innovative partnership with the VCS.

5.336 Launched in September 2004, Making Pareserships
Work for Patients, Carers and Service Users — Strategic Agreement ™
i the first exclusive agreement berween the Depariment, the NHS
and the VCS. It reflects and complements the *Compact” and its
Codes of Good Practice ar all levels of partnership working. It is
2 key milestone in strengthening partnerships between the NHS
and social care, independent and voluntary sectors in erder
improve the quality and range of service planning and provision.
Informed by the response of the VCS to the Making Partnerships

Wark consulation, this jointly developed Strategic Agreement
provides a framework for a new strategic partnership with the VCS.
A Mational Strategic Parmership Forum has been formed 1o build
on the Strategic Agreement and enable the VICS o contribure ar
a national level o the health and social care reform agenda. The
Forum will deaw up an action plan to support the development
of local partnership working, As well as identifying and addressing
the main barriers to partership, the Forum will be a focal point
for good practice and innovation.

Self-care

5.337
NHS Plan vision for a healch service designed around the

Selfcare is one of the five building blocks in the

kX

patient. e Wanless Repore™ emphasised the porenual benefits
from enhanced suppon for self-care. There is growing evidence to
show that supporting self-care improves health. For example,
emerging findings from the Expert Patients Programme indicates
Improvement in healdh outcomes for |1~¢n|'.|1¢ and reducton in the

use of services,

5.338

NHS ill'ld SIZM.'iﬂ] e :II'IL:I mn tllf \'ﬂlltl‘ll:ll’_!r' SOCTO r”'Il:.' NHH l‘}il't'l.—[

Self-care has become integral to major policies in the

family of services, the Expert Patients programme, the Model for
Supporting People with Long-Term Conditions, Cheasing
Healeh*** and the Mational Service Frameworks now have sclf-care
as a key component. This is also in keeping with 1'.-n?|:pli:;
expectations — a Mori survey commissioned by us has found that

patients and the public want mare support for self-care.

5.339

more appropriate use of services through the development of a

The main driver for this work is imprm'cd health and the

culture in which self-care is accepred as parc of the integrated care
solution. We published a guidance document Self Care — A Real
Chaice: Self Care Support — A Pracical Opeion™ which deseribes
the benefits of self-care and how NHS and social care practitioners,
professionals and managers can provide self-care support in their
routine business. Over the coming year we plan to increase the
evidence base on self-care and lecal good practice examples of
successful self care support initiatives. We will also suppore the
Working in Partnership Programme (established in the new GMS
Coneract) to develop and implement three innovarive projects
for setting up integrared self-care support initiatives in several
PCT economies.

A Safe, Clean, Comfortable, Friendly
Place to be

5.340  The patient expericnce is now firmly established ar the
very heart of everything that we do in the NHS. Greater
attention is being given 1o gewing the basics of care right — cleancr
hospitals, better food, a pleasanter hospital environment where
services are provided by stall who are attentive to patients’ necds
and proactive abour improving standards.
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investment: a plan for ref

Clean Hospitals
5.341

paramount imporance to patients and the public. It is a visible
manifestation of the health of the NHS. It is also a source of

reassurance at a time when there is considerable public concern

A clean, comforrable and safe environment is of

over healthecare associated infections.

5.342
and strengthened, particularly through the introduction of a more
robust ‘weighting” process. The changes included the expansion

from 18 to 24 the number of areas assessed, and the sub-division

The 2004 PEAT programme was signiﬁc:md}' revised

of the form into 130 séparate "elements’.

5.343  Asa result of the revised assessment, over 97 per cent of
hospitals were assessed as “acceprable’ or betrer, with 49 per cent
being rated as good or excellent. Out of 1,184 hospitals assessed,
failed to mect acceptable levels, and each of these
subsequently produced an action plan derailing the steps 1o be
taken to effect improvements.

5.344 For 2009, the system hhas been further enhanced wirch the
introduction of a new area n:]:uing 1o infection control ]_lru.;:u]ums.

5.345
INHS — A Gusde to Contraciing for l':."r.-.rm'ﬂ‘g""" wWis |}uh|i5|1r::i [

just 27

In December 2004, a new guidance decument for the

aszizt the NHS in vn_sur'mg thar all contracts for cleaning deliver
the appropriate mix of quality and value for money, rather than
being based on cost alone. Included in this document are revised
cleaning standards, recommended minimum cleaning frequencies
and a guide to 'Best Value' selection processes. During 2003, a
Ward Cleaning Management System will be introduced to assist
in the process of placing more responsibility for what gets
cleaned. how often and by whom, into the hands of matrons and
senior nursing staff.

Engineering and Science

5.346  New technologies and increasingly complex buildings
require hospitals with high quality engincering services. By
incorporating the latest scientific mclmﬂl::gir;s and best practice,
wi can ensure that we ger the most our of our healtheare estarte,
and provide safest and efficient healtheare buildings for patients,
stafl and visitors, Since 2002, the Centre for Healtheare
Engineering has been the recognised centre of excellence for
healthcare engineering, providing leading-edge expertise and
evidence-based strategic advice to the NHS.

5.347
infection control and the built environment, This includes

c.:'-"'l Tl rls, “"l“l{ illﬁu EI'I.{UII'IPHSSL‘S issues 5||rmu|1¢|ing

developing new engineering ventilation models for use in
wsolation, setting up working groups w develop fearures that will
reduce reservoirs of infection, supporting the work to improve
standards in clinical practice and funding research around
reducing HCAT rates.

5.348  For 2005, a new core suite of technical healtheare specific
guidance will be developed. This major restructuring exercise, the
first for over 30 years, will ensure thar Health Technical
Memorandums will continue to support the NHS in delivering a
world class environment for care for patients, visitors and staff.

94

Environment and Sustainability

5.349 The environment in which Fmp!c live and work has a
key influence on their health, Government policy states chat
environmental considerations in areas such as energy, waste and
ranspert must be properly taken into account in the acrivities and
services of the WNHS,

5.350  In accepring that many resources are limited, progress
towards achieving environmental aims, goals and aspirations has
to take into account cconomical considerations. The NHS
already has considerable experience in looking after its estate and
facilities to provide essential services from within ser resources and
budgets. DH Estates and Facilities continues o work with
other Government departments on new and forthcoming
EU Directives, legislation and regulation as it affeces the NHS
and provision of healthcare services overall. This will include
supporting the Department of Health during the UKs EU
|’n:5idcnq' 1 2005,

The Matron's Charter

5.351 The Marront Charter: An Action Plan ﬁr Cleaner
Hﬂ_gpr'm o wae launched in Ocrober o support impm\'ud
cleanliness and lower rates of healtheare associated infection. The

Charter is one of a series of measures o tackle cleanliness in

hospitals, announced in Fowsards Cleaner Hopitals and Lower Rater

of Infection™*7, published in July 2004,

5.352 The clear, non-technical document reaffirms principles
of personal responsibility, teamwork and the importance of
invalving nurses, in particular matrons and infection contral
nurses, when setting up cleaning contracts. To keep cleanliness ac
the forefront of everyone’s mind and encourage ward teams 1o
work together towards a common goal, the 28 February became
*Think Clean Day’.

OM THE GROUND

Kings College Hoipiral bave set up a Pasient Envirosmens Foram, i
response £ rising frfection rtes and complines abont cleaning. The form
K ipnt frone che Ewvironment Office, nfecrion Control Nurse,
Coneract Services Manager, Domeitic Supervisors, ward staff and
paricwes. The key achizvemenss of vhe group fuve been a decrease in MBS
rates, increaed screening for MRSA and changes in infection control
prictice,

Better Hospital Food
5.353

is a vital component in effective overall healtheare.

5.354  Since its launch in 2001, the Bewer Hospital Food
programme has been addressing issues of access, availabiliey and

Ensuring patients can get enough food and nutrition

quality through a range of initiatives such as 24-hour catering, new
recipes, improved menus and additional snacks. There has been
significant progress across all areas, and the Patient Environment

Action Team (PEAT) process in 2004 found that in 93 per cent

of haspirals food quality is acceprable or better.

i



5.355 Ower the coming year, the BHF programme will
continue 1o address issues raised in the Council of Europe report
relating to the prevention of under-nutrition in hospirals.

5.356 In addition, work will be rken forward 1 explore the
practicalities of, and issues around, extending the range of
choice available 1o patients each day. Guidance on identifying
the causes of and managing food waste will also be issued,
and work will continue to be taken forward with the NHS 1w
build on issues surrounding Sustainable Development in food
procurcment/provision,

Ward Housekeeping

5357 Ward hua.mrkcq:b:r: are kq, members of the ward team.
Their role is centred firmly upon the patient and the fulfilment of
their basic care needs. Ward housekeepers ensure thar wards are
cleaned to agreed standards and kepr clean, thar patients receive
food that they can eat and enjoy, and by making certain that ward
aquipmfnt 15 available and wnriting. Ward |1u||5-:1u:|:p¢rs have
become, for many patients, the person to turn to for their non-
clinical needs.

5.358 Ower £14 million has been invested o suppore the
introduction of ward housckeepers across the NHS. This
investment has released staff and organisational energy o make
rapid progress — so much so thar the target to introduce ward
housekeepers into half of all NHS hospinls was mer ahead
of schedule.

5.359  Ward housekeepers are now working in over 53 per cent
of all hospitals and in larger hospitals, where the majority of
patients receive treatment, 70 per cent have established
housekeepers. This means thar the majority of trusts, (66 per cent)
with hmpi[a]s, have mmeroduced huusrk-l:cpl:r_l: and are Seui!'lg
tangible benefits for patients and staff.

5.360  Many trusts are so pleased with the success of their ward
housekeepers thar have begun o introduce them in areas other

than wards. For example, many trusts now employ ward
housekeepers in A&E departments.

5.361 Basic Care Networks continue to operate in each
Strategic Health Authority 1o help and encourage trusts in
sharing best practice, problem solving and learning from each
other. The Nerworks, open to all trusts within the SHA area,
are chaired jointly by nursing and regularly discuss local and
national issues such as Think Clean Day and the NPSAs “clean
your hands' campaign.

| ON THE GROUND

- Ar Sanddwell Hospieal ine Birmingham, housekeepers check and clean the
|m.f¢gﬂwr@pmmhj-mmmﬁﬂmaf&l{rm They
 aleo check stems such as drip stands, chairs, flovoer vases, stafl fridges and
rnﬂtrugwpmg They receive copies of the monthly PEAT ingpeerions,
- wibich Matrons undertike swith support services, and follow sp on the
* actions idenifiecd. I the spirit of improving services by working in different
- wtys, howsckeepers have completed aining to carry out a daily check af
LihMWd'.udmmqnqﬂml.

Bedside Televisions and Telephones
5.362 Working with the private sector, the NHS has benefired

from over £115 million in private investment, and services are
delivered at no cost to the NHS. Entertainment plays an
important part in our everyday lives, but before chis investment
patients in major hospitals had lietle in the way of bedside
entercainment and communicarion wich friends and relarives,

5.363 By the end of December 2004, 155 hospitals provided
ntegrated TV and relephone services ar the patients bedside, giving
around 75,000 parients access to the service. Another 64 hospitals
were having the system installed or had signed a contract to do so.

A healing environment

5.364
highly successtul King's Fund Enbancing the Healing
Enveronment inttanve. Our vision 15 to creare a furure where

The lkpanmcm of Health continues 1o support the

healthcare Architecture and Diesign positively contributes to
healing and promotes wellbeing for patients. staff, and visitors
through positively influencing design quality within the
Environment of Care. Continuing work with the King’s Fund
and the construction industry is being driven forward o ensure
that the investment being made in MHS buildings produces
m:‘ll-dﬁigncd. functional buildings of which we can all be
proud.

5.365 A national ‘Design and E:Dsting' funcrion within the
Deparement will provide mulvi-facered, professional expertise
to the NHS and indusiry addressing stravegic healthcare design
and capiral investmene, promoting qualicy environments,
which are value for money and fit for purpose. This function
will conrinue the work of the former MHS Estates Centre for
Healthcare Architecture and Design to maintain, develop and
deliver the SofS’s major design programme and support the
NHS to deliver up-ro-dare, fit for purpose, patient focused
healthcare |1ui|=ling,s.

5.366  The partnership with bodies such as the Commission
for Archirecture and Hu:ihlin;; Environment (CABE) and the
Prince’s Foundation will continue. Working with CABE ro
raise the profile of design with schemes being procured through
Local Improvement Finance Trust (LIFT); and partnering the
Prince’s Foundation to carry our the Enquiry by Design process
with MHS trusts which invites stakeholders of a proposed
development to collaborate in producing a strategic
development framework plan,

5367 The NHS Design Reviews of major capiral schemes at
two key stages, from initial concept and prior to financial close,
is progressing alongside the NHS Design Champions agenda.
There are approximately 350 NHS design champions raising
the profile of design at trust board level.

5.368 A new website-based collective memory for design,
OnDesign, was launched in 2004, providing a porual
demonstrate design innovation. It is a visually led repository
of information, providing a valuable resource o the NHS
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front line, allowing staff ro take virtual wurs of inspirational
projects across the country, sharing best practice and lessons
learnt, on-line.

5.369 The Environment for Care programme is providing
the NHS with the information and support it needs w create
patient and staff spaces that support the healing process—The
Enviromment for Care Club, of which HRH the Prince of Wales is
a founding member, is ensuring that the message about the
therapeutic benefits 1o patients and staff of well-designed
healtheare environments is reaching a wide audience. The
Environment for Care Club now has more than 150 members

from the NHS, private, public, academic and voluntary sector.

Patient Safety

5,370 Emurinp_ the s:tl'cl}* of patients has become a high
visi11i|i[j.' 'th:L|i[].' of care’ issue for those dq:]iu:ring healeh care, not
just here but worldwide. In this country, we are helping to lead an
international initiative championing patient safery and puring it
right at the centre of all health care being delivered roday:

5.371  The National Patient Safery Agency (NPSA) has a major
role in helping the Department of Health and the NHS to make this
agenda forward. Established in England as a special healch authoricy
on 2 July 2001, the NPSA has since extended its services to Wales.
Its core function is to improve the safety of NHS patient care by
promoting & culture of reporting and leaming from adverse evenis,

5.372 The NPSA has already begun to have an impact on
patient safety and has introduced the National Reporting and
Learning System (MRLS) for patient safery incidents, and has
linked MHS Truses in England and Wales to the system, as well as
issuing practical solutions to help make care safer for NHS patients
in a range of areas, including:

® safer storage and handling of strong potassium solutions;

® solutions to help prevent deaths linked vo methotrexare;

® improving infusion device safery; and,

® using alcohol-based hand rubs to reduce hospital infections.

5.373  Over time, the agency will begin to give us a real handle
on the scale of the problem — allowing us to understand the real
extent and nature of patient safery incidents, and the ability 1o act
on that knewledge,

5.374 Following the 2004 review of the Department of
Health’s arm's length bodies, the National Clinical Assessment
Authority (NCAA) will be brought into the National Patient Safeery
Agency (NP5A). The NCAA has made a major impact on the
handling of poor practitioner performance and shortening long
suspensions of doctors. The Authority has received 1,500 referrals
from local NHS organisations and provided expert support and
back up to help with problems arising in a docror's practice, The
NPSA will also support high qualivy, independent ethical review
of all research that could affect patients. The NPSA will ke on
the lead national perspective on hospital food, cleanliness and safe
hospital design. NPSA will also take over responsibility for the
national confidential enquiries from NICE.
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5.375 Further informarion abour the Agency's work is available

on its website at www.npsa.nhs.uk

5.376  Safety is the first area within the new NHS standards
thar, frem 2005, all organisations providing NHS care in
Englﬂnd “':i]l bl: CKPEEII'.TJ L{e B0 T 8

5.377  DH Estates and Facilities are committed o providinga |
safe environment and reducing risks for both panients and swff in
the NHS. The Defecr and Failure Reporting System exists to
manage reported risks relating 1o non-medical equipment,
I::I'lgl'nccling planl. installed services and huilr]ing fabric in the
NHS. The system, which holds over 12,000 records, provides

a risk management resource for discrete areas of risk within
the MHS, which in tum protects and mainrains pllhiic health
I'II'II." EEI!'-‘EI.}'.

5.378
Safety Executive to work in collaboration on safety and securiry,

In addition, a concordar exists with the Health and

concentrating on arcas where patients are most vulnerable
i.¢. theatres, wards, outpatient areas.

5.37% DH Estates and Facilities will work rogether in
pantnership with other Government departments as well as Fire
and Emergency Planning Divisions throughout England to
meet the shared objective of improving fire safety measures to
safeguard the welfare of patients, visitors, staff and premises
thraugheout the NHS property porifolio. |

NHS DIRECT

5.380 NHS Direct is a nurse-led relephone helpline providing
health informartion and advice 24 hours a day. The NHS Direct
principle is to provide people at home with easier and faster advice
and informarion abour health and the NHS. NHS Direct nurses
arc highly experienced, trained professionals who provide patients
with the same high quality consistenr, safe level of service
across the country. The benefits apply not only to patients who get
fast and appropriate advice on the best way of tackling health
problems. but also to the NHS because it is an efficient way of
using NHS resources. Ir allows other services, such as GP
co-operatives and accident and emergency departments, h
to concentrate their efforts where they are most needed.

5381  The NHS Man™™ commirted NHS Direct to a number
of key access targets:

& MNHS Dhirect, in collaboration with the Briosh Dental
Association, health autherities and the NHS Information
Authority, has been able o direct patients o NHS dentistry
since September 2001. The clinical algorithms were developed
by dental professionals and implemented in NHS Direct. These
algorithms introduced an clement of clinical consistency and
safety for dental calls that had not previously been available
through the NHS; i

® Since March 2002, access to out-of-hours care through NHS
Direct has been available to 10 million patients. Technical and
operational links are now in place w allow NHS Direct 1o
transfer calls to any out-of-hours provider in the country; and,



® MHS Dircct has been able ro refer directly patients o
pharmacists where appropriate, for advice about medicarion or
minor aillments of injurics, since Pl.pril 2002, This has helped
many paticnts receive a quicker and more appropriate response
to their problems. It also makes better use of the skills of
pharmacists and helps relieve some pressure on GPs.

5.382 INHS Dircct has also been involved in contributing 1o a
responsible and coherent response to public health, NHS Direct
has worked with the Deparement of Health w provide a public
‘helpline in the event of health alerts. These have ranged from local

_incidents, for example chemical spills, ro handling calls during a
“multi-regional heparitis C look-back exercise, as well as the Alder
Fey Indenendent Inquiry: NHS Direct has deak with 1,235 health
scares to date.

5.383 INHS Direct has responded o the growing appetire for
high quality health informartion, which makes health one of the
| most important reasons for using the internet. Over the next
: mup&: of years, a number of exciting |wse:ihi|i|:i|:_-; exisr 1o
i develop this mult-channel approach further in particular in terms
| of increased interactiviry.

5.384 Inaddidon o expanding the range of services offered by
‘NHS Direct Online, NHS Direer will further extend choice
.I']'lmugh the new NHS l}igitn[ Interactive service.

5.385 The NHS Direct Interactive service was launched on
digial satellice in December 2004 and will provide health
‘informarion via digital TV, NHS Direct Interactive will provide
the following information:

# an A-Z of healch-relared 1ssues, in:h:dil:g hundreds of mpir_ﬁ
covering illnesses and conditions such as flu, diabetes, coronary
hearr disease;

# advice on looking after yourself, on diet and nurrition, on
exercise, on quitting smoking and on sexual health;

# video clips on a range of health topics; and,

® tips on how o use the NHS - such as how to register with a GI?
— and informatien in 16 different langungﬂ, dimciing LISErS 10
the NHS Direct telephone interpretation service.

5.386
gateway that will further improve the speed and convenience of
public and patient access to the NHS and health information from
the MHS.

5.387 The expanded role for NHS Direct Online and the
launch of the NHS Direct digital TV service will not only greatdy
increase aceess but is symbolic of a changing role for patients as
Co-partners in care.

MODERNISING PATHOLOGY SERVICES

5.33& Inn February 2004, the Department of Health published
good practice advice for the NHS, Madernising Pathalogy
Services™™. This sct our a vision for the NHS of pathology
services, which:

NHS Direct Interactive will open up a major new

® are buils around the needs of patients and their clinicians, y.-e'mg
services from their perspective;

& enable and empower staff to work across traditional boundaries
to deliver the highest quality care to all;

® offer patients greater choice in where, when and how they access
pathology services; and,

® arc integrated into wider service developments and
improvemenes.

5.389 In April 2004, Dr lan Barnes was appointed as the
Giovernment’s first Mational ]’ulil::lug@' Adviser, o champion
pathology modernisation across the country and to help drive
forwand change. lan is supported by the Mational Pathology

{'h'r:r:cight f:mup (zet up in .-"Lugusl: last year), which he chairs.

5.390
access to treatment, making diagnostic services, including
pathology, more fexible and responsive 1o patients’ needs, and
increasing pluraliey of providers sets the framework for the next

The NHS Improventent Plans "™ focus on speeding up

stage of the Medernising Pathology Programme.

5.391 .‘:i|mciﬁc I"melilq_el o suppon pathology modernisation has
also been made available: £9 million revenue and over £53 million
L';I.[lilu:l over the p:'rinrj 2000 3-8

NHS DENTISTRY -
REFORM PROGRAMME

5.392  In July 2004, the Chief Dental Officer published a report
NHS Dentistry: Delivering Change™™ which focused on the
reforms 1o NHS dentistry thar were 1o be im;ﬂcnn,-un:rj.

5.395

® offer access 1o high quality treatment;

The future vision for NHS {lr:lm'ﬁrr:.' 15 T

® focus on disease prevention; and,

® give a fair deal o dentists and their teams.

5.394 The Government has pledged & series of investments
worth £368 million in 1ol w support both immediate and
longer-term developments thar contribure to the most ambitious
reform and expansion of WHS dentistry since 1948. The
Government's expected spend on dentistry in 2005-06 will be over
£1.6 billion {nex ﬂrj_u[id.‘l'll c|1.:|lgc income) and will represent an
increase of over 19 per cent compared to the equivalent spend in
2003-04, By October 2005, there will be the equivalent of an extra
1,000 dentists providing care for a further two million people.

5.395 [In 2004-05, £50 million was delegared o PCT5 1o
support local schemes aimed at improving access to NHS dental
care and improvements in facilities.

5396 An NHS Dentistry Support Team is working with the
PCTs thar are the hardest pressed in rerms of dental access. Starting
in 2003, the Support Team has now worked with over 30 PCTs,
which is about 10 per cent of all PCTs in England. Each PCT is
supported in developing an action plan that shows clearly what ic
is doing to improve NHS dentstry and matkes sure that it has the
capacity to implement the plan.
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5.397 Training places for dentises will be increased by ar least
170 places from October 2005, an increase of 25 per cent and
£80 million capiral over four years will be provided in support.

5.398
change for NHS dentistry and ensuring that appropriate local

PCTs will be playing a major role in delivering system

services are available to meet the oral health needs of the Tocal
population. In order to provide the NHS and dental practices with
time for change, it is intended that full implementation of the new
contractual arrangements for WHS dentistry will ake place by
April 2006, A further £9 million has been provided to support and
build collaborarive working arrangements between dental practices
and PCTs. By April 2005, 25 per cent of dental practices had
already moved to working in new ways as Personal Dental Service
(PDS) practices.

5.399  As part of the delivery of the national programme for IT,
NHS Connecting for Health has begun to determine the
tunctional requirements for dental I'T. A dedicated Programme
Director and Programme Team has been recruited. Alongside
:,-s.t:lh]in.l*;'mg the wider Funcrional :I'r_'L]llill:lﬂL'E!l[ﬁ for dencal IT,
mening is underway to provide some carly support to dentistry
through the Mew MNational Network (N3} together wich
developing the specification of an NPHT compliant clinical system

for use in England’s dental hospirals,

A VISION FOR PHARMACY
5.400 A Vison for Pharmacy in the new WHS®™, published in

July 2003, welcomed the excellent progress achieved in
implementing the challenging programme Pharmacy in the
Furnre and outlined plans to build on thay success. It also
highlighted the role of pharmacy as being an integral part of the
NHS and its contribution in delivering high quality NHS
services to all patients wherever they live and wherever they
are treated.

5.401

gciwrﬂ|l}' '-'i'L‘-l.I rl."'{.'l.'i\-'ﬂl -;llld d sumimary l.'I-F I.'l't[' [CSpONSscs wWas

published in March 2004.

The proposals within A Visson for Pharmacy were

New contractual framework for
community pharmacy

5.402
pharmacy, which contractors voted overwhelmingly o accepr, was
agreed in November 2004. It applies to England and Wales, and
was negotiated between the Department of Health, the
Pharmaceutical Services Negotiating Committee (PSNC) and the
NHS Confederation. It completes a long-held ambition to

The new contractual framework for {nmmuni[}r

modernise and shape NHS community pharmacy services for the
furure, The new Arrangements went live from 1 ;\Prji 205,

The OFT report on pharmacies

5403 On 18 August 2004, the Department of Health
announced its plans o implement the balanced package of reforms
1o the control of entry system for NHS community pharmacies.
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5.404 The balanced package will continue to raise standards for
patients, to support the needs of small businesses, and 1o do so

without jeopardising the vital role played by communicy

pharmacies, particularly in poorer and rural areas. There are three
main changes:

® introduction of new criteria of competition and choice to the
current regulatory rest;

® cxemption of four types of applications from thar rest; and,
® reform and modernisation of the current procedures.

5.405 The Department published the full report of the expert
multidisciplinary Advisory Group established to advise on how best
to carry out the changes, when the Regulations were laid in March
this year. The changes are being implemented in andem with the
new contractual framework.

Repeat dispensing
5.406
prescriptions, an important element of improving access to
medicines highlighted in Building on the Best'™™. By April 2004,
over 80 PCT Pathfinder sites had gone live. Repear dispensing is
being rolled out nationally from 1 April 2005 as part of the new

Further progress was made on the repeat dispensing of

contractual framework for community pharmacy. As a resulr,
patients will be able to ger their medicines supplied in instalments
from their pharmacy, without having tw go back to their GP cach
time they need a new prescription.

Better advice, better knowledge

5.407 The medicines’ management collaborative continues
to help people make better use of their medicines with nearly half
of PCTs supported w develop local schemes. The Department
funded a PSNC co-ordinated trial in which people with coronary
heart disease received advice on their medicines from their
community pharmacist. The report was published in January 2005
and contains many valuable lessons for the provision of medicine
management services of this type.

5.408 Following the success of last year's event, the second
Ask aboue medicines week was held in November 2004, as part of
the initiative to promore medicines partnership and shared
decision making, berween patients and health professionals o
support effective medicine taking.

5.409 Local Pharmaceutical Services (LPS) pilot schemes,
which provide opportunities for existing pharmacy contractors and
others to get involved in innevative local PCT pharmacy
contracts, continued o l;l.-l':\'tll]l:l«. with I'url:}'ariinc pilnls appmv:d
to date, A national evaluation of LPS has been commissioned and
will report in 2005.

Pharmacists as prescribers

5.410 There are now over 500 pharmacist supplementary
prescribers across the United Kingdom. OF those, over 350 are
in England.



5.411
pann:rshlp berween an :'ndtpr:ndcm plﬁc[ibcr (who must be a
doctor or dentist) and a supplementary prescriber 1o implement
an agreed patent-specific clinical management plan with the
patient’s agreement.

Supplementary prescribing involves a voluntary

5412 A formal consultation on options for the introduction of
independent prescribing by pharmacists has been completed.

Pharmacy public health

5413 The Department published Choasing Health Through
."-'iwmr.mj; A ngrmmur ﬁr Pharmacenreal Public Healeh™™ on
| J’l.pril 2005, which is in line with {'.Tnmrfug Healeh = ,-'L-.f..r.{-.r'ng
Healthier Choices Easier*™. The strategy aims to maximise the
contribution of pharmacists working in all sectors of the
profession to improve health and reduce health inequalities.

Modernising hospital pharmacy services
5414

modernisation of manufacturing of medicines in hospitals is being
overseen by a national Implementation Board, which is new led
by the NHS. Building on the £4 million capiral funding already
invested in the modernisation, £42 million is being allocared for
2004-2006. To build on pharmacists’ involvement in improving
the preseribing of antimicrobial medicines, £12 million is being
allocated over the period 2003 to 2006.

5415 Following the revised Medicines Management
Framework, which was launched in Seprember 2003, the way in
which hospitals use medicines has continued 1o be improved. The
Department’s funding for the Hospiral Medicines Management
Collaborative continues. Lessons learned from the firse 20 trusts
participating in the Collaborative are helping ro inform how best
practice can be shared more widely

Investment in hospital pharmacy has continued. The

Better use of the talents of pharmacists and
their staff

5416 The Department continues to strive to make better use
of the talents of pharmacists and their staff, through improved skill
mix and information technology. A Vision for Pharmacy in the New
MNHS promised further consultation on proposals that, in some
circumstances, pharmacists should not have to supervise personally
the sale and dispensing of medicines, though they would retain
overall responsibility for the conduct of business within the
pharmacy. Consultation on more detailed proposals ended in
March 2005,

5417 Work was progressed to develop the consultant
pharmacist’s role. Guidance was issued on 1 April 2005 including
a national definition for the role of consultant pharmacists and an
approval process for consultant pharmacist posts.

Pharmacy and IT

5.418 NHS Connecting for Health will roll out the electronic
transmission of prescriptions (ETP) service in phases, throughout
2005. The first phase, which involves a small number of sites
operating a basic system, is already underway. ETP is included as

an essential service in the new contractual framework for
community pharmacy. However, the roll out of ETT is logistically
demanding and so the transition period 1o allow pharmacies 1o
prepare for ETP will be longer than the six months allowed for
other essential services,

5.419  The Department, with the NHS Connecting for Health
agency, is working to achieve community pharmacy IT
requirements, to support pharmacists’ expanding role, such as e-
mail, access to an-line information and appropriatc community
pharmacist access 1o patient records. To this end, the Department
is looking 1o isue a consularion document on pharmacist
access to patient records and patient confidentiality in 2005.

Modernising the home oxygen service

5.420
home oEyEEn service in J|||:.' 2003, lf:mrcml].'. COmMmMuRicy

The Department announced plans to modernise the

pharmacies deliver the oxygen cylinder service, with specialist
companies delivering and maintining the oxygen concentrator
service — for panients with long-term needs. Under the rerms of a
new service coniract, a single supplier, for cach of en regions, will
meet all home oxygen needs, including ambulatory oxygen, which
becomes available vo parienes at home for the first time. The four
suceessful companies have been announced and the new serviee

is expected 1o come into operation later in the year.

AUDIOLOGY MODERNISATION PROJECT
5.421 Between September 2000 and March 2005, the

Department will have invested around £125 million in che
Modernisation of I[r_':aring Aids Services (MHAS) project.
Modernisation includes offering digital hearing aids ro all
patients thar will benefir from them, and improving service
facilicies and audiologists’ training. All 164 NHS audiology
departments in England have participated and from 1 Apeil 2005

all departments are now routinely ficting digital hearing aids.

5.422
MHAS project has shown significant increases in hearing aid use
and paticne satisfaction owing to the fiuing of digital hearing aids
as part of a modernised service.

GENETICS WHITE PAPER

5423 The Department of Health published the genetics
NWhite Paper Our fnberitance, Our Future — Realising the Potential
of Genetics in the NHS™ in June 2003, This sex out the
Government’s vision for bringing the benefits of developments in
the knowledge and understanding of the role of genetics in disease

The Institute of Hearing Research’s evaluation of the

to improved healtheare for patients. Building on earlier investment,
it committed £50 million to a number of initiatives 1o build
capacity and skills, and extend the role of generics.

5.424 This has included developing and modemnising the
capacity of specialist genetic services through increased training
places for counsellors and laboratory scientists and £18 million
investment in new laboratory equipment o modernise and
expand laboratory capacity and support reduced waiting times for
test results.
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5.425 Another major focus of the White Paper is developing
the skills and knowledge of non-specialist healthcare professionals,
and we have established a NHS Genetics Education and
Development Centre 1o provide a focal point for genetics
educarion and training in the NHS. The Department is also
funding a number of pilot projects testing out ways of integrating
genetics into other clinical areas; this includes coronary heart
disease prevention and a collaborative project with Macmillan
Cancer Relief 1o develop services for patients with a family history
thar puts them ar increased risk of developing cancer.

5.426
supporting rescarch to generate new knowledge, including

Under the White Paper, the Department is also

£4 million funding for rescarch intw pharmacogenetics for
existing common drugs and £6.5 million for gene therapy for
single gene disorders such as cystic fibrosis, haemophilia and

m LlSI’.'I.II.'lr dj’!\'[ H.PE!EI}".

INDEPENDENT RECONFIGURATION PANEL
(IRP)

5.427

Ministers on |Jm]m.\.1|s foor MHS service t_'lmngc n ]‘.uglmul that

The Independent Reconfiguration Panel advises
F £

have been contested locally and referred 1o the Secretary of State
for Health for a final decision. It also offers supporr and generic
advice to NHS, local authorities and other interested bodies

invalved in MHS service reconfiguration.

5.428
now well advanced. Nevertheless, for many people charged with

The PTOErAMImE i modernise and ':lnpmw the NHS is

the task at local level, reconhguration may be a “omee in a liferime’
event. Appropriate support and advice for these people is
essential. In the last year, the Panel has worked with a variery of
NHS bodies and local authority overview and scrutiny commiteees,
sharing experience and disseminating good practice. Involvement
has ranged from areas planning major service reconfigurations,
such as Bristol and Manchester, to AsSISTINE SCrutiny committees
in Essex and Hampshire in taking on new responsibilities for

health overview and scrutiny.

5.429

reconfiguration 1o organisations from abroad including an expert

The Panel has also been pleased to offer advice on

group undertaking a review of the system for healthcare provision
in France and the Irish Department of Health and Children on
proposals for future healthcare provision in the Republic of Treland.

5.430

members providing an equal balance of clinical, managerial, and

patient and citizen representation. Furcher information abour the
IRP can be found on the Panel's website at www.irpanel.org.uk.

The Panel consists of a Chair, Dr Peter Barrerr, and nine

MODERNISATION AGENCY

5431 When the NHS Modernisation Agency was established
in April 2001, its mission - as set out in The NHS Plan®™ — was
‘0 help local clinicians and managers redesign local services around
the needs and convenience of patients',

100

5.432 By the end of 2004, the Agency had several thousand
improvement projects, covering every part of England and every
aspect of healtheare. Champions of modernisation are now
found in all frontline services and include every profession and
secror of the service. Owver the lase four yedars, at lease 150000 scaff
within the NHS have been engaged in the Agency’s work.

5.433 The Agency has worked successfully to make
improvement a core discipline in the NHS5. Excellence in
leadership ac all levels is a key element in the successful adoption
and spread of modernisation: thercfore, the Modernisation
Agency prioritised the development of clinical and management
leaders for the front line. To date, more than 45,000 nurses, allied
health professionals, healthcare scientists, doctors and managers
have completed development and training programmes run by the
Agency’s Leadership Cenrre.

5.434 The Agency can point to substantial and widespread
benchits from its work. lts Mational Booking Team: Acecss,
Booking and Choice, for instance, helped to achicve the rarger thar
owo thirds of all patient appointments should be booked, and w
achieve it five months ahead of time. Over 40 per cent of
diagnosed cancer patients are benefiting from services redesigned
through the Agency’s Cancer Services Collaborative: Helped by the
Emergency Services Collaboranve, all 24-hour Accident and
Emergency departments have ensured that 96 per cent of
patients are seen, treated or discharged within 4 hours — on course
to achieve the NHS Plan targer of 100 per cent. At the heart of
many modernisation initiatives has been new ways of working,
often involving the redefining the scope and function of individual
jobs. The Agency has helped redesign over 150 work roles
across the NHS, aligning the focus, the talents and the skills of staff
with the realities of delivering care to patients.

5435 In Sr:prcmi'br:r 2004, the Agcnc_',r puhlishcd I Hfgiv

Tmpace Changes for Service Improvement and Delivery — A guide for

NHS leaders*™, The ten high impact changes are based on the
principles of clinical services improvement which is recognised as

one of the most significant emergent directions in healthcare
improvement in recent years. There has been significant interest
in the approach from around the world. With 30,000 copies
already distribured across the NHS and over a million “hits’ on the

website this document now underpins every local delivery plan

across England and is seen as an integral part of evidence based

innovation which will support the concerted efforts underway led

by local communities to transform NHS serviees for the benehit

of patients.

5436 In July 2005, the NHS Modernisation Agency will be
dissolved and a new NHS Institute for Learning, Skills and
Innovation will be established. This will promote excellence and
innovation across the healthcare system, assuming a leadership role
in the implementation and delivery of change in the NHS. It will
also incorporate the new MNational Innovation Centre,

recommended in the Healthcare Industries Taskforce Reporr.
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6. Breakdown of
Spending Programme

6.1 HOSPITAL AND COMMUNITY HEALTH SERVICES
-HCHS Resources by Seclor
-HCHS Current Resources by Age Group
-Resource Allocation

5.26 CENTRALLY FUNDED INITIATIVES AND SERVICES AND
SPECIAL ALLOCATIONS

6.27 FAMILY HEALTH SERVICES
-FHS Gross Expenditure

-F:imil,r Health and Personal Medical and Dental
Services Resources

5.33 DRUGS BILL
644 CENTRAL HEALTH AND MISCELLAMEOUS SERVICES
6.46 PERSOMAL SOCIAL SERVICES

P55 Revenue Provision

-P55 Capital Resources

-How the Resources are Used
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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 Hospital and
Community Health Services (HCHS) in 2002-03, the larest year
for which disaggregated data are available. (The hgure includes
capital charges, but does not include spending on General
Medical Services (GMS) discretionary, Family Health Service
{FH5) p:’u.-.-.'u.rih'u:;: and other related services). For this reason the
rotal differs from the I"lj,;un: shown in Figun: 3.5a

6.2 The proporion of HCHS -:x|1|:'ndimn: by programme of
care is as follows:

® Acute services 53 per cent;

& Mental health 13 per cent;

® Other Community 9 per cent;

® Geriatrics 7 per cent:

® Learning disabilities 4 per cent;

® Marernity 3 per cent;

® () Administration 2 per cent; and,

& Other 7 per cent.,

6.3 The pru-]u:nin:i:nu: nf'njh.'m[ing in the acute hospital secror
reflects the demand for emergency treatment, and the continuing

emphasis on reducing waiting lists and waiting times.

Figure 6.1: Hospital and Community Health Services
Gross Current Expenditure by Sector, 2002-03
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6.4 OF the toral HCHS spend, i.e. £35.1 billion, £0.6 billion
(1.7%%) is spent on administration, |¢:.w'mg £34.5 billion (98.3%)
for patient services. From this, hospital expenditure accounts for

27.9 billion (80.996), communicy services £5.6 billion (16.4%)
and £0.9 billion (2.7%) for ambulance services,

HCHS Current Resources by Age Group

6.5 Figure 6.2 shows that in 200203 people aged 65 and aver
accounted for approximately 47 per cent of total expendinure, a
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group however, that comprises around 16 per cent of the
population. This is primarily because approximately 55 per cent
of acute expenditure and significant proportions of expenditure on
services for mentally ill people and other community services are

for people aged 65 and over.

Figure 6.2: Hospital and Community Health Services
Gross Current Expenditure by Age, 2002-03
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6.6 Figure 6.3 shows the estimated expendirure in 2002-03 on
HCHS for each age group, expressed as a cost per head of the
population. High costs are associated with each birth, bur 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, 2002-03
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6.7 The changing demographic make up of the population
affects the demand for NHS care. The elderdy, in particular, have
an impact. Figure 6.4 shows that over the next ten years the
increase in the population, aged 65 and over, is expected 1o average
1.6 per cenr per year.

6.8 Ohwer the next rwenty years, the growth rate becomes slighdy
more pronounced ar 1.7 per cent per year. To date, the NHS has
been able to manage the increase in the use of its services caused



by an ageing population. However, the pattern of service delivery
may need to change in the future.

6.9 The current trend is for reductions in the growth rate of
people aged 65 and over, but this will end in two years time.
Srarting from 2006, the post-war baby boom will boost the year
on year Emw‘th rates in the elderly papulatjum, with Erc\-wth rates
peaking in 2012,

Figure 6.4: Estimated Growth in People aged 65 and
over: Year-on-year Percentage Increases
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Resource Allocation

Revenue Allocations to Primary Care Trusts for 2003-04
to 2005-06

6.10 Revenue allocations to Primary Care Trusts (PCT3s) for
2003-04 1o 2005-06 were announced in December 2002, The
distribution of resources for the 2003-04 o 2005-06 revenue
allscarions is shown in F'!Eun! 6.5 below. More details of these
allocanions can be found 1n 20003-04, 2004-05 and 2005-006
Primary Care Trust Revenue Resource Limits Exposition Book™".

Figure 6.5: Distribution of Resources for 2003-06
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Primary Medical Services Allocations

6.11 Primary Medical Services (PMedS) allocations o PCTs for
2004-05 were announced in February 2004, The toral PMedS
allocation for PCTs in 2004-05 was £4.3 billion. This was a
non-recurrent allocation.

6.12 This was the first time PCTs received a resource limited
allocation for the commissioning of General Medical Services and
Persomal Medical Services. As a resulr of this allocadon, the General

Medical Services non-discretionary arrangements ceased to exist.
6.13 On 22 November 2004, the 2005-06 PMedS allocation to

PCTz was announced. The total PMedS allocation o PCTs for

2005-06 was £4.5 billien. This was a recurrent allocarion.

6.14 For future allocations, the PMed5 allocation has been made
recurrent and forms part of the 2006-08 revenue allocations to

PCTs — see |Ja:a.g_raph later in this section on baseline c|1.1ngc'..

Revenue Allocations to Primary Care Trusts for 2006-07
and 2007-08

6.15 Revenue allocations 1o PCTs for 2006-07 and 2007-08 were
announced on 9 February 2005. These allocations represent £135
billion invesement in the NHS, £64 billion ro 'CTs in 2006-07,
and £70 billion in 2007-08. The average PCT growth is 9.2 per
cent in 2006-07, and 9.4 per cent in 2007-08.

6.16 For 2006-07 revenue allocations, the range of PCT cash
increases is berween 16.8 per cent and 32.3 per cent over the two
years, with an average of 19.5 per cent.

6.17 Figure 6.6 shows the distribution of increases over the

period 2006-07 and 2007-08 by Primary Care Trust.

Figure 6.6: Revenue Allocations 2006-07 and 2007-08
distribution of increases
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6.18 The distriburion of resources for the 2006-07 1w 2007-08
revenue allocations is shown in Figure 6.7. Furcher information
on the 2006-07 and 2007-08 allocarions is available at:
www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/
FinanceAnd Planning/Allocations/fs/en
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Figure 6.7: Distribution of Resources for 2006-07
and 2007-08
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6.19 It iz not possible to compare the 2003-06 revenue
allocation figures to the 2006-08 revenue allocation figures.
This is because of the changes to the funding included in PCT
allocations. These changes are known as baseline changes — see
paragraph later in this section on baseline changes.

Revenue Allocations - pace of change policy

6.20 In 2003-04 a revised needs formula was introduced. As a
resulr, some PCTs were still receiving 22 per cent less than their
fair share of available resources. By 2007-08, no PCT will be
3.5 per cent below their fair share of resources.

6.21 Figure 6.8 shows PCTs:
& opening 2003-04 distances from rarget; and,

L] cl{:siug 2007-08 distances fram LAFEEL.

Figure 6.8: Primary Care Trusts' Distances from Target -
2003-04 to 2007-08
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Revenue allocations 2006-07 and 2007-08 - changes

Baseline changes

i

6.22 In relation to the 2006-07 and 2007-08 revenue allocations,

there has been a number of bascline changes, the most significant
of which are:

#® rechnical changes. For example, the addition of £1.4 billion o
PCT allocations o fund the increase in pensions indexation
from 7 per cent to 14 per cent; and,

® devolution of funding from central budgers. For example, the
devolution of almost £600 million for NHS funded Nursing
Care and the PMedS allocation referred to in paragraph 6.13.

Weighted Capitation - formula changes

6.23 For 2006-07 and 2007-08 revenue allocations, the following
changes were made:

# population data thar includes an adjustment for population

gmwth was used as a basis for allocatons o PCls:

® 3 primary care component was incorporated into the allocarions,
GMS  cash-limited and GMS
non-discretionary components; and,

which replaces the

® changes were made to the market forces factor (MFF) 1o support
the implementation of Payment by Results, namely the
numiber of zones have been increased from 119 1o 303 and an
adjustment to the weights for multi-site Trusts in the land and
buildings indices.

Choosing Health White Paper - funding

6.24 The revenue allocation separately identifies £211 million in
2006-07 and a toral of £342 million in 2007-08. This funding
represents around half of the £1 billion promised in November
2004 by Secrerary of State o support the Choosing Health Wihite
Liaper™?, The funding has been rargeted to the most deprived areas,
including the PCTs in Speathead areas. [t will enable local delivery
of interventions 1o help o meet new PSA rargets on obesity,
smoking, sexual health and inequalities.

Advisory Committee on Resource Allocation

6.25 Equity in resource allocation is an important issue. The
Advisory Committee on Resource Allocation (ACRA) oversees the
weighted capitation formula, which is used to inform the revenue
allocations to PCTs. ACRA's membership comprises, National
Health Service management, GPs and Academics.

i g
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Figure 6.9: Centrally Funded Initiatives and Services and

CENTRALLY FUNDED INITIATIVES AND
SERVICES AND SPECIAL ALLOCATIONS
(CFISSA)

6.26 The CFISSA programme provides central revenue funding
o implement the NHS Plan and other initiatives. Figure 6.9
provides details of the CFISSA programme for 2004-05 and
200506 budget levels. The figures for these years take into account
all changes made to the programmes since the original
announcement in 2003,

al Allocations (CFISSA), 2004-05 to 2005-06

FAMILY HEALTH SERVICES (FHS)

6.27 Family Health Services are services provided in the
community through doctors in general practice, dentists,
pharmacists and opticians, all of whom are independent
contractors. Their contracts are set centrally by the Department
of Health following consultation with representatives of the
relevant professions, and administered locally by Primary Care
Trusis (PCTE).

6.28 Funding of the FHS is demand led and net subject to in
year cash limits at PCT level, though FHS expenditure has to be
managed within overall NHS Resources. The exceptions to this are
certain reimbursements of GMS GP' practice staff, premises, our
of hours and IM&T expenses payable to doctors in general practice
(GMS discretionary spending), the costs of administration, and
expenditure on drugs and appliances by GPs. Funding for these
items is included in PCT5' (HCHS) discretionary allocations. From
2004-05 onwards, the GMS non-discretionary element will
cease to exist and GMS funding will become part of the overall
'CT allocation as part of the now GP contract,

FHS Gross Expenditure

6.29 Figure 6.10 shows the gross cash FHS expenditure by
services in England, the real terms increase and the year-on-year
growth of discretionary and non-discretionary expenditure.
Gross expenditure means thar figures are not ner of PPRS
receipts and dental and prescription charge income.
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Figure 6.10: Farnil Health Services Gross Expenditure (Cash & Resource), 1993-94 to 2003-04, England
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Famﬂy Health and Personal Medical non-discretionary and discretionary respectively. These decreases
and Dental Services Resources are caused by the significant transfer of GMS GPs into PMS,
6.30 Figure 6.10a shows the distribution of gross resource 0-32 Figure 6.10b charts the total FHS gross expenditure for

expenditure for FHS of £14,684 million in 2003-04 among the  1993-94 1o 2003-04.

constituent Family Health Services, England. I
Figure 10b: Total FHS Gross Expenditure 1993-54

Figure 6.10a: Family Health and Personal Medical and to 2003-04, England
Dental Services Gross Expenditure, 2003-04, England £ million
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6.31 In 2002-03, 8.6 per cent of the gross FHS spend was o The real term growth between 1993-94 and 2003-04 is 50
antribured to PMS discretionary. In 2003-04, this has increased 1o per cent.

13.2 per cent. The GMS distribution proportions have decreased

from 2002-03 to 2003-04 by 8.0 per cent and 9.6 per cent for 1 lease see Chapier 7 for more information on General ands
Persoral Medical Services, General and Personal Dental Services,

General Ophthalmic Services and Pharmaceutical Services.
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DRUGS BILL

6.33 Drugs bill gross expenditure is the cash amount paid 0
contractors (i.e. pharmacists and appliance contractors, dispensing
doctors and non-dispensing doctors in respect of personally
administered items) for drugs, medicines and certain listed
appliances that have been prescribed by NHS practitioners. Net
drugs bill expenditure is total gross expenditure minus

Pharmaceutical Price Regulation Scheme (PPRS) receipes.

6.34 The gross 2003-04 FHS drugs bill oururn for England was
£6,802 million in cash werms; this Fepresents 5 9.4 per cent INCFEAse
~ onthe previous year, The average inerease in the drugs bill over the
previous five years was 9.3 per cent per annum.

6.35 In resource terms, the growth in the 2003-04 FHS drugs bill
in E.nglsnr] over the _p-m:nding year was 9.5 per cent and |:1rg:|:|.r
reflects the implementation of Government priorities set out in
National Service Frameworks (NSFs) and NICE appraisals. In
2003-04 preseribing volume showed a contrast between the growth
in the total number of items dispensed at 5.6 per cent, and a higher
rise in some areas linked to NSFs — such as diabetes — 10 per cent,
and National Institute for Clinical Excellence (NICE) guidance
— such as on drugs for psychoses — 7 per cent. Of the 2003-04
growth in the drugs bill about 60 per cent was due to volume
increases and 40 T cent to cost INCRELSES.

6-56 ']11# dif&fﬂnﬂf bfml.'fﬂ C:IS}I. ﬂl.'ld TEROLITOC gl’ﬂwr]'l.h A II'JI.“'.'
to Prescription Pricing Authority (PPA) processing and payment
calculation delays. Cash expenditure represents the amounts paid
berween April to March to contracrors for drugs. medicines and
appliances that have been prescribed by a GPVnurse and,
therefore, due o the delays, relate w February o January
prescribing. Resource expenditure represents the actual cost of the
prescriptions for drugs, medicines and appliances prescribed by a
GP/nurse in the period April to March.

Figure 6.11: Gross Family Health Services Drugs Bill,
1993-94 to 2003-04, England
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Figure 6.12: Gross Family Health Services Drugs Bill -
Percentage Growth, 1993-94 to 2003-04, England
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Branded Medicines

6.37 A new voluntary five-year agreement, negotiated with the
Association of the British Pharmaceutical Industry (ABPI),
replaced the 1999 Pharmaceutical Price Regulation Scheme
(PPRS) from 1 January 2005, It indirectly controls the prices of
branded prescription medicines to the National Health Service
(NHS) by regulating the profits that companies can make on
these sales,

6.38 The 2005 PPRS includes a seven per cent price reduction
for branded prescription medicines, which will save the NHS more
than £1.8 billion over the next five years. The 4.5 per cent price
cut achieved as part of the 1999 PPRS has produced cstimared
savings to the NHS of £1.1 billion during the hity-one months
ended 31 December 2003,

65.39 The new agreement, announced en 3 Movember 2004, 15 a
package of measures which reward innovation and research, bur
also keep public expendimure under control,

6.40 The 2005 PPRS states that, subject 1o public consuleation,
‘standard’ branded generics will no longer be covered by the PPRS
ﬂﬂd 'II"IIJ hl: rmnsfcrrcd (18] tl'lﬁ' new Arrangomones E-L'I'l II'I.C
reimbursement of generic medicines. This consultation exercise has
started and is secking comments by mid-April 2005,

Generic Medicines

6,41 The Maximum Price Scheme introduced in A{LELLHL 200D
continues to secure annual savings in the order of £330 million
when compared with expenditure that would have been incurred
if prices had remained at March 2000 levels.

6.42 In 2003, the Depariment identified significant differences
berween reimbursement prices and procurement prices of four new
g-:m!r'u: medicines and reduced the reimburserment prices of these
medicines 1o align them more closcly with widely available market
prices, thereby creating annual savings of about £200 million. In
September 2004, the Department further reduced reimbursement
prices of these medicines wo realign them with marker prices,
thereby generating additional savings of £100 million per annum.
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6.43 Revised long-term arrangements for the reimbursement of  Figure 6.14 below sets out all revenue and capiral resources thar

generic medicines will be introduced in April 2005 leading to
annual savings in the order of £300 million.

CENTRAL HEALTH AND
MISCELLANEOUS SERVICES (CHMS)

6.44 The CHMS revenue budger programme includes:
#® the Welfare Food Scheme;

® EEA medical costs for treatment given to Unired Kingtlﬂ-m

nationals by other member states;

® funding for medical, scientific and technical services, including
the Mational Biological Standards Board, the Marional
]l:ulinhngic.ﬂ Protection Board and the Health Protection
Agency; and,

® prants to voluntary organisations, mainly ar a natienal level,

across the spectrum of health and social services activiry.

6.45 Figure 6.13 provides deils of the CHMS programme
2004-05 and 2005-06 budger levels. The figures for these years
take into account all changes made o the programmes since the

migin.ﬂ announcement in 2003,

Figure 6.13: Central Health and Miscellaneous Services
(CHMS) Gross Expenditure, 2004-05 to 2005-06

F;“-"'"'-%-'"-" S v A R BT
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Improving Services and Outeome in:

= Cancer 39,692 54,000
* Children 3187 3.150
Reducing Health Inequalities 29,056 37N
Conrributing 1o a reducrion in

Drug Misase 1,304 3,150
Other CHMS budgets:

Cenrral Pavments made on behalf

of DH [e.g. EEA Medical Costs) 471,551 496,608
Public Healdh (e.g. Welfare Foods) 177.577 176437
Sramrory Bodies (e.p. Flealth

Protection Agency) 126283 128901
R&D 37,226 35586
Ressdual CHMS budgees

(e Communications, grants m

viluntary organizations) 185,099 174,659
TOTAL 1071035 1,110,282

PERSONAL SOCIAL SERVICES

Personal Social Services
Revenue Provision

6.46 In 2005-06, revenue funding of £11,448 million will be
available for Adults’ social services and the Child and Adolescent
Mental Health Services element of Children's PSS. This is 8 per
cent more than was available in 2004-05. The vast majority of this
will be distriburted o authorines ||1rnugh the Formula Spending
Share, whilst the remainder will be discribured as spm:iﬁ-: grants.
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will be made available for social services in 2005-06.

Figure 6.14: Personal Social Services Provision for
Adults, 2005-06

Formula Spending Shares (FS5) 9,352.0
Specific Revenue Granks:

Preserved Righis 34B.2
Residenrial Allowance 214.4
Access and Systems Capacity G420
Delayed Discharges 100.0
Carers 185.0
Menual Health 133.0
AIDS Suppont 16.5
Mational Training Strategy 94.9
Human Resources Development Straregy 628
Child and Adolescent Menial Health Services 90.5
DH finded, Allacared by acher Government Depis. 85
Total Revenue Grants 1,395.8
Total Revenue Provision 11,4478
Capital Resources

Single Capital Pot SCE(R) 27
Ringlenced SCE(R) for mental health 226
Ringfenced SCE(R) for AIDS/HIV |
Improving Information Management Grant 25
Toral Capiral Resources TRA
Total PSS Provision 11,526.2

Figures may not sum dne ro mkmfr'r.lg.

Personal Social Services
Capital Resources

6.47 In 2005-06, the Department of Health will make available
a total of £27.7 million for the Adules’ PSS Single Capital Pot.
Total capital funding in this category is allocated using the

D:;rmr[m;*m's own distribution formula.

6.48 Inaddition, a towal of £25.7 million will be available ro local
authorities from DH in the form of two ring fenced Capital
programmes, these hcing For Mental Health (£22.6 million) and
AIDSIHIY services (£3.1 million). A further £25 million will be
issued as a specific capital grant as part of the Improving
Information Management programme.

6.49 Local authorities can continue o use revenue and receipes
from the sale of capital assets to fund their capital programmes,
including personal social services.

How the Resources are Used

6.50 Local authorities choose how much to spend on social
services, whar services they provide, and how to allocare the
resources provided by central government between services. The
figures provided show the actual expenditure by local authorities
on personal social services in 2003-04. Figure 6.15 shows gross
expenditure by client group in 2003-04. Figure 6.16 displays the
breakdown by type of provision.



6.51 In 2003-04, gross cxpenditre in England on personal social
services was £16.8 billion. The largest items of expenditure were
for residential care (43 per cent) and day care (42 per cenr), 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, 2003-04
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Figure 6.16: Local Authority Personal Social Services
Gross Expenditure by Type of Service, 2003-04
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Figure 7.1: Hospital Activity Trends, 1992-93 to 2004-05

Elective admissions’” 4031 4412 ABIT 4891 5001 5036 5262 5445 5446 35%  0.0%
Emergency and other admissions : _ . _ _ Ll :

{non-elective admissions)™ 3526 AT9 3849 3887 3943 3961 4007 4274 4474 6T%

{first finished consultant episedes)'” 7,557 8141 8676 8778 8944 8997 9269 9719 9920 4E%
Ceriatrics (thousands of episodes) : ;

Total admissions - 45 4m 39 383 359 347 L N | nfa  0.1%

{first finished consultant episodes)

Maternity (thousands of episodes) _
Total admissions 905 827 &80 8B4 8%  BY7T 906 970 afa  7.1%

[first finished consuliant episodes)® '

Meéw outpatients {first attendances) {thousands)
General and acute™ B488 10643 10919 11,294 11,637 11,838 12,080 12,650 nfa  4.7%

- of which, Geriarrics™ 77 107 108 113 114 1 N 1 SO - G 1y
Materniny™ 612 0 565 554 537 S04 522 505 ol -33%
Mental llness™ 238 290 27 282 285 %3 27 267 nfa  -1.5%
Learning Disabiliries™ i 6 G T 7 B 7 B nfa 143%

All Specialties™ 9342 11,529 11,778 12136 12466 12513 12879 13431  nfa  43%
Mew ASE (first attenders] (thousands)* 10,993 12794 12811 13,167 12955 12901 13253 15313 16712 15.5%
Average length t admissions) {days) .
General and M s 79 I 68 67 69 71 7.0 6.8 nfa  -3.7%
- of which, Geriarrics™ 269 17 221 na. B3 B4 21 197 nfa  -54% |

(1) Sowrce 5alFR quarserly monicoring and carvent wohly wonitoring. Figures are for acdvinions purchased by the NHS. Figures -l%n'ﬂr e N5 bave e re-baved
#r afdoreer dtreey compatrison. I.'r‘r-'.rmr'?.:m' dcaie specialiies da wer solide nicial bealih, learming disabiliies or mavermisy. From 30 fune 998 activiey i calendined
o B Bt {Iﬁ st finsishhed commltant epirdes. Elective activity inclides waiting livs, booked and plinned sdmisgons. A co Wd;}liﬁ grare for 1992-93 i mat
avasilaable, s the figwre in the table is enimsed from she Hospinal Episode Stasivsics for she muumber of sdmisions to NHS hospisals i England. For 199293,
stelmissions where she method of admision i unknown ave included in the emergency and other category. Note that some nulﬁ:ﬂ ret cetves mmury foe el tive raver,
Figures prior to 2001002 are frame Health Auehorities. Witk the abolision of Health Awthorivies figures for 2000002 are baseed on returns from NHS traes, 2004005
rlittia are ssebsject to revivion onee fimal oustarn frgseres e moceived. Diara mmﬂﬁ}&uwm anel are mor adfuized for the myg amsernber of rworking
ddarys per year. There were 3 fraer working duye (251) in 2004005 compared with 2003704 (254) s a consequence of o Easters in the same financial year,

(2} Sonrce Hupital Episode Seavisvics. Figures ave for admisions so NHS bospirals in England. Figures are grosed for coverage. excepe for 2002003 and 200304
sl are mor yer adporee for er{f&ﬂ-. 2004105 dara mor yer .rrs-rﬂ'i-.lih".r.P st s 5 gt

(3} Sanrce KHODN and QMOF Fgures for 200012 and omvards are sowrced from QMOP 2004003 dita wot yer availoble,

() Sosrce QMAE and KHOP. From 200304, arendances at walk in centres inclided. A Lirge proporvion of the 15.5% groswth in AGE attendances seen
between 2002003 and 2003004 i duc to the inclusion of NHS walk in centre acsivity for the firse tine in 2003004 and generally improved reporting.

NHS HOSPITAL ACTIVITY TRENDS 7.3 As sec outin the NHS Iprovement Plan, by the end of
2008 no one will wair more than 18 weeks from G referral to the

7.1 Figure 7.1 gives details of hospital activity levels for each of 00 ¢ hospital trearment and those with urgent conditions will
the main sectors. Key points are thar: be treated much faster. For the first time, there will be a single
® the percentage increase between 2002-03 and 2003-04 for firse  arget thar covers all the stages leading up to reaumen, including
outpatient atrendances was 4.7 per cent. These figures relare 1o diagnostic procedures and tests such as MRI scans. '
hospital outpatient arrendances. The expansion of services in 7.4  Since 1 April 2004, the standard maximum waiting time for
primary care will see GPs referring increasing numbers of  an inpatient appointment has been nine months and the standard
outpatients to a GP with a Special Interest, rather than to 2 maximum waiting time for a first ouspatient appointment has been

E 3 consultant outpatient clinic in hospiral; and, 17 weeks, Larest figures (December 2004) show that around seven
= _: ® there was no increase between 2003-04 and 2004-05 for general out of ten inpaticnts arc :ldmifl.‘l.‘li within three m-;-mhs: of
8 g and acue dlective hospiral admissions. decision to refer. The average wait to be seen for an outpatient.

£ appointment is around six weeks. §
L s INPATIENT AND OUTPATIENT 7.5 Although there arc a very small number of patients nou heing_'.;
r WAITING scen within these maximum waiting times, this should not detract

from the real and significant achievement that the vast majority
7.2 Inline with the NHS Plan™, maximum inpatient waiting  of Trusts have virtually eliminated inpatient waiting times of over
times will fall to six months by the end of 2005. The maximum  nine months and outpatient waiting times of over 17 weeks. PCTs
waiting time for a first outpatient appointment will fall wo three  and rrusts are now concentrating on eliminating waits to meet the
months (13 weeks) by the end of 2005, December 2005 targets.
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EMERGENCY CARE

7.6 Improving access to emergency care is one of the
Department’s top priorities. The dramatic improvements made
over the last two years are delivering a system of fast, responsive
and effective emergency care services for the benefit of NHS
patients and NHS staff.

7.7 The NHS Plan set a rarget of reducing the maximum time
spent in ARE, from arrival to admission, discharge or transfer, 10
four hours, This was subsequently translated into the operational
standard thar ar least 98 per cene of patienis should be admited,

- discharged or transferred within four hours w allow for the minority

of patients who dinically need more than four hours in A&E.

7.8  This became a live operational standard ar the beginning of
January 2005. The latest monthly management information shows
a hgure of 98.1 per cent for April 2005 and in January o March
2005 97.3 per cent of patients were seen within four hours. In
January to March 2004 just 92.7 per cent of patients were seen
within four hours. This improvement is a substantial achievement.
It has been delivered chrough the hard work of people across the
NHS and its partner organisations.

7.9 Quarrerly seatistics on AXE performance can be seen an:
www.performance.doh.gov.ul/hospitalactivity/data_requests/.

Delivering improvement

7.10 The Mational Audit Office’s report on ARE services in
October 2004 described “significant and sustained improvement
in waiting times and also improvements in the environment for
patiums and saff”. The Qcrober 2004 progress report,
Trduﬁrming Emergency Care in Englaend"™ by Sir George Alberti,
the national clinical director for emergency care, set our the key
facrors contributing to this unprecedented improvement in
emergency care. These included the ambitious, ground-breaking
nature of the four-hour rarget, the ten-year strategy Reforming
Emergency Care™, changes to models for providing primary care
out-of-hours services, the Emergency Services Collaborative,
and a delivery plan that reflected the need for whole-system co-
ordination.

7.11 Sir George's report also set out the successful approaches that
local health communities had taken, supported by the Department
of Health, to transform emergency care:

# identifying local problems: the Department has supported
Trusts in diagnosing the specific local factors causing delays in
AKE (e.g. waits for beds, waits for specialists, waits for
diagnostic tests);

® improvemnents across the hospital: the Department and the
Emergency Services Collaborative have worked with the NHS
to transform ways of assessing and treating patients with minor
complaints using the innovative “See and Treat’, to improve bed
management across elective and emergency care, to cnsure
availabilicy of specialist doctors, and 1o re-design processes for
diagnostic interventions;

® improvements across the whole system: the development of
Miner Injury Units and Walk-in Centres, changes to primary
Care lllli‘ﬂF—i'l DTS pm‘-‘i!-'lm'l, impm\"cmt:l'ltﬁ 16 '.1m11u|.1 ncc
services, and the development of staff roles such as emergency
care practitioners; and,

® improvements for specific patient groups: including children,
older people, patients with mental ill health, and patients with

coronary heart disease.

Improving the patient experience in A&E

7.12 Surveys confirm that waiting times are a top priority for
patients in ARE. Thae is why the Government introduced the
NHS Plan targer outlined above, However, patients are also
concerned with cleanliness and being treated in a more pleasant
environment, having access to information, and having better
facilities for children. Jonathan ﬁ.ﬁhrir]gf, chimical director for
patient experience in emergency care, is leading a programme o
improve the overall experience of patients who are seen and rreared
in ARE. Work 1o date has included developing the role of modern
matrons and nurse consultants and improving the experience of
particular groups of patients. For example, a checklist o help
improve the care of patients with mental ill health who aceess
emergency care services was issued last year and a children’s
checklist will be issued shortly.

Not everyone wants or needs to go to A&E

7.13 AECE is just one part of a much wider system of urgent care.
Nowadays, in addition 1o AE, patients are able to access Minor
Injury Units, primary care out-of-hours services {(where a GP or
a nurse may rrear them) and Walk-in Cenrres, Alrernarively, they
may prefer to receive self-care advice from a pharmacist or NHS
Direct. To build on the successes achieved in reducing time spent
in A&E and improving access to primary care professionals, the
Department is developing a programme of work 1o join up urgent
care services so that patient health and social care needs and

preferences are addressed in a timely and consistent way.

COMMUNITY NURSING, DENTAL AND
CROSS SECTOR THERAPY SERVICES
ACTIVITY

7.14 Searistics on community nursing services and on cross sector
therapy services over the period 1998-99 1o 2003-04 arc shown in
Figure 7.2.

7.15 Overall, contacts with therapy services professionals and with
;.'ummuni:}' nursing SETVICES TOse :ligjul}- in 2003-04. The
highest increase in 2003-04 was for specialist care nursing
services with 6 per cent more new episodes of care commenced in
the year; only for chiropody was the number of new episodes of
care lower in 2003-04 (showing a fall of 3 per cent compared with
2002-03).
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Chiropody
7.16 About 56 per cent of initial contacts were with patients aged
65 and over.

Speech and language therapy

7.17 Abour 3% per cent of the new episodes were with school-and
pre-school children in the age range 3-15.

Occupational therapy and physiotherapy

7.18 About 76 per cent of the new cpisodes of care for
occupational therapy and 64 per cent for physiotherapy were
referrals from hospital (as opposed to G or ather referrals).

Healely vasiting ERL
Community nursing services (1oml) 2,900
District nursing 2,204
Community mental health nursing ol
Comemunity leaming disability nuesing 2
Specialist care nursing 300
Chiropody services 880
Occupational therapy 1.160
PMhysiotherapy 4,200
Speech and language therapy 330
Community dental services™ 957

Figure 7.2: Community nursing, dental and cross sector therapy services activity

7.23 These resules represent a major improvement for which
pracrices (and PCTs) deserve grear credit

7.24 The strategy has three components:

Effective management by PCTs

A managed approach through PCTs that requires them to ensure
that the rarger is delivered and sustained across their area. PCTs
have been asked to ensure that all patients not only have
24/48 hour access but can also book an appointment for a furure
dare. Support is available ro practices from the National Primary
Care Development Team to develop patient sensitive appointment
systems that allow for a balance of same/next day appointments

3,400 3,300 3.200 3,000 3,000
2,900 2.700 2,700 2,600 2,600
2,200 2,000 2,000 1,900
340 330 330 320 3
24 24 23 24 24
310 310 310 320 330
850 830 820 820 790
1,180 1.190 1.190 1,250 12700 -
4,200 4,200 4,200 4,200 @ 4 J
330 330 330 340 30
869 747 609 Sdd. ‘

(1) Nemmber of new episodes commenced in the pear except health visiting (nuwmber of diffevent persons seen as least once in a year) and contmunity dewsal services

(rumber uf'an'm-r!n ufrr.'rf commenced i yearl,
(2) Exrimnated navional weals bared o thaie NHS erats supplying data,
(3! frcludes @ small mumiber of disconiinsed episodes of care.

ACCESS TO PRIMARY CARE

7.19 Primary care is the shop window of the NHS. There are
some 300 million consultations with general practice each year.
Alongside consistently high levels of satisfaction with the services
provided in primary care, patients have expressed some
dissatisfaction abour access to those services.

7.20 The NHS Plan sets a target for: gusnmteed access to a primary
aare professional within 24 bowrs and to a GP within 48 hours, to
be achicved nationally by 2004

7.21 Almost all parients can now get quick access to a GP or
Primary Care Professional (PCP) within the NHS Plan target time
frames.

7:22 The most recent primary care access survey in January 2005
showed thar:

® 999 per cent of patients were able to be offered a GP
appointment within 2 working days; and,

® 9.9 per cent were able to be offered a primary care professional
appointment within one working day.
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and pre-bookable appointments that meet the needs of their
pariens.

Modernisation at practice level

The MNational Primary Care Collaborative now works with over
5,000 practices responsible for over 32 million patients promoting
primary care modernisation with individual practices. Through this
Advanced Access Programme, GPs' peers provide working
examples that help persuade doctors thar quick and convenient
patient access can be delivered largely within existing resources
through changed working practices. It also shows that this
approach is a proven strategy towards improving the working lives
of GPs and practice staff.

Incentives at PCT and practice level

Bath the alove approaches are supported by incentive schemes in

the new GMS and PMS contracrs.
!

7.25 Improving access is embedded in the new GMS contract as
a Diirecred Enhanced Service™, requiring PCTs wo offer practices !
incentive payments for improving access (with local discretion on



~ what each practice is expected to deliver). An average sized practice
receives £5,000 over 2005-06.

7.26 The Quality and Ourcomes Framework™ rewards practices
| who deliver 24/48 hour access with 50 bonus points, worth
typically £3,750 for 2004-05, increasing to £6.000 from 2005-06.

- 7.27 PCT5 are incentivised through star ratings where 24/48
 access represents two out of the nine key target indicators. Access
o Primary Care will also feature in the 2005 Performance ratings.

'NHS Walk-in Centres

- 7.28 64 NHS Walk-in Centres are now open and operating a
- service. They provide an alternative means of access 1o growing
- numbers of people and complement both general pracrice
and A&E.

7.29 Since opening in 2000, the centres have seen around

| & million people. On average, each centre sees around 115 patients
~ aday, i.e. 42,000 patients a year.

- 7.30 The Department is also developing an initial seven
- commuter-focused NHS Walk-in Centres, through independent
 procurement, as part of the Government's commitment to give
f- muters access (o primary care services near to their workplace,
-~ Four will be in London at Victoria, Kings Cross, Canary Wharf
and Liverpool Street, with a further three in Newcastle, Manchester
- and Leeds coming on stream from spring 2005. Each will be open
1o local residents roo.

'FAMILY HEALTH SERVICES
(PRIMARY CARE)

- 7.31 See glossary for definitions of the FHS areas.

General and Personal Medical Services
(GMS and PMS)

7.32 Figure 7.3 provides key information on General and
Personal Medical Services in England.

Key Points:

# the total number of GMIP (GMS and PMS combined)
Unrestricted Principals and Equivalents (UPEs) rose by 7.0 per
cent in 2003-04;

® the numbers of GPs transferring over from GMS into PMS
continue to reflect year-on-year decreases in overall GMS spend.
In total, GMS non-discretionary and discretionary spend in
2003-04 has reduced overall by 7.7 per cent and is less than the
same period in 2002-03, whilse PMS continues o increase across
all waves, 1 1o 5b, to 68.3 per cent in the same period;

® real rerms GMS non-discretionary and discretionary expendinure
pee GMS GPs are now expressed from 2000-01 in resource
terms in line with Governmenr accounting arrangements;

® figures on the total number of consultations for 2003-04 are 215
million and the total number of consultations per GMP
(UPE]} is 7,500;

® PMS Pilots are a key element in the modemisation programme
of the NHS, improving patient access to the NHS by opening
up new, more Hexible ways of offering Primary Care services;

® up o 2003-04, 3,834 PMS pilows have been established since
the introduction of PMS in April 1998 (i.e. waves | to 5b); and,

® PMS Pilots ac 2003-04 account for some 39.5 per cent of GMS
GPs having wransferred into PMS, The intended NHS Plan
targets of 33 per cent coverage by 2004 has now been achieved
a year earlier than anticipared.

Figure 7.3: Key Statistics on General & Personal Medical Services (GPMS), England
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Figure 7.3: Key Statistics on General & Personal Medical Services (GPMS), England
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Pharmaceutical Services (PHS)

7.33 Figure 7.4 provides key information on Pharmaceutical
Services in England.

Key Points:

® the volume of prescriptions and the average number of
prescriptions dispensed by pharmacy and appliance contractors
continue to increase. The year-on-year growth in the number of
prescriptions in 2003-04 was 5.1 per cent, the same as the
previous year;

® che gross cost per prescription increased by 0.4 per cent in
20030

® the drugs bill continues to rise = see chapter 6 for more
informarion; and,

® the percentage of prescriptions that attract a charge has
remained fairly constant at between 13.7 per cent to 14.9 per
cent over the past five years.

General and Personal Dental Services
(GDS and PDS)

7.34 Figure 7.5 provides key information on General and
Personal Dental Services in England.
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Key Points:
# the overall volume of activiry was broadly stable in 2003-04;

® the number of general and personal dental practitioners
continues to incre:se, by 1 per cent in the year to September
2003 and by 23 per cent in the last ten years bur denrists on
average are doing less GDS work;

® patient registrations have decreased slightly between 2002-03
and 2003-04 but in general have been swble 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 teatment for adulis during
2003-04, similar to the number in 2002-03 and 6 per cent
higher than in 1993-94;

® the average cost of an adult course of treatment was £43 in
2003-04, 1 per cent lower in real terms than in the previous year.
The reduction of 8 per cent since 1993-94 reflects a reducti
in the amount of complex or advanced trearments; -

® the introduction of the Personal Dental Service in October 1998
has replaced some GDS activity; and, :

® ar 30 Seprember 2003, 1,190 dentists were working in the PDS,
802 of whom were not also working in the General Dental
Service. PDS dendsts include both salaried dentists wurkm %
mainly in Dental Access Centres and also contractor-led
services from GDS type dental surgeries.



‘Figure 7.4: Family Health Services — Key Statistics on Pharmaceutical Services, England
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General Ophthalmic Services (GOS)

7.35 Figure 7.6 provides key information on General
Ophithalmic Services in England.

Key Points:

® the number of NHS sight tests has risen substantially by some
66 per cent over the ten years from 1993-04 o 2003-04, driven
mainly by the Government's decision to extend eligibility for free
Il 2 ﬁjght fests o overyone ag::d &0 and over from 1 .ﬁ.pri.l
1999. Since then the underlying trend has been for an average
annual increase of about 1 per cent in the volume of tests;

® the volume of NHS oprical vouchers has fluctuated over the past
ten years, reflecting changes from year to year in factors such as
the number of adults claiming income support and Job
Seeker’s Allowance (the main category of people who qualify for
vouchers), but is relatively stable over the longer period. The
volume of vouchers in 200304 was about 1 per cent higher than
the rotals in both the previous year and the equivalent higure for
1993-94;

® activity is alfected by variations in the size of the Pnr.ll,lL"lI‘iﬂll
groups eligible for NHS primary care optical services, as well as
variations in the take up rates for services; and,

® the number of opricians has grown significantly. The 2003-04
total of 8,331 n:pn':sr_'utcd an increase of 3 per cent over the

previous year's figure, and an increase of 26 per cent over the
numbers in 1993-94.

PERFORMANCE

Management Costs

7.36 Management costs continue te be reported within end of
year accounts for all NHS organisations and figures show a
downwand trend in the total amount of money being spent
on management as a proportion of the roral NHS budget. In
1998-99, 4.7 per cent of the NHS budger was spent on
management; by 2003-04 that had fallen to 3.8 per cent.

Reducing Bureaucracy

7.37 The Department has recently undergone an 18-month
programme of change, so thar it provides more effective strategic
leadership to the NHS and social care and a beter service to the

public. The first and largese of its type in Whitehall, it has led o~

a 38 per cent reduction in staff in the Department. The reduction
of central DH staff reflects the continuation of shifting the balance
of power from Whitchall vo frondine NHS staff and organisations.

7.38 DH has made significant progress in delivering the Prime ©

Minister's Six Point Strategy to reduce bureaucracy in public

services, for example:

® the Department has exceeded its own target of a 20 per cent
reduction in data collection by March 2005;

® we have cur the volume of communicarions 1o the WHS and
Social Care by 50 per cent;

® the number of central DH seaff has reduced by 38 per cent;

® the Department’s review of arm’s length bodies (ALBs) is on

course to deliver a 30 per cent reduction in the number of ALBs,

generate savings in EII:H:I'H:“I‘LIFE of £0.5 hillion, and a reduction

in staffing levels by 25 per cenc by 2007-08;

® we are also implementing the principles of the Gershon and
Lyons Reviews; improved efficiency, reduced bureaucracy,
better value for money and the location of ALBs, whenever

# there are 31 NHS Foundarion Trusts currently in operation and

|

possible, outside London and the South Ease; i

by 2008 all NHS truses will be in a position to apply to become
MHS Foundation Trusts;

Figure 7.6: Family Health Services — Key Statistics on General Ophthalmic Services

S :
(1) From ! April 1999, the eligibily

{2} The voncher shene toas introduced on 1 fuly 1986 to felp cevvain prios,
reinbursed to prictitioners in the year, in r.l'u!;’.r'ng pi ;ﬂmﬁ for mm;.h' d:j

(3} Chpeommetrists avied Oplradalnnic Meival Praceicioners ar 31 Decemnber
i) T35 NS soghie restd and opercal poscher figurer
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® ministers have been engaging with frondine staff through a senies
of front line visits and seminars to improve communications and
ensure that resources are best pliced o tackle significant

burdens;

LRSS Ilﬂ\'t' ri'dut‘ul.i "IIE nl.lml‘l-rr ::Ifnati.{m:d t.'llgct! rﬂr rh: NE’{H
and social care from 62 in the 2002-03-2004-05 planning
round, to unl}' 20 for the next three years {from ﬁl.pril 2005): a
reduction of over two-thirds;

# the Department of Health serapped the requirement for NHS
trusts to report on Controls Assurance in August 2004; and,

# the Healtheare Commission and the Deparement have jointly
launched a Healtheare Inspection Concordar, This will mean
fewer and less burdensome inspections, less data collections and

none inintd up ACLION Flanning.

FINANCIAL PERFORMANCE

Overall NHS Performance

7.39 In 2003-04, prlm.‘u}r care trusts, MNHS trusts and sIraAtegic
health authorities achieved an overall revenue resource underspend
of £73 million and a capital resource underspend of £161
million.

Strategic Health Authorities

740 Strategic health authorities were established in 2002-03 o
become the local headquarters of the NHS. There are 28 SHAs.
They have responsibility for performance managing the NHS
locally on behalf of the Department of Health, This includes the
performance management of NHS trusts and primary care
ErLISES.

741 SHAs are subject to financial controls over both cash
spending and revenue and capital resource consumption. They
have a statutory duty to contain revenue and capital resource
expenditure, measured on an accruals basis, within approved
revenise and capital resource limits. They also have a starutory dury
to contain cash spending within an approved cash limic. SHAs are
also required 1o achieve financial balance withour the need of
unplanned financial support — this is not a statory dury bue a
performance management measure.

742 In 2003-04, all SHAs achieved their statutory financial duty
to remain within revenue resource, c.ipdml resource and cash limics.

They also all achieved the financial balanee performance measure.

Primary Care Trusts

7.43 Primary care trusts are responsible for the commissioning of
health care on behalf of their resident population and some PCTs
are also rﬂpu-nsihh: for Prm-id'mg community services to their
population. PCTs are accountable to strategic health authoriies,
who are responsible for their performance management. There

were 303 PCTs in 2003-04,

744 In the same way as strategic health authorities, PCTs are
.luh}me o revenue and t::lpiral resonrce limic and cash limue conerol.

PCTs are also r::quin.'d oy achieve financial balance withour the
need of unplanned financial support — this is not a statutory duty

|:|ut =l PEI"-{I"'I'I.'lI'.ICt I'l'lﬂ!l.'LgL‘Tl'lﬂ“t MCASLLE.

745 In 2003-04, there were 262 PCTs thar achieved their
st.'II.‘LItI::r}' ﬁn:lrll.'i:tl dll:}' T Ei.'main wi.l.'|1in [I‘Ejr TEVCNLIC MCs5olrce
limit, and 41 which reported an overspend. On capiral, 301 PCT5
contained spcndinf, within their capita| resource limie, and two
breached the limit. one by more than the de minimus limit of
£50,000. Mo PCTs breached their cash limir in 2003-04.

NHS Trusts
7.46 NHS wrusts are responsible for the provision of health care.

They receive most of their income from commissioners of
health care, mainly primary care truses. NHS trusts aimy o deliver
improved healtheare outcomes with inecreasing efficiency and

effectiveness within the resources available to the health service.

74T There were 269 aperational NHS trusts in 2003-04. NHS

trusts have five main financial duties, which are:

® 1o breakeven on an income and expenditure basis. NHS
trusts have a statutory duty to breakeven, taking one financial
year with another — WHS trusts normally plan to meer this duey
by achieving a balanced position on their income and
expenditure account each and every year. A run of three years
is normally used to test the breakeven duty, but in exceptional
cases the Department of Health may agree to a five-vear
timetable;

® 1o absorb the cost of capital at a rate of 3.5 per cent of average
relevant net assets;

® a dury under resource accounting and budgeting to breakeven
each and every year;

® o remain within the l::.‘l.]'li[:‘li Resource Limir (CRL) set for each
WHS trust by the Department of Health; and,

# o remain within the External Fin.:{n.cil]g Limit (EFL) set for each

NHS trust by the Department of Health.

7.48 In aggregate, NHS trusts reported an income and
expenditure deficit, on an accruals basis, of £138 million in
2003-04, unl]pan:d o a £94 million deficic in 2002-03. There
were 204 NHS trusts thar achieved financial balanee or better and
65 that made a deficic. No NHS trusts breached their staturory
fnancial dury to breakeven ':aking one financial vear with
another’.

7.49 In 2003-04, after adjustment for immaterial resules, 261
NHS trusts achieved their financial duty to absorb the cost of
capital at a rate of 3.5 per cent of average relevant net assets and

eight absorbed less than the required retum.

7.50 There were 259 NHS trusts that connained capiral
expenditure within the capital resource limit after taking account
of de minimus overshoots.

7.51 Also, 262 MHS trusts remained within their exrernal
financing limit, after taking account of de minimus overshoots,
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Payment of Bills by NHS

7.52 All health bodies are expected to conform to Government
Accounting Regulations and the Better Practice Code. They
should, unless coverad by other agreed payment terms, pay external
suppliers within 30 days of the receipt of goods, or a valid invoice,

whichever is the later.

7.53 NHS performance in paying its bills has improved over the
years, and a large number of NHS trusts, PCT: and health
authorities are prompt payers. The national average is around
B4 per cent of bills paid on time. However, improvement is

required before the current target of 95 per cent is attained.

EFFICIENCY

7.54 The NHS, social services and Department of Health are to
make very significant efficiency gains over the next three years.
These will maximise benefit for patient care from the additional

INVCSLMENL We are H]-'-.lk.i.llg.

7.55 The Department of Health agreed an efhciency TATEET 35 Part
of SR2004 to achieve savings of £6.5 billion by 2007-08,
equivalent 1o 1.7 per cent per vear. This is 30 per cent of the total

projected savings across government.

7.56 A significant proportion of savings will come from
improving the productive time of frontline staff through:

® new pay contracts for consultants, GPs and other health staff;
® the modernisation of services in the NHS; and,

® the implementation of a modern ICT infraseructure in

the NHS.

7.57 The other main arcas where we are expecting to achieve

savings are:

® the procurement of goods and services in the NHS through
national contracts and regional procurement hubs;

® improving the procurement of adult social care by carrving out
a supply chain review similar to the onc that has already
identified savings of at least £500 million in the NHS;

® use of shared service centres in the WHS to reduce the cost of
the central finance funcrion: and,

® reduction in the size of the Department of Health and a
reduction in the number and size of the arm's length bodies.

7.58 There have already been a number of eardy gains. We have
made progress in reducing the cost of policy, funding and
regulation of the system:

® Deparrment of Health (head office) staff numbers have been
reduced by 38 per cent;

® the completion of a review of the Department’s arm’s length
bodies (ALBs) confirmed a reduction in ALBs from 38 1o 20
generating a saving of £500 million by 2007-08 and a 25 per
cent reduction in posts by the same dare; and,
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® following on from the ALB review it has been announced that
the Healthcare Commission and Commission for Social Care
Inspection will merge to form a single organisation by 2008,
helping 1o reduce the burden that regulation can place on the
frane line,

7.59 Gains made in improving procurement in 2004-05 include:

® agreement with the pharmaceutical companies that will save the

MHS over £300 mallion per year:

® negotiated savings in the price of generic drugs thar will save
arpund £300 million per year;

® annual savings of £160 million on renegotiation of national
procurement contracts; and,

# through NHS Connecting for Health eleven enterprise software
agreements were signed for the NHS, including a contract with
Microsoft and Oracle.

7.60 Improvements have been made in reducing the costs of
corporate services such as finance and human resources. NHS
Shared Business came into being on 1 April this year. This is a joint
venture berween the private sector firm Xansa and the Depariment
and is the first of its kind. Ir will deliver savings of more than £220
million of MHS funding over the nexe ten years by offering NHS
ﬂ'gﬂniﬂ[iuil.‘i ll“.' I'.l‘fl'll!ﬁti- I]:F E’l.ll'l"ll'l[l:cd. COED S-H.K'iﬂgﬁ. l"ﬂ'dl.l‘l'.'d'.'d
capital expenditure and high quality services.

7.61 To measure progress ;|g;.1inst our 2002 S;:wnding Review
value for money PSA targets, the Department of Health has
developed an interim value for money measure, which measures
value for money in terms of improvements in cost efficiency. In
2003-04, this measure suggests that value for money through cost
efficiency increased by 2.1 per cent.

7.62 Cost efhiciency is measured as the inverse of NHS unir cost
growth after adjustment for:

® changes in the mix of NHS services provided;
® input cost inflation; and,

® expenditure on improving NHS qualicy.

7.63 Service effectiveness is measured by valuing:
® changes in post hospital mortality rates; and,

® changes in waiting times.

7.64 One of the principal recommendations of the Atkinson
Review of the Measurement of Government Ourpur and

Productivity was that quality of care should be included in the |

measurement of NHS output and productivity measures. The
Deparement of Health will, therefore, be working closely with the
Office for National Statistics (ONS) to improve further the NHS
output and productivity measures and, in particular, measures of
quality improvements.

7.65 The Department has submitted to the Atkinson Review
Team and Office for National Statistics draft proposals for a revised
output measure for social services for adults, for use in the National

—
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Accounts. This tkes the form of a cost-weighted activiry index.
which covers around 90 per cent of social services activities (in
expenditure terms). It takes account of changes in the quantities
of services but not of changes in the quality of care or the
need/dependency of service users.

7.66 The Department has commissioned the Personal Social
Services Research Unic (PSSR at the University of Kenr and
London School of Economics to produce a further revised
measure of social care outpur that will take account of changing
quality of care and changing client dependency. A report of this
research is expected in autumn 2005,

Reference Costs
7.67 Reference Costs 200477 details the national average unit costs

across the NHS for a range of treatments and procedures for the
2003-04 Anancial year.

7.68 The publicarion illustrares the changing structure of the
INHS, from both an organisational and delivery perspective. The
development of more locally based health services through
primary care trusts, is reflected by the document.

7.69 The publication covers over £33 billion of NHS
expenditure, compared with approximarely £29 billion in
2002-03. This accounts for over 90 per cent of hc:ﬁl}jt.ﬂ and
community health services expenditure,

7.70 The unir costs cover services ranging from:

® straghtforward x-rays to complex treatments such as transplant
surgery; and,

® 3 midwife’s visit to a new baby, to the cost of physiotherapy
[reatments.

7.71 The range of coverage allows reference costs w be used as the
basis of a number of other initiatives. These include efficiency
targets, and the setting of guidelines for a national tariff for NHS
services, as part of the new Payment by Results initiative.

Unit Costs

7.72 With the exception of services intended primarily for the
dll&ll}:. overall umit costs in the !‘Ln:pir.'d sector have tended o rise
in real erms in the lase ten years o 2003-04, most markedly in
Learning Disabilities. However, the position varies depending on
the category of care being delivered.

The Learning Disabilities Sector

773 In the l:amin.g Disabilities sector, unie costs UFiIIlI‘:IIIIEIIl‘ care
rose since the 1::1r|:|.- 1990s, due to the ch:u'lging use of NHS
facilities. Although the NHS does still provide some social care for
people with learning disabilities, the specialist NHS services are
increasingly concerned with those with complex needs such as
multiple disabilities, mental health problems or challenging
behaviour. Increasingly, people with learning disabilitics rely on
generic health services for their day-to-day health needs and use
specialist services for assessment and treatment of needs that can
only be met by the specialist learning disability services.

7.74 Due to estimations used 1o produce the 1999-2000 HCHS
Programme Budger, the figures shown for 1999-2000 should not

be used in comparison with other years.
7.75 Figure 7.7 shows how unit costs have moved in real terms

across the five major categories of hospital inpatient care.

Figure 7.7: Average unit costs by category of care
1992-93 to 2002-03 (Index 1991-92 = 100)
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PERSONAL SOCIAL SERVICES
Adults’ Services Activity

7.76 Figure 7.8 gives a summary of Personal Social Services
provided o adules, Adules’ services include all services provided o
those who have just reached adulthood 1o the most elderly of the
population.

Key points to note:

® the largest group of adult users of social services is people aged
65 or over, although among vounger adulis other groups
receiving services incdlude people with leaming disabilities, people
with physical or sensory disabilities and people with menal

healdh pmh]:,-m:::

® whilst the number of houscholds receiving care in their own
homes continues o fall, the number and proporion of
houscholds receiving intensive home care connnues o increase.
There 15 also evidence thar in 2003-04 there were more
people helped to live ar hame by means of community-based
services that are wider than home care. The number of older
people (aged 65 or over) helped to live at home in 2003-04 was
662,100, The number :Ji"}rmlngt'r adules {ugﬂi 18-} Il-r:|p-(‘d
o live ar home was 319,200 in 2003-04;

® around 87,100 households (24 per cent of households receiving
home care) received intensive home |14:|p|f|mme care in 2003
(defined as more than 10 contact hours and six or more visits

during the week). This represents a 7 per cent increase from the
2002 figure of 81,400;

® the number of people supported by councils in residential or
nursing care has decreased slightly by 2 per cent in 2003-04,
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li:r"n-wing a 51.-,_--_111].* increase since the Emp]ﬂncllmliun of Pss PERFURMAN CE AND
Community Care in 1993, when councils ook over PERFDRMANCE AESESSMENT

responsibility which had previously been shared with the
Diepartment for Social Security. In particular, councils had not Performance Rﬂtll’lgs for Social Services

previously been able to support people in nussing care. The harge 7.77 In Ocrober 2001, the then Secretary of Stare, the Rt Hon

increase in 2002- ' the transfer of residents : , :
IPUL“E. _m ‘m 0 weas Gie .m }t et B Alan Milburn ME, announced the introduction of performance
formally in receipt of preserved rights, The number of residents

: ; z ratings for social services. The former Social Services [nspectorate
supported in local authority homes continues o fall whilst those &

published ratings in 2002, and again in 2003. Responsibility for
assessing and rating social services performance became the
® the PSA target — to increase by March 2006 the number of those  responsibility of the newly formed Commission for Social Care
supported intensively to live at home o 30 per cent of all those  Inspection (CSCI) from April 2004.
being supported by social services at home or in residential care
— has risen to 30.1 per cent in 2003-04, theretore meeting the

supported in i|1d;;p:;|14.i::m homes has risen; and,

7.78 The information below represents the performance ratings
fer councils responsible for social services in England ar Movember
LR T 2004. The star ratings summarise the CSCl's independent
judgements of performance across all social services, on a scale of
zero 1o three stars.,

Figure 7.8: Adults Receiving Personal Social Services — a summary

All adults aged 18 or aver

Haousehelds receiving Erirly 61,500 56,500 107900 107100 117600 133800 143,500 150,700 156800 160.800 163900
iﬂlmh‘ll’lﬂ'mcll‘;tﬁ
Households receiving intensive T = - i - O0,700 68,700 71300 77400 BL400 87100
home care' K

Peaple supparted in residential care®® 119,200 137,500 155200 170,300 176500 181200 185,800 184,400 186,600 200,500 196,500
People supporied in numsing care®” 25200 43200 57200 66,100 73900 73500 73900 71800 72600 78400 75800

People aged 18-64 |
with physicallsensory disabilitics !
helped to live at home per 1000 pap™ i ;s i 22 23 20 o . = |
Teclped 1o Tive at home per 1000 pop™ - . : i .60 EX 3B 3.6 4.1 |
suppoarted in residential care™” 6300 7100 G700 F200 5900 5,000 6300 G100 6000 6,500
supported in nursing cane™® 1,500 2,300 2000 300 A0 300 3400 3,400 3,700 4,300
with mental health problems .
helped 10 live ar home per 1000 pap™ I i # 1.2 1.2 1.2 - & #
Ielped 1o live at home per 1000 pop™ . . 5 ‘ e 1.8* e 2.7 AL 33
supported in revidential cane™” 4000 5200 6500 6800 7900 8700 8900 9300 9,500 10,300
supported in nursing care™” o 600 850 L1300 1370 L500 1600 L7000 LBOD 2,500
with learning dusabilies
helped 10 live ar home per 1000 pap™ g 5 = 23 Tk 22 o p 2
helped ro live ac home per 1000 pop™ ., g . = 5 2.5% 24t 25 26 I
supported in residential care®™ 17,500 20,300 22300 24,800 25100 26900 28500 28700 29200 33400
supported in nursing cane®” 190 SuM¥ 40 (1] 930 930 Lol 900 1,090 1,860
in ather groups
supported in residential care™" 1400 1800 1,700 L1000 2300 2,000 1,800 1.700 L300 1,500
supported in nursing care®” 140 190 230 80 Fio 300 260 70 200 240
m;pd 65 or over
to live at home per 1000 pop™ = + - 83 g1 7l & 2 o
helped to live ar home per 1000 pop™™ ~ - o ) EX a5t Bt B4 B4t
number helped 1o live ar home™® ; . TI9.600 637600  GE2,000 649,700 660,200 G60.700"

supported in residential care™ m.ilﬁ 103,100 I'lﬁil'ﬂ::; 129,400 135300 137,800 140400 138,600 140,400 148,400
supported in nursing care®” 23100 39900 52,800 60,800 67500 67.500 67600 65500 G5800° 69,300

Care in owm hanres comes frons @ survey week fn Sepiember, care in residentialinnriing bores it ar 31 March.

(1) Toteniiee J‘In‘?}'{#ﬂﬂ'h‘r‘rm receivimg more tharn 5 howrs af hore care and 6 or prore visits during a survey week in SepeemberfOcrober,

{daa) Fatenssive ir defimed heve as receiving more than [0 hogrs of frante care and 6 or more vin durng @ srvey week in . eptermberiCictober.

(2} Helped to live ar home by nieans of bome care, day care and meals wervices. Thiv ie an Aweis Compriion indicarer. For 199798 and carfier years Englond

fogures are based on an unweighted averape of autioriey fimures,

(3 # to live ar home by means of any sevvice recorded on Referrali, Asenneees and Packages of Care (RAP) retwrn P25 This ineludes planned short term
breals, direct paymenty, professional sppors. transport and equiprment and urrtens s tell an fore care, day care e meals sereices. Dita for §998-99
ane B fases are extinsated as are data for Iﬂw-ztﬁ‘)fr arrorierend @ arerter af the 150 focal ausborttie.

{4} The rotal munier of bousebolds i calonfoed differenly for 200001 ava ovnoreds b i previoss yrari.

(5} Dhara as ar Mearch gacl ear

fi) Dhawa fromn 2002-0F includes clients formerly in receipe af preserved rgher,

(7). Dt in 2003-04 includes Boye loaphole residints 4

(&) Some 5(4'-!:'4' increatie oper the yearrs miy reflece foprovenmonts in data gualiog

& - Frgure has been revived
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Why are ratings being published?

7.79 The ratings aim to improve public information abour the
current performance of services, and w promote improvement at
loeal, n:giun:ﬂ. and natonal levels, Social services have wide
responsibilities for the care and support of families in diffculty, the
protection of children at risk of harm, helping older people to live
as independently as possible, and for supporting people with
disabilitics. People have a right to know how well their councils are
performing in mecting these responsibilities, whether they are
receiving such services themselves, have a family member
receiving such services, or are a council taxpayer. Central
government needs to know how well each council is mecting the

aims and objectives it has ser 1o improve social services.,

Who produces the ratings?

7.80 The CSCI works independently of the councils to assess
their performance, drawing on evidence from inspections,
monitoring and performance indicator dara. The ratings
summarise this evidence in a way that is both aceessible to all and
mndl}r based an all the available information.

What do the ratings mean for councils?

7.81 The ratings provide an objective starting point for reviewing
and planning improvements to services. This is important for all
councils, whether ther pc:rﬂ:rm:lncq: 15 gn(l-d. Or POOL The best
performing councils have an increasing level of freedom in the way
they use centrally provided grant funds. They also have a reduced
programme of inspection and monitoring, and reduced
r:quin:mm:t; for Flnnning informanion. Councils with zero stars
receive additional support, return fuller information, and are
subject to more frequent monitoring.

Additional Information about local
performance

7.82 In addition to the judgements and star ratings, a report of
C5CIs annual review of cach council’s improvement and
performance is published on the CSCI website. These reports are
sent by C5CI to the council following an annual review meeting,
and are placed on the website once they have been seen and
considered by local councillors. The reports highlight performance

strengths, areas for development, and priorities to improve in the
coming year.

How the ratings have been produced

7.83 Star Ratings are a product of a wider performance assessment
process, bringing CSCl and the councils into continuous contact
throughout the year. Assessment includes evidence from
inspections and reviews, monitoring and performance indicators,
to form an overall picture of performance over time of both
qualitative and quantitative aspects of performance. The assessment
culminates in an annual review meeting with each council,
normally during the summer. The purpose of this meeting is o
review past performance and consider the priorities for further
improvement. Following the annual review, provisional judgements

of performance arc formed and then subjecied o a series of

consistency checks before the Chief Inspector of CSCI makes a
final determination.

Criteria used in reaching performance
judgements

7.84 The standards and crivenia for judgements are published each
year. These deseribe good and poor performance in six areas, and
are used by CSCI as a framework for organising and reviewing the
evidence. The specific local evidence sources for 2003-04 are set
out for each council in a performance report sent after the annual

review mecting.

The role of Key Thresholds

785 To ensure that performance indicators have sufficient
weight in the rating system, and to provide an additonal check
that councils are treated in the same way, a set of performance
indicators are defined as the "Key Thresholds” and are approved by
ministers. For these, a council cannot be judged 1o be performing
well if it fails to reach a specified level of performance. This year
the set included a progress check on the implementation of the
Race Relations (Amendment) Ace 2000,

Proportionate approach to inspection

7.86 The Governments pu]'ic_\' o im|ﬂ::n1:,'nt a proportionate
approach to inspection means that the highest performing
councils have experienced fewer inspections, reduced monitoring,
and a lighter wuch to the annual assessment process. This
reduced regime also means that in such cases, less evidence is now
available o CSCl o inform judgements about changes in

performance over time.

Links with performance ratings for NHS and
other local government services

7.87 Sodal services are provided or arranged by local councils, but
are often planned and delivered in partnership with the NHS and
other council services. The social services star rating is designed
be compatible with performance information for both the NHS
and other local government services.

7.88 A comprehensive Eu:r}::hrmrmc»: assessment (CPA) for all local
government services was introduced in 2003, This fulhils the same
function as the social services stars, but for all local government
services. The social services star rating judgements feed directly inte
the local EOVETTIment CPA. The social services star r.jl'mg also
appears in the CPA report card, alnng:irju assessments of other
council services, A council must receive a good star rating for their
social services in order o receive the highest comprehensive
performance assessment rating.
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The Results

How well are councils performing overall?

7.89 The performance rarings were first published in 2002, and
since then the national wrend for all councils shows a vear-on-year
improvement, with an overall average star score this year of 1.76,
up from 1.65 in 2003 and 1.41 in 2002. Ten of the rwelve councils
that were on zero stars in 2003 have improved sufficiently o be
awarded a star, There are, however, 24 councils (16 per cent) with
one star in 2002 that have remained ar this level, suggesting the
need for a stronger improvement drive in those areas.

7.90 Since last year, the star raring has changed for 25 per cent of
councils. Of these, 71 per cent have improved and 29 per cent have
decreased. In population werms, this means that, in the last year,
social care performance has improved for councils containing
t‘l.:l!ll'[l:'fﬂ per oont E:d'. l'l.'.ll' FI"DI"'IJ'.T[ i.{ll]. Fﬁ]r l."l'l.ll'l'l.'lllnﬁ Eﬂr'-'il'lg Hﬂ'-“']j'
eighty per cent of the population, p:rﬁ:-nnrtnr.‘-r ratings have stayed
the same, and for councils serving eight per cent of the populadion,

|'|'{'I.'E-!1-Fl'ﬁ.i'l1 L hi.l!'i lilt'h.' Fi'[ll.'il.lt'tl..

Figure 7.9: Distribution of Star Ratings between 2002
and 2004
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Figure 7.10: Changes in Rating from 2003 to 2004
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Capacity to improve

7.91 The councils are iudg::d to have an 'Lm.'n:a_:illgi:,' clear vision
and are better organized in the way they plan and commission
services for both children and adulis. There is evidence of sound,
high-level linkages with other local service parmners, such as
health and education services, where a high degree of cooperation
and coordination is essential to good ourcomes and to the
delivery of convenient and effective services. A typical example
would be in the coordination of child protection services, where it
is crucial that agencies work to an agreed policy and process o
identify children at risk, communicate effectively, and to act
promptly and effectively to saleguard children's interests,

7.92 There is evidence, too, that social services managers have
become increasingly skilled in monitoring and managing the
performance of social services, making improvements o the
processes and systems needed to ensure the qualiey of the
services they commission or provide directly. (Examples of this
might include checking systemarically thar home care services
SUFPﬂliiﬂE nl{]cr P’L'DFIC at ]'I.DI'.I'H:' arrive on li.ll"l.l', ar TI'I.a.[ :hﬂm
people awaiting discharge from hospital are unnecessarily delayed
due 1o poor coordination berween hospiral and social services staff.)

7.93 Progress towands a better-trained and racially and culturally
diverse workforce continues to be the least well achieved aspect of
capacity. Whilst national and local initiatives to improve training
and diversity have been underway during the period o which this
assessment refers, the impact on delivery cannot yet be observed.

What progress has been made amongst the
councils performing least well last year?

7.94 Of the cight councils that were rated at zero stars in
November 2003, two improved sufficiently to gain one sarn
However, this has been matched by the movement of two
councils from one star 1o zero stars, leaving the overall number of
zero star rated councils unchanged from 2003.

Changes to performance ratings in-year

7.95 CSCI's policy on star ratings is thar they will be published
each year, and for the most part will not be changed during the year.
For councils with a zero star rating, a higher rating may be awarded
later, if robust and substantial evidence of improvement becomes
available. Conversely, if serious concerns about performance anse
during the year, a council’s rating may be adjusted to zero stars, and
special monitoring arrangements put in place.
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ADMINISTRATION COSTS AND
STAFFING TABLES

8.1 The Department comprises three groups, dealing with
various aspects of the organisation’s work (Standards and Qualicy
of Public Health and Care Services, Delivery and Performance
in the NHS, and Promotion of the Strategy Objectives and
Business Development of the Department). Group Directors
report to the Chief Executive/Permanent Secretary. There are also
two Executive Agencies,

8.2 Deuiled information on Departmental administration
costs is given in Figure 8.1. Information on staffing levels is

provided in Figure 8.2,

8.3 The administration costs agreed in the 2004 Spending
Review reflect the reduction in size and shape of the Department
consequent on the major change programme commenced in 2003
and continuing into 2005 and beyond. The changes support the
ongoing transformation of the whole NHS and social care
system and the drive for decentralisation wathin a framework of
national standards.

8.4  Asaresuly, the Department is on rarger to reduce its staffing
numbers by a third by April 2005.

8.5 Whilst the cost of the change programme (including
ducing talinumbmb}adurdlhasbtmmttﬁommhmdu




Figure 8.1: Department of Health Administration Costs

Figure 8.2: Staff Numbers

1) The NHS Penitans

Hrptkﬁ-.r!u#mn thNFﬁl wm
12) The MCH aned MDA moerged wi Fm i Medicines and Healtheare Products Regulatory Agencyt
(30 NHS Estases became Tmtmg m!.-#rn.:’ Mm&#mﬂ'ﬁtm
{4) WHS Estases abolished 31 March 2005 — remaiming by Septenlier 2005,




THE DEPARTMENT OF HEALTH
CHANGE PROGRAMME

8.7 The health and social care system is being reformed to defiver

more choice and a faster, more modern and responsive service.

8.8 The purpose of the Change Programme is to cnable the
Dcpunnu:m o puwir.ll: ]:_":bd.urship that 15 more effectve o the NHS
amd Social Care, and a better service to Ministers and the Pul:]is:.

8.9 Over the past 18 months the Department has been
reshaped, reduced by 1,400 posts and created a smaller more
strategic organisation with operational responsibility devolved
throughout the system.

8.10 The Department’s ambition is to transform the organisation
to enable it ro respond ro this wider modernisation of the health
and social care system. It is a transformation that aims to create a
Department thar is:

®* more stmtcgu:: — focused on the strategy, while m:umg.ins short-
term demands efficiently;

® more joined-up at the top — with closer working and joint
understanding between Ministers, the Board and the wider
leadership;

® far-sighted ~ making best use of knowledge and external

contacts to pick up and act on issues before they hin

® part of a network — overseeing the health and social care system,
rather than running it, and l'u-rgj ng stronger links wich a range

of stakeholders;

® focused — with a clear system for identifying which policy work
should be pursued within a smaller deparement; and,

® responsive and Aexible — with the ability 1o quickly resource
new policy work.

8.11 The Board initiated the first stage of the Programme in April
2003, This focused on reshaping the Department’s structure and
reducing posts. This was completed in October 2004 and the focus
is now on transforming how the Department does business. Work
is currently on four key areas:

® redesigning our core business processes o improve our
efficiency and enhance delivery;

® redesigning our planning and governance processes to enable
smarter working and ensure better alignment of our resources

to OUr SITAtegic priorivics;
® improving the way we work with all our stakeholders to ensure
delivery; and,

® creating and sustaining a leadership and workforce which has the
energy, capacity and capability to deliver the Department’s
ambitious agenda.

NON-DEPARTMENTAL PUBLIC BODIES
(NDPBs), SPECIAL HEALTH
AUTHORITIES AND EXECUTIVE
AGENCIES

B.12 The Department’s arm’s length bodies (NDIPBs, execurtive
agencies and special health authorities) continue to operare
under measures introduced by the Government in 1998*", These
policies have increased the public accountability of the
DEFlJ.l'I.I]'LI'.‘I'I[‘S :I:!'ITIIS- Eﬂllg[h I.'I'ﬂl'ji.l_‘ﬁ ﬂlld Hl[ﬂ]'lg[hl'_'ﬂf_'d puh!n_
confidence in them: these bodies have members' codes, published
registers of members” interests and Inverner sites. Where possible,
and appropriate, they also hold open meetings, and summary
reports of meetings are published on Internet sites, in annual
reports or press releases.

8.13 Last year we reported that the Department was to review irs
arm'’s ||:Hg:]1 bodies. The Secretany of State puh]isl:r:d the ourcome
of the review in July 2004 and proposals for implementation in
Movember 2004, The ALB Review implementation programme
is part of a wider programme of change to improve efficiency and
cut bureancracy in the management of the WHS. The objective of
all these activitics is to reduce the burden en the front line and free
up more resources for the delivery of fromtline services to
patients and users. This wider programme is ro ensure thar the
ingreased investment in the MHS - 42 per cent in real erms from
2003-04 o 2007-08 - is accompanied by modernisation thar cuts

QUL wWaste.

8.14 The ALB Review change programme iself will deliver a
redistribution 1o the fron line of at least £0.5 billion a year by the
end of 2007-08. The number of bodies will be reduced o 20 from
the base year of 2003-04, despite the sector assuming new
functions under statutes approved by Parliament. Even with
these new functions, which bring new costs, we will be seming the
2005-006 iaudgq:l: for the ALB sector so that it will cost abour £100
million a year less to run than in 2003-04. A further £200 million
a year will become available for redistriburion 1o the front line by
the end of 2006-07 and again in 2007-08, This will inevicably
mean significant changes in the organisation, staffing, financing
and governance of the ALB sector. These changes are set out in
more detail in the November 2004 implementation framewaork

document™?, A programme is now under way to deliver them.

8.15 In 2005-06, the MHS will benefic from a minimum of
£140 million in savings from more efficient procurement being
driven by the Commercial Directorate of the Department of
Health through the Supply Chain Excellence Programmie; the
NHS Purchasing and Supply Agency (PASA) is closely involved
in this programme. By the time we get to 2007-08, we expect these
procurement activities, together with other supply chain initiatives
such as the recently negotiared Pharmaceurical Price Regulation
Scheme, to be delivering at least £870 million savings annually for
use by the NHS front line. This £870 million saving is made up
of £370 million from the Pharmaceutical Price Regulation
Scheme and £500 million from the Supply Chain Excellence
Programme.
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8.16 The Government's Better Regulation Task Force has shown
the way forward in reducing the burden of regulation. Linked to
this is the need to systematise more effectively the work of
inspectors and reduce the burden they impose on the NHS front
line. The Government has already merged some inspectorates.
The ALB review will continue this process and build on the work
of the new Health Inspection Concordar. This concordar will
reduce the number of inspection days in the NHS, cut the
information demands, especially through the new Health and
Social Care Informarion centre, using more self-assessment and
providing ‘inspection holidays' for high performing organisations.
The budgets of the inspection sector will be carefully controlled,
so that the inspection burden can be berter conmined than in the
past. Full cost recovery will be pursued for independent sector
inspection to reduce in stages the burden of their costs falling on
the NHS.

8.17 'Local’ is where the NHS action is and will continue to be.
Eight Regional Offfices and 100 Health Authorities have been
replaced by 28 Strategic Health Authonities. The Department of
Health's change programme has reduced the size of the centre by
38 per cent. The ALB Review programme will reduce the
staffing of the ALB sector by 25 per cent. The ALB Review will
help us o keep management costs under control across the whole
health sector by ensuring that the local NHS gets efficient, better
value-for-money response from central services, a contained
regulatory and inspection system, and fewer demands made on it
from the centre.

8.18 Ministers are determined to secure the changes set out in the
ALB Review within the timescales it proposes. They will be fully
supported in that purpose by Sir Nigel Crisp as the Accounting
Officer, the Departmental Management Board and by Christine
Olurram, the programme director,

PUBLIC APPOINTMENTS

8.19 The Department is responsible for public appointments to
a wide range of bodies, as detailed in Figure 8.3.

Figure 8.3: Public Appointments Sponsored by the
Department (members in post) at 1 January 2005

Strategic Health Authorities 28 180 208
WHS Trusts 46 1,198 1444
Primary Care Trists 266 1,723 1,989
Special Health Authorities | 300 321
Advisery Non-Diepartmental Public Bodies 24 464 488
Executive Non-Dieparemental Public Bodies 9 48 157

Ohiher Bodics (i} ] 192

8.20 More comprehensive information on Department of Health
appointments can be found in the Cabiner Office publication
Public Bodies, which can be found au
www.publicbodies.gov.uk/publications

128

8.21 Intormation can also be obtained by contacting the NHS
Appointments Commission at:

Blenheim House

West One

Duncombe Streer

LEEDS

L51 4PL

Tel: D113 394 2950

Email: info@apcomm.nhs.uk

Code of practice

8.22 All appointments 1o local NHS bodics, Special Health
Authoritics, Executive Mon-Departmental Public Bodies (ENDPBs)
and Advisory MNon-Departmental Public Bodies (ANDPBs),
which are sponsored by the Department of Health, 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 ransparent recruitment and
with a selection process involving independent assessors.

NHS Appointments Commission

8.23 The MH5 Appointments Commission now undertakes all
appointments to the boards of NHS Trusts, Health Authoritics and

Primary Care Trusts, as are the majority of national appointments
to Special Health Authorities and NDPBs.

8.24 The Commission was established as a Special Health
Authority on 1 April 2001. It is chaired by Sir William Wells, who
iz supported by eight Regional Commissioners.

8.25 The Secrcrary of State determines the criteria against
which all candidates are judged by the Commission, as well as
setting equal opportunities goals and objectives 1o ensure that NHS
boards are representarive of the communities they serve. This apart,
the Secretary of State no longer has any direct role in the
appointments process to local NHS boards or to the majority of
national public bodies sponsored by the Department.

Gender and ethnic balance

B.26 Asar 1 January 2005 the gender and ethnic balance and the
proportion of non-executive board members, who were disabled
on the boards of public bodies for which the Department is
responsible, is set out in Figure 8.4.

Figure 8.4 - Public Appointments - Progress by Gender
and Ethnic Balance




'RECRUITMENT

'8.27 The strengthened recruitment controls, introduced in

:’ 2003, remained in place throughour the year in order 1o support

mmmrdmunmmmmmmﬂhm

 Change Programme. This meant that a major focus was on filling

: pom in the new Departmental seructure with internal candidates

with the righe skills.

E;{: A limited amount of external recruitment continued where

it was not possible to identify displaced colleagues with the right

skills. This was carried out on the basis of fair and open
pulu:m in accordance with the provisions of the Cieal Service
mmisiioners Recruitment Code™ ",

, 29 The number of appointmenas in external competitions is

shown in Figure 8.5, broken down by gender. Exceptions

permitted under the Code were exercised on the following

!imlm' of oceasions:

# Three extensions, up to a maximum of 24 months,
of appointments originally made for up to 12 months. These
~ appointmenis were extended o enable the completion of work
ﬂutreqm:ed more time than originally estimared;

® 28 secondments;

# One re-appoinement of a former civil servant; and,

# One appointment of a disabled candidate under modified
sdmnun arrangements.

S| Nlon CIVIL SERVICE SALARIES

.30 Details of Senior Civil Service salaries for the Department
"' Hﬂith are given in Figure 8.6.

Figure 8.6: Salaries in the Department of Health for Senior
Civil Service staff in post at 1 April 2004

A HEALTHIER WORKPLACE

8.31 The Department remains committed to meeting Cabinet
Office and Treasury targets for reducing levels of sickness absence.

8.32 The Department continues to meet its legal obligations 1o
safeguard the health and safery of its staff.

Health and Safety Policy

8.33 Our Health and Safery Folicy has been revised in line with
current regulations and good practice.

8.34 Training activities have been actively promoted and delivered
and a number of health and safety promotion events are
being planned.

8.35 A system of regular inspection and meetings involving
managers, staff representatives and the Health and Safery Unic
continues to operate with success in the Department’s buildings.

Figure 8.5: Recruitment into the Department of Health 2004
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8.36 An electronic accident reporting system is being rrialled.

Statistics for 2004
Reported accidents

2004 2003
Not resulting in absence 99 —83
Resulting in absence Lt 14
Resulring in absence and RIDDICR 1 3
Total 100 102
Ii'.u:pnr:-:d TNEAT MTIS5eS 1] 5

ACCOMMODATION AND ICT
(INFORMATION AND
COMMUNICATION TECHNOLOGY)

8.37 The Dq!:lrtrm'nl'a HO blli!dings in. London and’ Leeds
continue to operate at, or near, capacity. During the year,
planning has continued to vacate sub-standard accommodation at
Elephant and Castle and co-locate more saff at Government
premises ar Mew Kings Beam House in Blackfriars. When
compleeed, the London HO) estare will have been reduced to

four buildings.

Relocation

8.38 The Department has commirtted to relocate 1,100 posts
by 2010, in response 1o the Lyons Review. The majority of these
posts are in our arm’s length bodies, although it is planned to
relocate the Customer Service Cenire from central London 1o

Leeds during 20006.

Information Technology

8.39 The Department contracted in 2002 with CSC (Computer
Sciences Corporation) for the supply and operation of its [CT
{Information and Communication Tl‘di::nlng'] infrastruciure for

a period of seven years.

8.40 Work is now complete on a major transformation
programme 0 upgrade all deskiop, nerwork and porable
|!'I-;1du.l.'h which has improved services to mobile workers, and
supports collaboration within the Department and across the
Departmental boundary with the NHS and external stakeholders.
The CSC contract will deliver significant year-on-year
Cost savings.

Knowledge Management

8.41 Enhanced knowledge management has been recognised as
a key project within the Departmental Change Programme and
there is a strategy and implementation plan to improve the control
of key information sources and create a ‘one stop shop’ for
information access via an enterprise portal.

8.42 Owur strategy recognises that behavioural change is also
required, and a knowledge management awareness and training
programme is being rolled out 1o all seaff,
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£.43 The Deparrments electronic record system met the cross-
Government target in 2004 and we have achieved 100 per cemt
rollout. Our focus is now on benefits realisation and ensuring that
everyone is using the system effectively to meer business requirements.

THE ENVIRONMENT

B.44 The Department continues to develop is operational
response to the Framework ﬁ!r Sustainable Drwfﬂpmmr an e

Cropernment Feoae™™

. The remaining Framenwork targets were
published during the course of 2004, and now cover travel, water,
waste, energy, estates management, procurement, biodiversiey and

social impacts.

8.45 Deils of the Depariment’s progress against these targets are
maintained on the Department’s Sustainable Development
wiebpage at: waww.dh.gov.uld/ AboutUsiHowDHWorks/Service
StandardsAndCommitments/SustainableDevelopment/fsfen

8.46 Significant achicvements include:

® continuing to reduce our water consumption. Further water
r.'::n:ﬂ:n'ing MMCASUICS ||a'|':: h’.‘:l."ﬂ iI'I'IPII'.'mL‘I'I'[':(E ACTOSS Ih:
London estate, resulting in a reduction per person from an
average of 10.12 m* in 2001-02 10 6.85 m* in 2003-04. This
considerably exceeds the Framework targer of 7.7 m' per person
by March 2004;

® re-tendering our cleaning and waste management contract,

The new comtrace has a strong emphasis on continuous
fll'ﬁ"il’ﬂ'l’lll'll.'l'll-'ll ill'li.'l'l'ﬂ'\"t‘l'l'lﬂl'lt 'I.l".itl'l = c-:]rnm'ltm::nt Tk iﬂﬂ:l’tﬂﬁi“g
the Depariment’s recycling/recovery rate from the current 60 per
cent to more than 90 per cent; this will be achieved by a
combination of saff awareness/educartion, revised waste
management processes, and use of modem waste segregation
facilities, Currendy all paper, cans, glass, plastic and Huorescent
tubes discarded from our London buildings is recycled. We also
have in place arrangements for recycling printer and toner
cartridges and redundant IT equipment;

® continuing to pursue the pt:ﬂ;inuc of renewahle energy far
consumption on the London estate. In a highly competirive
market we have succeeded in purchasing 26 per cent ‘green’
cJﬂ'trjcizt_',' for our London estate; this exceeds the Framervord:

targer of 5 per ceng; and,

® reviewing the stationery catalogue to promote environmentally
friendly products.

8.47 We are also working with NHS Purchasing and Supplies
Agency to encourage manufacturers, suppliers and contractors —
through tighter specifications — to provide environmentally
preferable poods and services at competitive prices.

8.48 The Department’s official operational environmental

COMUECES arc:

® Martin Chaplin, Head of Business Services Unir; and,

® Julia Armstrong, Sustzinable Development Manager.






ANNEX A1

DEPARTMENT OF HEALTH - TOTAL CAPITAL EMPLOYED

e ¥

(L) Thhis includes all encities within the DH resonrce accounting boundisry, such as the central DM, and Health Authorivies
2) Source: D consolidated reconvce acconnge. For 2004-05 and beyond, Fpures are uplified in line with GDP deflasor of 16 March 2004,
(3] Figures up ro 19992000 include the NHS Lisigarion duchority wivich mioved fircide the accounting bowrdary in 2000.01.
(4] Figures up to 2001-02 include the Health Developrment Agency which moved inside the accounting boundery in 200203,
(3} Thhiz includes, for exansple. NHS Truses and The Mational Blood Autherity
(6} Source: NHS Trusts snoewmarisation schedules, and acconmr of ather srgandrations. For 2003-04 and beyond, ﬁgum are apiifted in fine with forecan (GDP
deflarer af 1 Muarck 2004
7 OF pirt fres (e Purclvasing and A wreowed instde e ‘ «(k2, Rampron, Broudmoor and Achwerdh
& &wﬂfﬁrﬂﬂ Arflﬁiﬂmf antsidde the .a'crf.ri ““_Mmﬂ}') W o e
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ANNEX A2

'DEPARTMENT OF HEALTH — RESOURCE BUDGET

{ .i‘inﬂulz dental services (PDS) in 2006-07 and 2007-08 is included in the HCFHS provision. By April 2006 general dental services (GDS) will
o _ﬁrm e denial services fionded from diteresionary reiurees,
Initial provision fir now m f dental erviees :Gﬂﬁ}lﬁﬂﬁ-ﬂd&rﬂd&ra‘&mwmufwnq’m b:ﬁrﬁCFHSpmgmw»

_Wﬁ:ﬁm#ﬂi) The sl af rransfer will be re-anessed in yoar as the mte of conversion o PDS and he develspriens of denal

HM Treassry funeling available for Private Finance Initiative (PE1) sohemes, swbich is repaid by the PFI partsier ovice the scheme i operational.
Mmmﬁyﬂnﬁqumﬁrmrmnbﬁm:m o




ANNEX A3

DEPARTMENT OF HEALTH - CAPITAL BUDGET

(1) Frcludes funding available to Foundirion Truss for 2004-05 and 2005-06.

(2) M Tivasury frding available for Private Finance Initiative (PFI) schenses wivicly is repaid by the PFI partner once the scheme is operaiional,
Pleaze nore: nuljece Mﬁm.l'{grrfu:m aninly Treatrsiry b

(3} Frgures ity stot suns due to rounding,

(4} Amannts below £0.5 willeon ave nor shown bur indicated by 2 8,
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ANNEX B

EXECUTIVE AGENCIES OF THE
DEPARTMENT OF HEALTH

NHS Estates

MHS Estates” mission is to advise on and enable 2 modern
environment of care for NHS services, We fulfil this mission by
providing a corporate overview managing the public sector
estate and facilities management (gfim) services — from the
strategic dimensions of estate strategy and the planning of
buildings 1o meet the modernisation of clinical serviees, through
to the concept of the well-serviced hospital ~ creating an
environment thar provides front line support to patient needs.

The Agency focuses on strategic estate deployment, developing and
delivering solutions o :ﬁn challenges and problems, using new or
existing technologies, through innovation, creativity and change.
We dmwclnp and :‘LFF!}-‘ new mchnningiﬂ_ promote advanced
designs and design methods, introduce new and more efhcient
production techniques, marketing and construction concepts,

piun-nr:r new L‘ﬁl’l services and man:lgcmcm ﬂlftl‘lﬂdﬁ.

The Agency acts as a central hub of expertise in a diverse range of
estates and facilities management issues. It is uniquely positioned

to suppori and facilitate modernisation programmes by:

® translating professional and technical information on ¢fm
issues into forms which the NHS can use to deliver a betrer

healtheare environment;

® adding value 1o building spaces by promoting and supporting
trusts in providing a warm, safe, comfortable patient

ENVIrONIMent;

® providing know-how and support on the fundamentals of
hospital care, enginesring, decontamination and the planning,
design, procurement and eventual disposal of healthcare
buildings;

® developing and delivering world class products and strategic
services, on which the NHS can draw o improve the quality of

the environment where patients receive care; and,

® providing a unique link between estates and facilities
management and clinical policy.

MHS Estates sets clear national standards for strategic stewardship
of the estate, procurement and construction, engineering, design
quality and h::ﬁpitﬂliq’ services. Within the new NHS landscape,
the Agency is working closely with SHAs and supporting the
dwduprn-:m: of new maodels for r-:-gul:uinn and inspection,
looking to work closely with bodies such as the Office of the
Independent Regularor for NHS Foundation Trusts and the new
Healthcare Commission.

The Agency is 1o be abolished in 2005-06 as a result of the
Dﬂ}'hur:m:mfs review of its arm’s lcngtl'l baodies with its functions
transferred o core DH, other ALB's, SHASs and orher

Government bodics.,

More information on the Agency's activities, progress towards its
objectives and associated key tasks and rargets can be found on the
web site at www.nhsestates.goviuk or by calling 0113 254 7000,

NHS Purchasing and Supply Agency

The NHS Purchasing and Supply Agency aces as the centre of
advice and expertise on matcers of purchasing and supply for the
BHS for the benefic nfpaiir_'n'rs and the pubﬁc. The Agency is an
advisary and co-ordinating body and also an active participant in
the ongoing moderisation of purchasing and supply in the health
service. The Agency ensures thar purchasing and supply issues are

taken into account when r:1r.'|1:m'|i||iJ1!;| national healtheare policies.

The Agency also provides advige to 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 2004 to 31 March 2005, were £21.5 million.

2004-05 updare:

A review of the Supply Chain for the Dieparement and the NHS,
inc!uding MNHS PASA, was conducred rluring lare 2003 and che
findings fed into the Deparument’s review of its arm's length bodies.
The review concluded that a number of changes need o be
effected in the structure and management of the Supply Chain.

The initial stages of this implr.'mr_'!:m::itm involved:

® enhanced sourcing activity in selected carcgories of spend
handled by the Agency;

® changes in the organisation and roles of the Agency consistent
with changes in the Department and those identified by the
ALB review;

® 3 renewed emphasis on the development of regional
Procurcmen, and,

® a review of NHS Logistics Authority and related procurement

functions.
In each of these areas, there has been signiﬁt‘am progress,

® 2 national contracts sourcing project has been implemented wath
the initial phase covering eleven categories and delivering £96m
of savings by December 2004;

LI rc-mgnnis:uinn aof NHS PASA is L‘:IrIl‘]'l[]:r' L:l!d{'rwu}' - i is
envisaged thar there will be some work transferred to the Agency
from other ALBs;

® the majoriey of NHS procurement work is now covered by
supply management confederations — with a collaborative hub
congept now being rested :J'Lmllgh pilot organisations; and,

® a review of NHS Logistics, and related procurement acriviry,
has been undertaken and a market testing exercise is

currently underway.
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The Agency is closely invelved with the implementation of the
.Ei:,lppiy Chain Excellence ]"n}gr.lmmt. It s anticipalﬂi thar the
f"u.ga.:m:}- will be ::;::uming a revised role in the future as che
operating arm of the Commercial Direcrorate and will be leading
subsequent phases of SCER

The .-"L_g,r:nc}r will be u'.s]:mnsihli: foar {I:li'n:ri:ng enhanced savings o
the NHS following the above review. Ir will continue to support
raising the level of purchasing and supply professionalism within
the NHS, and will seck to maximise the volume of Agency
business delivered through e-systems.

Medicines and Healthcare Products
Regulatory Agency

The Medicines and Healthcare products Regulatory Agency
(MHRA) was created on | April 2003 as an executive agency of the
Diepartment of Health, 1t was created from a merger of the existing
Medicines Control Agency and the Medical Devices Agency.

The aim of the Medicines and Healtheare products Regulatary
Agency is to protect and promote public health and wellbeing by
ensuring that medicines and healthcare products meet set
standards of safery, quality, performance and effectiveness, and are

used safely.

The MHRA has some 700 staff and a rtotal budget of around
£50 million, and operates as a trading fund. The Agency’s main
sources of ftunding are from fees and charges from the
pharmaceutical industry, and funding from the Department of
Health for its operations on regulating medical devices.

The main tasks carried out b].r the MHRA are wo license
pharmaceuricals, ensure mmpfianﬂ: in the UK with FIAMIIOTY
obligations relating to the manufacrure, distribution, sale,
labelling, advertising and promotion of medicines and medical
devices, operate systems for recording, monitoring and
mvestigating adverse reports and incidents, and mking enforcement
action to safeguard public health. The Agency also provides advice
and support to Department of Health Ministers on policy issues
and represents the UK in European and other international
discussions concerning the regulation of medicines and healthcare
products.
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ANNEX C

OTHER BODIES (INCLUDING
EXECUTIVE NON-DEPARTMENTAL
PUBLIC BODIES AND SPECIAL HEALTH
AUTHORITIES)

Human Fertilisation and Embryology
Authority (HFEA)

The ﬂu[]mril}' was established |J].-' the Human Ferulisation and
Embryology Act 1990 and began its work in August 1991, Iis
main responsibilities are 1o license and monitor those clinics which
earry out IVF and donor insemination, and to 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 17 members (including the
Chairman and Deputy Chairman) and has approximarely

100 staff.

The Autherity’s total expenditure in 2003-04 was £7,444,580.
Approximately 45 per cent of the Authority’s income was raised
from licensing and other income, with the remaining 55 per cent
from the Department of Health. Parcicular issues considered by
the Authority were the use of sex selection, the use of
preimplantation genetic diagnosis with tissue typing, safe
eryopreservation and donor anonymity: Further information about
the work of the Authority and its accounts can be found in irs
Annual Repore and Accounts, which is available on the HFEA's
wehszite: www.hfc:..gnv‘uk. Otherwise, imformation can be
obrained form Mr Ted Webb at the Department of Health, Room
654C, Skipron House, 80 London Road, London SE1 GLH;
{020 7972 5863).

Commission for Patient and
Public Involvement in Health (CPPIH)

The Commission for Patient and Public Involvement in Health
wis set up on | January 2003, The chair of the CP'PIH is Sharon
Grant and the chicf executive is Steve Lowden — there are 10
commissioners. The main funcrions of the CPPIH are to ser up
and maincain Patients’ Forums and to ensure thar they have staff
support available 1o them so that they can carry our their
functions. The CPPIH will be abolished as a result of the
Department’s review of its arm’s length bodies. Primary legislation
15 required to abolish the CPPIH so the timing of abolition will
be dependent on the parliamentary timetable in the next
parliamentary session.

National Biological Standards Board
(NBSB)

The NBSB, set up in 1976, functions through its executive arm,
the Mational Institute for Biological Standards and Control
(NIBSC). The Board's prime function is 1o assure the potency,

purity and related efficacy and safery of biclogical substances used
in human medicine (e.g. vaccines, hormones, blood producis).
MBSB collaborates with the World Health Organisaion (WHO),
the European Commission and other related international
bodies. It is important to the Government's public health
PrOg AN e and w the |:|h.1r|11.11_'curir,':|| indus;:r}' in -.15.1.is.|;ing
with licensing and with on-going batch testing and quality
assurance of biological substances. NIBSC's activities have a
3ig|til"|-:.'anl research element, directed wowards d(:si_:;lting and
improving assay, test and standardisarion methods. The
Department’s review of its arm’s length bodies proposed abolishing
the NBSB and transferring the NMIBSC to the Health Protection
Agency. Subject to the passage of legislation, this is expected ta be
imphrmi.‘l'ln‘w.f h:l." ."l.|1-ri.| 2007, The Board's Eross cx;:;'lulilur-: in
2003-04 was £18.8 million, of which the Government funded
£14.2million. Tt employed 305 staff over this period. NBSB's
corporate aims and stravegy 1ogether with its performance against

key targets can be found in the Annual Report and Accounts.

For more information about the NBSB contact Mr Victor
Knight, Marional Instituee for Biological Standards and Control,
Blanche Lane, South Mimms, Herts ENG 30G; 01707 6411000
or see the NIBSC's website ar: www.nibsc.ac.uk.

National Radiological Protection Board
(NRPB)

The NRPB was set up in 1970, It conducts research into. and
provides advice on the effects and risks of radiation (including non-
ionising radiation such as ultra-violer, mobile phones and power
lines ete), radiarion measurement and dose assessment, IMONILOnng,
radon in homes, the environmental impact of nuclear discharges
and waste disposal, emergency planning and the consequences of
nuclear aceidents. The Board also provides advice wo international
organisations and provides services industrial and other
radiation users. Gross expenditure in 2003-04 was £16.348 million
of which the Government {including £0.33 millien by the
Scotush Executive) prm'i:ir:ﬁ £6.385 million. NRPB emplovs
315 staff.

NRPB's corporate aims and strategy, together with performance
against key rargets, can be found in their Annual Repor
and Accounts.

As part of the Department’s review of its arm's length bodies and,
subject o |¢:gisiarimn, it is intended that the funcrions of the
National Radiological Protection Board should transfer ro the
Health Protection Agency when that agency is established as a non-
departmental public body. It is envisaged thar this will rake place
on 1 April 2005

For mone information abourt the MRPR, contact Dr Hilary Whlker,
Department of Health, Skipton House, 80 London Road,
London SE1 6LH; 020 7972 5122, or NRPB's website ac:
www.nrpb.org
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Public Health Laboratory Service (PHLS)

Most of the functions of the PHLS were transferred to the Health
Protection Agency (HPA) or to the NHS in April 2003. After that
darte, it retained the function of providing microbiological
culeure media to the HPA and the NHS. The decision to sell the
PHLS media services business to Oxoid Lid was announced in
August 2004. The sale will be completed on 31 March 2005, at
which time the PHLS will be abolished. The PHLS gross
expenditure was approximately £4.4 million during 2003-04, of
which DH provided £931,000. PHLS media services employed
61 spaft over this period.

For more informacon abour the PHLS, see their website at:
www.phls.co.uk or contact Brian Bradley, Department of

Health, ﬂkipmn House, 80 London Road, London SE1 6LH;
Tel 020 7972 5304.

General Social Care Council

The Care Standards Ace 2000 |}ruung|: nio bﬂing, AMmong, other

regulatory bodies, the General Social Care Council. In line with

its sister councils in Scotland, Wales and Northern Ireland the

GSCC has the remir to:

® csablish a comprehensive and up-to-date register of qualifying
social care worliers;

® cablish transparent and fair rules for achieving and retaining

registration;

® develop and enforce professional standards of conduct and
practice;

® cnsure high levels of training for social workers;

® a5 a consequence of these actions, promote the status of social

Canc “-'ﬂll{l:[ﬁ: '.'il'l.l]-.

® be a forward looking and pro-active public secror body with
committed staff, responsive management, sound corporate

governance and effective delivery of its remi.

The GSCC has a r::gislr:“[un function based on the mmplr_'tinn
of approved training. Before a person may be registered with the
GSCC helshe will need o show thar they are:

® of good character;
® physically and mentally fit 1o undertake the work;
- prnpﬂly qu:iliﬁﬁl and tramned: and,

® satisfies any requirements of practice, conduct and competence
the Council imposes.

The GSCC opened the Social Care Register on 1 April 2003 with
the amm of registering all qualified Social Workers by 1 Aprl 2005,
The registration of other social care workers will then be rolled our.

The GSCC pul:lis.h-c-d Codes of Practice for social care workers and
employers on 23 Seprember 2002, These are the first codes of
practice governing social care and are UK wide. They were
dcvclnprd in consultation with a wide range of stakeholders,
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im:||.|ding SETVICE USErS. Th:}r are a cricical part ufrcgl.ll:lring the
profession and helping 1o improve standards and public protection.

All staff and employers are required to adopt these. The Code for
employers includes the need o have rigorous and thorough
recruitment and selection processes, making sure that only
people who have the appropriate knowledge and skills enter the
workforce. It is also necessary o undertake checks on relevant
registers and indexes and assess whether people are capable of
carrying out the job they have been sclected for prior to
appointment. The NCSC and S51 will take the Code of Practice
for Social Care Employers into account in their enforcement of
care standards.

The Deepartment of Health funded the GSCCs operating costs
of £11.3m in the year to 31 March 2004, The GSCC employs
161 seaff.

Part of the Government’s commitment to rnising the status of the
whole social care workforce is the introduction of protection of tite
for the professional title of social worker, which will restrict the use
of the title Social Worker to registered, qualified Social Workers.

This was impicmcmed on 1 r'h.plil 2005. After this dare, it became
an offence for a person in England and Wales o, with intent,
deceive another:

a) take or use the ttle social worker; or

b) take or use any title that implies s'he is a registered social

“-'DII'E.EI; O

c) take or use any description that implies s/he is a registered social
worker; or

d) in any way hold him/herself out as a registered social worker;

unless sthe is rq:gistr:n::l as such by one of the four Councils. A
person who is convicted of an offence under 561 shall be liable to
pay a fine of up to (at the present time) £5,000.

The benefits of this new regulation will be seen most strangly in
wo of the main nbjmi\ri:s of our work in social cares the raising
of standards and grearer protection for the service user. On the first
of these, being registered as a Social Worker with a Care Council
acknowledges that an individual has reached a level of training and
professionalism that allows them to use thar ride. For the
mnd. l]'l.i! USET CAn fcﬂj CDEIE-I:II’.'H[' tlla[. '\."-l'I'ICI'I. rl'l:}" ]'I.:!'I.'C contact
with anyone using the title, not only is the individual qualified but
an independent body thar has service user protection as a
guiding principle also regulates them.

For further informarion, contact the GSCC on 0207 397 5100 ar
refer to their website at: www.gsce.org.uk. The Department of
Health and Secial Care contact is Tim Lund on 0113 2546900,



SPECIAL HEALTH AUTHORITIES
NHS University (NHSU)

MNHSU was established as a Special Health Authority on
1 December 2003, NHSU was designed to help to focus
education, training and development within the NHS, giving more

people more opportunities to improve patient care.

Following the Department’s review of its armis length bodics,
Ministers announced in November 2004 that the WHSU would be
dissolved by July 2005. Ar the same time, a new NHS Institute will
be established cm‘cﬁng LAMOVATION, IL'anlin{;;, shlls and i||1|mws.'r|||:nt.

Work s pmgn:'ssing to define the funcuons and remic of the
new organisation.

For further informarion abour NHSU, contact Hannah Dormnin,
MHSL, Floor 15 88 Wood Streer, London, EC2V TRS;
0208 528 1434 or the NHSU website at: www.nhsu.nhs.ulk

NHS Counter Fraud and Security Management
Service (CFSMS)

The CFSMS is a Special Health Authority with responsibility for
all policy and operational matters relating 1o the prevention,
detection and investigation of fraud and corruption in the
Department of Health and in the NHS and 1o the management
of security in the NHS.

The strategic documents Countering Fraud in the NHS™" and
A Professional Approach e Managing Securivy in the NHS™ ser oun
the detail of development of these areas of work and the ways in

which progress towards objectives are measured.
The high-lcvd aims of CFSMS arc:

® 10 protect the MHS by ensuring thar resources made available
for patient care and services are not lost to fraud or corruption,
amaching the highest importance 1w working within a clearly
defined professional and ethical framework and o winning the
support of all those who provide or use NHS services;

® the delivery of an environment for those who use, or work, in
the NHS that is properly secure so that the highest possible
standard of clinical care can be made available to patients.

From their creation in 1998 to the end of 2003-04, the CESMS
and 1s prc:rju:ts.sur achieved the F{:Ihlwins in L"uunlerjng fraud:

® more than 460 professionally trained and accredited counter
fraud specialists put in place across the NHS, backed up by
counter fraud training provided, so far, w0 over 500 Dirccrors of
Finance and over 200 Human Resources Directors;

® over 940,000 NHS staff and professionals covered by Counter
Fraud Charter agreements 1o work with the NHS Counter
Fraud Serviee to counter fraud and corruption:

® more than 1,100 fraud awareness presentations delivered to key
MHS staff;

® averall, losses in the arca of patient fraud have been cur by
49 per cent from £17 1m to £87m; and,

L&

® in some areas, claims by NHS professionals have fallen by 31 per
cent for atendanee claims and 46 per cent for domiciliary visits

after processes were fraud-proofed.

All of this has been achieved with a 13:1 return on the investment
in counter frand work :hm:lgh an overall Imsi[iw: financial impm;:
of £478 million, a very cost-cffective basis,

I the two years since CESMS wok over responsibility for security
management it has made an impace including:

® developing high-quality and professional Accrediced Sccurity
Ha:nagc:lm:nt Specialist (ASMS) training that has been acoredined

h_',.' the Universiry of Portsmouwth:

* cnsuring, through Secretary of State Directions, that every health
body has a Local Security Management Specialist who has
successfully completed the ASMS Specialist training;

® cuidance on physical assaults and non-physical assaules;

* 4 new Lone Worker policy for NHS swaff and the Lone
Worker protection device o better protect NHS seaff;

® conflict Resolution Training available vo all frontine NHS staff;

® 3 pational reporting system for physical assaults againse NHS
statf has been put in place and will be fully operational by

summer 2005:

# puidance on the security of radicactive marerials was issued in
July 2004; and,

® forming a legal protecrion unit w tackle individuals who pose
a serigus risk to MHS staff and others. Its resules have included
the first national Anti-Social Behaviour Order for an individual
who assaulted NHS staff over the past 15 years and who,
subsequently, received a three-year prison sentence.

As a resule of the Department’s review of its arms length bodies,
from 1 October 2005 the CFSMS, together with the Dental
Pracrice Board, NHS Pensions Agency and the i"‘lﬁcriptit:u ]"'I'-I{‘il'l.g
Authority, will be merged into a new organisation called the NHS
Business Services Autherity (BSA), CFSMS has acted expedicnily
to comply with the staff and budger reducrions that are
requirements of the review.

For further information on the CFSMS contacr the Depariment
of Health ar FID-CESM, 207 Hannibal House, 7th Floor,
Elcphan[ & Castle, London SE1 6TE, 020 797 22501; the
CFSMS Execurive Office at Weston House, 246 High Holborn,
London WC1V 7EX, 020 7895 4500; or see the CF5MS
website ar www.cfsms.nhs.uk
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Dental Vocational Training Authority

The DVTA excrcises the funcions of Health Authorites I'.H.
reviewing and advising on the vocational training curriculum, and
allocaring vocational aining numbers ro denrists whe wish o
practise unsupervised in the NHS General Dental Services to
demonstrate that they sarisfy the vocational training requirenvents.
As a result of the Depariment’s review of its arms length bodies; the
funcrions of the DVTA will be transferred to the Postgraduate
Medical Educarion and 'E}:L'Lning Board. Discussions ane uﬁdcnﬂay
on the timing of the transfer.

The DVTAs gross expenditure in 2003-04 was £265,000. The
Authority is funded entirely by Government. From Apnl 2003 w
March 2004, the DVTA issued 1,285 vocational training numbers.
101 applications for a vocational iraining number were rejected in the
same period. The Authority has four siff. For furcher information,
contact Pacrick K.u-“annn_gh or Trevor Homewood, Dental Vocational
Training Authority, Masters House, Temple Grove, Compron
Place, Easthourne, East Sussex BMN20 8ADD; 01323 431189

NHS Appointments Commission

The NHS Appointments Commisston was esablished in Apnl 2001,
with power delegated by the Secretary of State 1o appoint the chair
and non-execurive directors of NHS Strategic Health Authoriries,
Primary Care Trusts and NHS Trusts. It is also responsible for
ensuring that those it appoints have accss 1o appropriate training and
support and have regular appraisals. In 2003, the Commission’s remit
was extended to cover the appoinement process for the Department’s
national bodies, and now provides a valuable service to the
Department in ensuring the highest standards in public appointment
processes, and thar the best |1msih|¢ J;h:np]-,' Ane :ll'.l-rH‘.rjI'I[r:rj. The
Commission makes approximately 1,500 appointments and provides
4,000 rraining places a vear, and is now offering its expert services wo
other Government departments. The Commission currently

comprises the Chair, eight Regional Commissioners and the Chief

Execurive. It employs 58 staff and has offices in Leeds and London.

As part of the Depantment’s review of its arm's length bodies and,
subject to legislation, the Commission will become an ENDIPB by
I April 2006,

For appoiniments in the South and South West, conracr:

MHS Appoiniments Commission
138 Cheapside

London

EC2IV 6BB

Tel 0207 615 9300

For appoiniments in the Midlands and North and o Marional
bodies, contacr;

MHS Appoinuments Commission
Blenheim House

Duncombe Street

West One

Leeds

L52 FUE

Tel 0113 394 2950
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Health Protection Agency

The Health Protection Agency was established as a Special
Health Autheority (SHA) in England and Wales on 1 April 2003,
It has responsibility for a range of health protection functions
provided under the NHS Act and previously carried out by other
bodies. In England. the SHA is responsible for the functions that
were performed previously by:

® the Public Health Laboratory Service (but not its general
clinical diagnostic microbiology services which have transferred
to the NHS);

® the Microbiological Research Authoriry;

® the Nartional Focus for Chemical Incidents, Regional Service
Provider Unirs and the Nadonal Poisons Informarion Service;

® the health protection functions provided by consultants in
communicable disease control and other health protection

staffs and,

® the advice and other funcrions provided by regional health
emergency planning advisers and their staff.

The core functions as summarised in the HPA's Corporate Plan for
2004-0% are 10:

® jdentify and respond o health hazards and emergencies;
L ami.cip:n:: and [prepare for cm-crsing and future threats:

® alert and advise the public and Government on health

protection;

® nrovide specialist health protection services; and,
i pec |

® support others in their health protecrion roles.

lts estimated income for 2004-05 is £198m, of which £124m is
provided directly by DH. The HPA employed 2,518 staff on
31 March 2004. In addition to this, approximarely 200 staff were
engaged on various agency, secondment and similar arrangements
during the previous 12 months.

The HPA Act, which received lln}'nl Aszene on 22 I]'ul}' 2004,
establishes the HPA as a new UK-wide non-departmental public
body (NDPB) on 1 April 2005. The HPA NDPB will be an
authoritative source of advice and support in health protection
MATTETs. TI'".' Ul': {.‘;i]\"l:rl'll'l'“.'l'll H]'Id 'EIEII {!f tl'lf df‘d’ﬂ]\'fd
administrations will look w the Agency to provide all the
functions currently carried our by the Naional Radiological
Protection Board (MRPB), which will be wound up.

Contact: Brian Bradley, Department of Health, room 604a,
Skipron House, 80 London Road, London, SE1 6LH, 020 7972
5304; Mr Michael Harker, Health Protection Agency: Central
Office, 1-11 Jolin Adam 51, London WC2N 6HT, 020 7339
1321; or see the HPA's wehsite ar: wew.hpa.org.uk

-



National Clinical Assessment Authority

(NCAA)

The MCAA is a Special Health Authority which provides a support
service 1o MHS Trusts, the Prison Health and Defence Medical
Services when faced with concerns over the performance of an
individual doctor or denosi. The NCAAS role 15 o support

employers and clinicians and o boost patient confidence in
the NHS.

In order 1o help doctors and dentists in difficulty, the NCAA will
provide advice, take referrals and carry our targered assessments
where it is deemed necessary. Many cases are resolved locally,
following NCAA advice: however a small proportion of referrals
progress to the assessment stage. Once an objective assessment has
been carried our, the NCAA will advise on the appropriate course
of action. The Authority was established as an advisory body and
the employer organisations remain responsible for resolving the
problem once the NCAA has produced its assessment.

The NCAA rmpl::}rs around 120 pﬂnplt. f"mgrcss made at the
MOCAA since it was established 1n 2001 includes:

® providing a full advice service which has managed well over
1,000 cases, which represents OvVer one per cent of the medical

WDIHIJL'CCI
® providing a robust assessment service;

® further strengthening relations with stakeholders, including the
medical profession, NHS managers, patients’ groups and
other bodies leading the health service quality agenda;

® widening its service coverage to include health services in Wales
and Morthern Ireland, |J-|1.I:!i the Prison Health and Defence
Medical Services:

L wn-rk'lng with the Chief Medical Officer to reduce the number
of long-term clinical suspensions. The NCAA now monitors

exclusion of hospital doctors and denrists which exceed six
manths;

® the MCAA was also the first Special Health Authority to sign up
the Department of Health's Positively Diverse programme;

® waking forward its important education and research and
dn':!npmtl:t stmtugir_::

® Launched a web-based wolkit to share good practice throughour
the WHS;

exclusion from work. In 85 per cent of cases referred to it where

suspension had been considered, the NCAA has been able o
recommend a safe alternative to suspension; and,

® supports the new exclusions framework for hospital docrors
and dentists.

The NCAA's revenue expenditure was £5.9 million in the year to
31 March 2004, This was funded primarily by the Department of
Health, with additional income provided by the Welsh Assembly
-~ and the Prison Service.

From | Aprl 2005, the NCAA will become a division of the
Mational Patient SaFcl:}' r‘.gcnq.' under the name of the National
Clinical Assessment Service.

For further informartion contact the NCAA on 0207 273 D850 or
refier to their website at: www.ncaa.nhs.uk a: The D:pumu:m

of Health and Social Care contact is Tim Lund on 0113

2546900,

National Blood Authority (NBA)

The Mational Blood Authority is responsible for the management
of the MNarional Blood Service in England and North Wales
including:

® the collection of blood from voluntary donors, its processing,
testing and supply 1o hospitals |:|1mug|'|. its network of blood

centres; and,

#® the International Blood Group Reference Laboratory (IBGRL),
which provides a reference service and issues diagnostic
muaterials, and the Bio Produces Laboratory (BPL), which makes
therapeutic products from blood plasma and makes and issues
diagnostic marerials.

The .ﬁ.,urhnril:}r‘s gross r:xpc:ndjturc in 2003-04 was £392 million,
which was recouped largely through blood handling charges o
hospitals and through sales of BP'L products. It employs around
5,599 saff.

As a resule of the Depariment’s review of its arm’s I:nglh hadies,
the Authority will merge with UKT by 1 October 2005 to form
MNHS Blood and Transplant.

Further information, including summary financial statements, are
included in the NBAS 2004 Annual Report which 5 available from
the Mational Blood Authority, Oazk House, Reeds Crescent,
Watford WD1 10QA; 01923 486800, Website www.blood.co.uk

National Treatment Agency (NTA)

The Mational Treatment Agency for Substance Misuse was
established on | April 2001 as a Special Health Authority as a
result of joint working between the Department of Health and the
Home Ofhce. The NTA strap line is ‘'more treatment, better

treatment, falrer treatment’.

The NTA works closely with the Healthcare Commission and
other inspectorates, SHAs and Regional bodies to challenge and
support Dirug Action Teams (DATS) to improve local trearmen
standards and delivery. DATE are local planning bodies responsible
for commissioning drug services from a pooled national trearment
budger. This stood ar £260.1 million in 2004-05. This budger has
increased significantly over the past two years and is matched
locally by expenditure by PCTs, local authorities and criminal
justice agencies. As a result of the Spending Review announcement
in September 2004 all Drug Action Teams will receive a 55 per
cent increase in their allocations berween 2006-08.
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The NTA has already made significant progress in improving both
access to and the quality of drug treatment services. In 2003-04,
the methodology used for counting the number of drug users in
treatment was revised to reflect numbers in treatment more
accurately. The definition of structured drug treatment has also
been tightened with the implementation of Models of Care for the
treatment of adult drug misusers, which was published in Z002.
Based on the new methodology the figure for the numbers in
treatment at any peint in the year was 126,000, However, 1o
ensure that the numbers in treatment could be compared
with previous years an estimate was made of the numbers in
teatment based, as far as possible, on the methodology used in

previous years.

Based as much as possible on the previous methodology ir is
estimated that in 2003-04 there were around 154,000 problem
drug misusers in treatment at drug treatment agencies and
general practitioners in England, compared to around 140,900 in
2002-03 (an increase of almose 10 per cent)

It is estimated that in 2003-04 the ol number of individuals
successfully completing treatment in 2003-04, or recained in
rrearment on 31 March 2004 was 90,511, This is an increase from
the 80,600 problem drug misusers who successfully completed

treatment in 2002-03,

In December 2001, the NTA working with the NHS
Modernisation Agency set maximum waiting time targets.
Although there is some way o go, with delays in accessing
treatment still unacceptably long in some parts of the country,
the overall trend is positive. There is currently an average waiting
time of berween two o four weeks. In those areas where waiting
times are particularly long the NTA are working with DAT: o
reduce them.

The NTA is also imph_-mr_-mjng a workforce Strategy to encourage
professionals to work in the field of drug rreasment. The number
of people working in drug treatment services rose from 6,794
in March 2002 10 9,619 in September 2004, well ahead of
expectations,

The NTA employs 81 staff, with the annual wage bill for
2004-05 projecred to be almost £4 million. The Chief Executive,
Mr Paul Hayes, may be contacred ar 5th Floor Hannibal House,
l".!l:|ﬂ'|:|r|l and Casde 5E1 8UG, tel 020 7972 2226, Further
information can be obrained from NTAS website an
www.nta-nhs.org.uk

Prescription Pricing Authority (PPA)

The PPA was established under the National Health Service Act
1977. lts purpose is to manage a range of services on behalf of the
NHS that cannot be underiaken effectively by other types of health
bodies. The Authority’s main functions are to:

® calculate and make payments for amounts due to pharmacies
and appliance contracrors, and calculare amounts due o
general practitioners, for supplying drugs and appliances
prescribed under the NHS (over 660 million prescription items
were processed in 2003-04);
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® produce informartion for General Practitioners (GPs), Primary
Care Groups/ Trusts (PCGs/PCTs), the Department of Health
(DH) and other NHS stakeholders abour prescribing volumes,

trends and costs;
® administer the MHS Low Income Scheme (LIS):

® issuc Prescription Pre-payment Certificares (PPCs), medical,
marternity and tax credic exemprion certificares;

® produce the Drug Tariff containing the reimbursement prices
of a range of prescribable items and other remuneration rules
and approve Drug Tariff items; and,

® provide enquiry and analytical services on prescribing to the
NHS to inform and facilitate their monitoring role.

The Authority’s gross expenditure in 2003-04 was £67.662
million of which the Department funded £66.196 million.
During 2003-04, the average number of employees was 2,919 staff
(WTE) in nine locations in the NMorth 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 Repore. For further information on the Authoriry
contact Mr John Roberts, PPA Business Manager, Room 621,
Eileen House, 80-94 Newingron Causeway, London SE1 6EF;
john.roberis@dh.gsi.govuk 020 7972 2928 or visit the PPA
wehsite m.ppq.ur&uk,

As a resule of the Department’s review of its arm’s length bodies,
the PPA will be merged into the NHS Business Services Authoriry
by Ocrober 2003,

The Mental Health Act Commission
(MHACQC)

The Commission was set up in 1983 as an SHA with responsibilicy

under the Mental Health Act 1983 for keeping under review the

exercise of powers and discharge of duties conferred or imposed

by the Act in respect of detained patients. It, therefore, seeks to

safeguard the interests of all people desained under the Mental

Health Act 1983. Commissioners visit all hospital and mental

nursing homes where patients are detained to make sure thar the
powers of the Act are being used properly, and to meet with’
derained patients to discuss their concerns. The Commission

TepOrts on its visits to hospital managers and requires follow-up
action on issues of concern,

The Commission’s complaints remir allows it o investigate
complaints made by or about detained patients where it feels this
is appropriate, In general, the Commission helps patients and
others to make their complaints through the NHS complaines
procedure, and monitors the progress of such complaints.

The Commission is notified of the deaths of all detained parients
and will often attend inquests as an interested party. The
Commission has collated its finding in relation 1o such deaths over
recent years and published a report Deaths of Detained Fasients in
England and Wales™ in February 2001.




On behalf of the Secretary of Stave, the Commission administers
the pruviﬁinn of Second (}pininn .l'ippnimq:d Docrors (SOADs),
whaose authorisation is required for the administration of certain
treatments without consent. It also receives and monitors reports
on SOADs work. The Commission arranges over 8,500 SOAD
visits each year.

The Commission advises the Sccretary 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 Act. It publishes Practice and
Guidance Notes on specific issues and answers many queries from
patients and practitioners. The Commission has provided training
o mental health practinoners on the revised Code of Practice and
on Good Pracrice and the Mental Health Act.

The Commission is required to publish an Annual Repore
(Seprember 2003) summarising the Commissions activities and
np-rmditure. and has a starutory duty under the 1983 Act to
publish and lay before Parliament a Biennial Report. The Tenth
Biennial Report covered the Fcrimi' 2001-03 and was Pllhliﬁ.]u:rj o
10th December 2003 detailing the Commission’s functions, the
discharge of that funcrion and its findings on general issues in
relation to detained paticnis.

The Department of Health directly funds the Commission. lrs
budger in 2003-04 was £4.1 million. The Commission employs
55 5I.‘:|ﬂ-. Fur furth:r Il]'ti'-iilrl'l'l.'lt'i[ill'l-. contact h‘[ilt Kintun
{Communications Manager), Mental Health Act Commission,
Maid Marion House, 56 Hounds Gare, Nntlingh:un NG
6BG; 0115 9437106, The Commission’s email address is
chief.executive@mhac.irencnhs.uk and its website address 15
www.mhac.org.uk.

Family Health Services Appeal
Authority (Special Health Authority)
(FHSAA(SHA))

The Family Health Services Appeal Authority (Special Health
Authority) was established on 1 April 1995, In the year o
31 March 2004, the Authority received £870,000 in Government
funding and its toral gross expenditure was £955.000. The
Authority employs 13 staff. lis role is w perform quasi-judicial
appellate and other functions, devolved to it by the Secresary of
State, in connection with primary care trust decisions on family

 health services issues arising under the General Medical Services

Regulations, General Dental Services Regulations, General
Ophthalmic Services Regulations, the Pharmaceutical Regulations,
tamily health services practitioners’ terms of service with the NHS,
and the MHS (Service Commiree and Tribunal) Rn:g;ulatiuns. The

Special Health Authority also provides support to the Family

Health Services Appeal Authority, which was introduced by the

- Health and Social Care Act 2001.

~ As a resulr of the Department’s review of its arm'’s length bodies,
 the FHSAA(SHA) will be dissolved and its funcrions will form part
‘of the NHS Litigation Authority from 1 April 2005.

"

For further information, contact the FHSAA(SHA) on
D1423 535 415 or refer 1o their website at: www.fhsaa.nhs.uk.
The Department of Health and Social Care contact is Tim Lund
on 0113 2546900,

Health Development Agency (HDA)

The Health Development Agency was established as an SHA in
January 2000 and became fully operational from 1 April 2000. The
HDA's remir 15 to establish and maingin an evidence base of whar
works in public health practice; provide advice on developing and
setring standards; and develop the capacity and capability of the
public health workforce.

The Agency's gross expenditure in 2003-04 was £13,304k of which
£11,680k was from the Department of Health. The Agency
employed 132 seaff in 2003-04.

As a result of the Department’s review of its arm’s length bodies,
by 1 April 2005 the Health Development Agency will be
dissolved and its functions transferred 1o the National Institute for
Health and Clinical Excellence (NICE).

For further information contact Catriona Gregory at the Department
of Health, Quarry House, Quarry Hill, Leeds 152 TUE;
0113 254 5636 or the NICE website at www.nice.org.uk.

NHS Information Authority (NHSIA)

The NHS Information Authority was established as a Special
Health Autherity on 1 April 1999, The Auchority, werking in
partnership with WHS professionals, suppliers, academics and
others, is responsible for the provision of narional produces,
standards and services to support the sharing and best possible use

of informarion :hmughm:t the healeh service.

The Board of the NHSIA cansists of a Chair, Chief Execurive,
three execurive officers and four non-execurive members. The
Authority had 784 WTE staff as at 31 Ocrober 2004. Its gross
operating cost in 2003-04 was £257 million, of which the
Department of Health funded £253 million.

Asa resule of the Department’s review of its anm’s length bodies,
the MHSIA will be dissolved by | April 2005. Responsibility for
the IT elements of the Authority’s work will transfer to the NHS
Connecting for Health agency and information management to

the Health and Social Care Informarion Centre,

Deetails of the Authority’s key achievements are conmained in its
2003-04 Annual Report. This report, rogether with more
information about the Authoritny's activities, is available from the
Authority’s website ar: www.nhsia.nhs.uk or by centacting
Steven Harrison, Head of Corporate Affairs, NHS Informartion
Aulhuril}'. hquwus 11, Waterlinks, Aston Cross, Rur;lc:r Lane,
Birmingham B6 5RC). Telephone 0121 333 0120, fax 0121 333
0150 or e-mail: steven. harrison@nhsia.nhs.uk.
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NHS Litigation Authority

The National Health Service Litigation Authority (‘the Authoriry’)
is a Special Health Authority set up under Section 11 of the NHS
Act 1977, Its date of commencement was 21 November 1995,

The principal rask of the Autharity is to adminiseer schemes set
up under Section 21 of the National Health Service and
Community Care Act 1990, This enables the Secretary of Stare to
set up one or more schemes to 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]
funcrions™. There are currently five schemes:

® the Clinical Negligence Scheme for Trusts (CNST) covering
liabilisies for alleged clinical negligence where the original
incident ocourred on or after 1 April 1995;

® the Existing Liabilities Scheme (ELS) covering liabilities for
dlinical negligence incidents which occurred before 1 April 1995;

® the Ex RHA Scheme where the WHSLA acts as defendant
covering the outstanding liabilities for clinical negligence in
respect of the former Regional Health Authorities when they
were abolished in 1"|.|}ril 195:

® the Liability to Third Party Scheme (LTPS) relating to any
liability to any third party where the original incident ocourred
on or after 1 April 1999; and,

® the Property Expenses Scheme (PES) relating to any expenses
incurred from any loss or damage to property where the original
loss occurred on or after 1 April 1999,

As well as oversecing the schemes in such a way as to ensure that
public money is used appropriately, the Authority is expected to
promote the highest possible standards of patient care and to
minimize suffering resulting from those adverse incidents that do
nevertheless occur,

The Authority has taken firmer control of the litigation process by
establishing, by tender, a panel of legal advisers to be instructed on
all furure CNST claims. From the 100 firms dealing with cases in
1996, there are now only 13 specialist panel teams now appointed
1o act for the Authority on clinical negligence cases and nine
specialist panel reams working on non-clinical cases. In April 2001
the Authority took over the handling and financial management
of all cases under the ELS and from April 2002 the CNST.

As a resule of the Department’s review of its arm’s il.‘l'lglh
bodies, the Authority will absorb the functions of the FHSAA by
1 April 2005,

The Authority's administration costs for 2003-04 amounted to
£14.4 million. At December 2004, it employed 167 whole time
equivalent permanent staff. For further information on the
NHSLA contact Tom Fothergill, Director of Finance, NHS
Litigation Authority. Napier House, 24 High Holborn, London,
WCIV 6AZ; 0207 430 8706
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NHS Logistics Authority
The NHS Logistics Authority was sct up as a Special Health
Authority on 1 April 2000,

Its purpose is 1o deliver a comprehensive range of health care
products and high quality supply chain services, which are
essential 1o promote improved patient care in the English NHS.

The organisational purpose is achieved through three main
ACTIVITY areas:

® provides the main supply channel for consumable healthcare
products to the English NHS;

® provides a range of modern supply chain services to support the
delivery of quality health care; and,

® supports the development of a world class supply chain across
the NHS,

With an annual turnover of over £677 million in 2003-04, NHS
Lﬂgiﬂic-i' current catalogue service uﬁ_{:rins contains over 43,000
product lines. The organisation serves all NHS bodies across the
whole of England, offering a ‘pick and pack’ customised service 1o
over 120,000 individual requisition points. It operates out of six
Distribution Centres and employs around 1,340 staff.

The highlights of 2004-05 included:

® record customer demand ar £729 million, an increase of
7.7 per cent;

® lowest service on-cost at 9,96 per cent;

# additional in year benehits of £10.4 million deliversd o NHS

front line;

® special cash return to Department of Health of £3.0 million;

and,
- highe.-;l level of customer satisfaction ac 88 per cent.

Professional recognition through five national and international
awards:

® [k Huppl}r Chain Team of the Year;
® UK Supply Chain Technology Award;
® HSJ Award ‘Improving Patient Care with E-Technology;

® European Service Industries, Unlities and Public Secror

A‘H’ﬂ.ﬂil Elld..
® Furopean Supply Chain Team of the Year.

The Department’s review of its arm’s length bodies, confirmed:

® that NHS Logistics provides considerable value 1o the NHS and

the policy is to grow the activity to generate further benefirs;

#® that the activities of NHS Logistics would be marker tested and
the resules of this prooess will be known h}- Scplcmbcr 2005;

® that the marker resting process would assess whether the
NHS Logistics’ function should be outsourced to the
private sector;



® thar should the market test show that outsourcing is not the best
option, that there will be a merger berween NHS Logistics and
the WHS Purchasing and Supply Agency; and,

® that NH3 Logistics would be dissolved on | April 2006.

Details of NHS Logistics” other key achievements can be found in
its: Annual Reporr. Mere information abour the Authoriy's
activitics is available by visiting www.logistics.nhs.uk.

Further information and copies of up to date corporare
information, cin be obtained bw writing to Carole Appleby,
Corporate Communications Manager, NHS LogisticsAuthority,
West Way, Cores Park Industrial Estate, Alfreton, DESS 40)[;
telephone 01773 724261, or by email to
carole.appleby@logistics.nhs.uk.

Dental Practice Board

The DPB is an ind-cpcndcm statutory body supporting dentistry
in England and Wales. lts main tasks are to handle 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 potential fraud or abuse of the dental
payments system. It also manages the Dental Reference Service,
which provides independent professional dental parient
examinations. In 2003-04 the DPB emploved an average of
332 full time staff and during the year approved fees of over

£1.7 billion to 20,653 dentists at a gross administration cost of
£24.2 million.

Az a result of the Diepartment’s review of its arm’s length bodies,
the DP'B will be merged with other constituent bodics into the
new NHS Business Services Authority from 1 Ocrober 2005,

Far further information contace the Chief Executive, Dental
Practice Board, (:nmpmn Place Road, Easthourne BN20 8AD;
01323 417000 or www.dpb.nhs_u]t

Council for HealthCare Regulatory
Excellence (CHRE)

CHRE was established as a key part of the drve for grearer
eo-ordination and a:;muu[nbilil::.' in |m:f4.‘-.i.1it:|na] S:tF—l-l‘.‘El.li:il.it!ll.
CHRE was established in law in June 2002 (as the Council for the
Regularion of Health Care Professionals) by the NHS Reform and
Health Care Professions Act, 2002, and 2003-04 was its first year
of activity. (Its name has changed bur nox its functions or purpose.)

Since April 2003, CHRE has:

® seq up the organisation and systems w support its work. CHRE
aimed o be collaborative, supportive, sensitive and independent;

® carried out a first performance review of the work thar the
regulators do;

# considered the d:is-ciplina:r}r decisions of the nine regularors for
healtheare pmfﬂsinuals and referred certain decisions o the
High Court when they considered thar the regulators’ decision
Wi 'undul}r lenient’ and that a referral was necessary to
protect the public;

& promoted good practice by enhancing communication between
the regulators, consulted on its powers to change regulators” rules
and to review regulators’ disciplinary decisions, and developed

principles of good practice;

® published a study of the nine regulators” work and developed
relationships with stakeholders; and,

® identified some of the challenges facing the regulation of
healthcare professionals.

Professional self-regulation in health care provides independent
standards of training, conduct and competence for each profession

to protect the public and to guide workers and employers.

CHRE was proposed in the MHS Plan and its funcrions have been
shaped by the Kennedy report into Children’s Heart Surgery ar the
Bristol Roval infirmary, The Council oversees the nine regulatory
bodies who regulare all health care professionals. They are the:

# General Medical Council:

® General Dental Council;

# Cieneral '[)ptim| Counal;

® Nursing and Midwifery Council;

® Health Professions Council;

® General Chiropractic Coungcil;

® General Osteapathic Council;

® Royal Pharmaceutical Society of Grear Brivain; and

# The Pharmaceutical Socicty of Northern Ireland.

CHRES role is to promore the interests of patients and the public
in the way that these regulators do their work. lts main functions
include formulating principles of good regulation and helping
the regulators conform to them in a consistent manner. Ir will

publish an annual report on the performance of the professional
regularion system.,

CHRE received £1,450,000 in grant in aid from the Department
of Health in the year 1o 31 March 2004 o cover its running costs,
and it employs 10 seaff.

For further information on CHRE email: info@chre.org.uk or
telephone 0207 389 B030, or refer to their website at:
www.chre.org.uk. The Department of Health and Social Care
contact is Tim Lund on 0113 2546900,

The National Patient Safety Agency
(NPSA)

The Martional Patient Safery Agency (NPSA) was established in
England as a special health authority on 2 July 2001, and has since
extended its services to Wales, Its core funcrion is o improve the
safety of NHS patient care by promoting a culture of reporting and
learning from adverse events. The MPSA will manage a new national
reporting and learning system to record adverse incidents and ‘near
misses’ in health care and ensure that lessons learnt in one part of
the NHS are properly shared with the whole of the health service.
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The NPSA is funded by a grant from the Department and receives
a proportional contribution from the National Assembly for Wales.
Sue Oshorn and Susan Williams are the Joint Chief Executive of
the Agency and may be contacred at 4-6 Maple Street, London,
WIT SHD, relephone 020 7927 9500, Further informarion abour
the .""!.F'I"_'HI:}"LE waork to dr:'.'n:'|up s.a.ﬁ:l!y solutions for the NHS and to
implement the new national reporting system during 2004 is
available on its website at www.npsa.nhs.uk

As a result of the Department’s review of arm's length bodies, the
NPSA will continue its work in co-ordinating system wide
efforts to improve the safery of care and to reduce the number of

mistakes that result in injury to patienis.

I will alse take on additional responsibilities from 1 April 2005.
These include responsibilities currently undertaken by the National
Clinical Assessment ."I.l:timrir_v (MNCAA), those for ]'Lm.pimE food,
cleanliness and safe hospital design currently undertaken by
MNHS Estates, n:.»}mnsihililir.\ for National Confidential Enquiries
currently undertaken by MICE and responsibility for the Central
Ofhice for Research Erhics Comminees (COREC).

United Kingdom Transplant (UKT)

UKT leads organ donation transplantarion throughour the UK
and the Republic of Treland. Its main objective is to increase the
availability of organs for transplant and facilitate their effective and
equitable distribution. The Department of Health funds UKT
through a centrally held budget in Viote 1. Other UK countries
contribute on the basis of agreed proportions. The operational
budget for UK Transplant for 2003-04 was £11,022 million and
£13,855 million in 2004-05. The Authority also operates and
maintains the NHS Organ Donor Register, which is a
computerised record of people who have registered their wish to

be an organ donor in the event of their deach

As a resule of the Department’s review of arm’s length bodies, the
NHS Blood and Transplant Authority will be formed from
Ocrober 2005 by combining the functions of the National Blood
Authority and UK Transplant. The new organisation will be
responsible for the collection processing, testing and supply of
blood across England and transplanted organs across the UK.

For further information on the work of UK Transplant
e-mail: enquiries@ukeransplant.nhs.uk or visic their website:
www.uktransplant.org.uk.

National Institute for Clinical Excellence
(NICE)

NICE is a SHA which was formally established in February 1999
to provide guidance for the NHS, patients and their carers on
medicines, medical equipment and clinical procedures based on
evidence of both clinical and cost effecriveness. The NICE
work programme is set by the Department of Health.

Broadly NICE develops three forms of guidance:

# clinical guidelines (management of particular conditions);
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® appraisal guidanee [g,ujdnm:t on .1p¢u:iﬁ:: healch interventions,
including pharmaceuticals); and,

® guidance on the satery and efficacy of interventional procedures.

The NICE exccutive board consists of three executive members
(Chief Executive, Director of Resources and Flanning, and
Clinical Diirector), There are nine non-exccutive members,
i;l'u.:ludillg the Chair and Vice Chair,

In addition, a Partners’ Council of around 40 members
Empr&s:‘n:ing the healch pruli:‘:ss:iuns.. patient and carer interests,
industry and academic bodies) works with MICE 1o moniror
progress against its work programme.

NICE has seven collaborating centres: Acute Care, Chronic
Diisease, Mu rsing and Su pportive Care, Mental Health, Primary
Care, Women and Children, and Cancer. These centres enable
MICE o produce clinical guidelines. There are also chree
Appraisal Commiteees,

NICE has published 86 rechnology appraisals and 23 Clinical
Guidelines from its inception to January 2005.

As a result of the Department’s review of its arm’s length bodies,
NICE will merge with HDA (Health Development Agency) in
April 2005 and will be known as the National Institute for Healdh
and Clinical Excellence (NICE).

For further information contact Catriona Gregory at the

Department of Health, Quarry House, Quarry Hill, Leeds
LS2 FUE; 0113 254 5636 or the NICE website at
www.nice.org.uk.

Healthcare Commission (Commission for
Healthcare Audit and Inspection — CHAI)

The Healthcare Commission was established by the Health
and Social Care (Community Health and Standards) Ace 2003
and commenced its functions on 1 April 2004 as an Executive
Non-Departmental Public Body. It took on functions previously
carried out by the Commission for Health Improvement (CHI)
and the Mational Care Standards Commission (NCSC). The
Healtheare Commission also took over some responsibilities from
the Audit Commission, and subject to legislative changes, it is
proposed thar it will also take on work currently undertaken by the

Mental Health Act Commuission.

In 200:4-05 the Healthcare Commission operated with 670 staff
(headcount as at 31 January 2005) and operating costs of
£67million {as ar 31 January 2005). The Healtheare Commission
is an independent body that operates at arm’s length from

Government, reporting directly to Parliament on the stare of
healtheare in England and Wales.

Its overarching remit is to encourage improvement in the
provision of MHS care and to promorte improvements in the
quality of healtheare and public health through independent,
authoritative, patient-centred assessments of the perfomance of
those who provide services. Its responsibilities cover health care
providers in both the MHS and independent sectors.
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The main goals of the Healthcare Commission are 1o assess
hmilhcnr: FCI’.FBI'ITIEHCE ACTOAS tl'.ll'.' NHS HI'Id in-d[‘pﬂl'ld:llt Sgctor
and undertake annual ratngs for NHS providers; deal with
complaines, concerns and significant failings in health care
swiftly and appropriately; provide authoritative, independent,
relevant and accessible information abour whar is going on in
hizalth care; promote action to reduce inequalities in people’s health
and their experiences of health care; rake a lead in co-ordinating
and improving the value for money of assessment, inspection and
rcgulatiun in health care; creare an efficient, flexible and ||i;,;_|JJ",'
skilled organisation delivering world class inspection.

For further information about the Healthcare Commuission
PJI:E.‘SI: e mhﬂllhl::.rcmmmissiun.urg.u&

The Commission for Social Care Inspection
(CsCI)

The Commission for Social Care Inspection became fully

operational on 1 April 2004, It:
® promates improvement in social care;

® inspects all social care — For aduls and children — puhlic. private
and voluntary;

® registers services that meet national seandards:

® inspects council social services;

# publishes an annual report to Parliament on social care;
® holds performance statistics on social care; and,

# publishes the ‘star ratings for council social services.

It has taken on the work of regulating independent social care
providers from the National Care Standards Commission, which
was abolished on 31 March 2004, It has combined thar with the
function, formerly carried out by the Social Services Inspectorate
(S51), of assessing local authorities’ provision of social services. It
also carrics our certain work, previously within the remit of the
Audit Commission, on studics abour the economy, cﬂicicm‘y and
effectiveness of local authoritics in providing social care.

NHS Direct
The NHS Direct principle is to provide people ar home with easier
~ and faster advice and information about health and the NHS.
NHS Direct nurses are highly experienced, trained professionals
- who provide patients with the same high quality, consistent, safe
level of service across the country. The benchis apply not only o
patients who get fast and appropriate advice on the best way of
i ‘“Hi“g I'Iﬂ'ﬂlth pruhlcms. hut :IISI'.:I L18 ] t]'tl: NHS I'.H.'l'ﬂ.l.l!r i| i&l Aan
* efficient way of using NHS resources. It allows other services, such
- asGP co-operatives and accident and emergency departments, w
~ concentrare their efforts where they are most needed.

lThe NHS Plan committed NHS Direct 10 a number of key
;;lcc:ss targets:

:tNHS Direct, in collaboration with the British Denral Association,
health authorities and the NHS Information Authority has

been able o direce patienes o WHS dentisery sinee Seprember
2001, The clinical nlg:arithms were dfw.'lnpcd h]r' dental
professionals and implemented in NHS Direct. These algorichms
introduced an element of elinical consistency and safery for dental
calls that had not been previously been available through the NHS;

Since March 2002, access to out-of-hours care through NHS
Direct has been available to 10 million patients. By December
2004, rechnical and operational links will be in place to allow NHS
Direct to transfer calls o any out-of-hours provider in the counery,
and further clinical integration of services will follow. Experience
from existing schemes shows that NHS Direct can reduce
workload for OOH providers by berween 25 and 40 per cent;

NHS Direct has been able to directly refer patients to pharmacists,
where appropriate, for advice abour medication or minor ailments
or injuries since April 2002, This has helped many patients receive
a quicker and more appropriate response to their problems. It also
makes better use of the skills or pharmacists and helps relieve some

pressure on GPs,

NHS Dircct has also been involved in contributing o a
responsible and coherent response to public health. NHS Direct
has worked with the Department of Health to provide a public
helpline in the event of health alerts, These have ranged from local
incidents, for example chemical spills, vo handling calls during a
multi-regional hepatitis C look-back exercise, as well as the Alder
Hey Independent Inguiry.

Since December 2004, NHS Direct health information has been

available via tljgil;tl TV as well as via the telephone and interner.

The strategy document for developing MHS Direcr, published in
April 2003, sets out the continued commitment to this popular
and innovative service. The impact of new Anancial investrent will
further support plans 1o use technology and new ways of
working to boost productivity and increase capaciry. In woral. NHS
Direct will aim o q:xpan-si irs call mking ca!mcit}' three fold in the
next three years, whilse ar the same time, developing the various

channels lilmug,]l which patients can access the service

NHS Professionals

NHS Professionals, established in 2004, provides strategic
management of the fexible labour marker within the NHS.
Working in partnership with NHS employers, it aims o supply
healthcare staff of the highest quality to trusts throughour England.

lis key objectives an:

® o improve the quality of patient care and the performance of
temporary staff by investing in NHS staff and setting commaon
standards for quality and clinical governance; and,

® o achieve betrer value for money and control over temporary
staff costs.

Temporary nursing staff alone costs the NHS more than
£0.5 billion each year — it is eritical that NHS Professionals leads
a national approach to the management of remporary staff for the
MNHS in Eng;]:md.
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NHS Professionals provides a service chai:

® maximises the use of NHS staff o fill temporary positions and
shifts:

# 15 based on effective nacional SVEtems that minimise cost and

maximise the use of modern technology;
® iz priced ar an appropriate level;
® is responsive to the needs of MHS trusis ar a local level;
® is arcractive o staff wishing to work flexibly in the NHS; and,

® cnsures that patients are treated or cared for staff suitably
qualified for the role and professionally managed.

NHS Professionals also offers savings o the MHS by managing
demand and by controlling costs through managing the Agency
Framework Agreements.

NHS Professionals has an indr:pq:mlu:m Board and Chicl Executive,
reporting directly o the Department of Health. For further

1 rqurmali: M, CONEACcE:

NHE Professionals
Ist Floor, Regents Place,
338 Euston Squurn:'.,
London MW 1 3BT
Tel: 0207 B87 7171

NHS Professionals expects to move to new premises during in
2006 tos

]{i"-'ﬁ.'l'!:idf I'I:}'I.I.S'L'
Southwark Bridge Road
Loandon SE|

NHS Pensions Agency

On the 1 April 2004 the NS Pensions Agency (NHSPA), an
Executive Agency of the Department of Health since November
1992, was established as a Special Health Authority within the NHS,

The Authority administers the NHS Pension Scheme for England
and Wales, the NHS Injury Benefit Scheme and the Student
Grants Bursary Scheme for the NHS funded students at English
Higher Education Institutions.

® the Pension Scheme is an l.m-Fundcd statutory S-l,'hfl'nl: |1-.11:|,L¢d
by the Exchequer, which is open to all NHS employees and
employees of other approved organisations. NHS em ployers and
employees pay a combined contribution rate of 20 per cent to
the scheme 1o defray the cost of benefits and pensions increase;

® the Authority is responsible for administering the Injury Benefir
Scheme, which is open to all NHS staff. The Scheme provides
a guaranteed level of income for those staff who have suffered 2
permanent loss of earning ability as the result of an illness or
injury which is arrriburable to their NHS employment; and,

® the NHS5 Bursary Scheme for England is also administered by
the Authoriry. They are responsible for the assessment and review
of NHS funded bursaries and practice placement costs of NHS
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funded students attending pre-registration courses ar English
Higher Educarion Institutions.

The Board of the Authority is made up of a non-executive Chair,
not less than five and no more than seven non-executive members
and up ro five exccutive members, one of whom must be the Chief
Executive of the Authority, and one the Director of Finance.

As a result of the Department’s review of its arm’s length bodies,
the Authonty will be merged into the NHS Business Services
Authority by 1 Ocrober 2005.

The Authority maintains financial information on the annual
accounts of their expenditure, including administration costs. The
Chief Exccutive, Alan Stuttard, as Accountable Officer and
Accounting Ofhcer for the NHS Pension Scheme, is responsible
for producing and signing off an audited Annual Report and
Accounts for the NHS Pensions Agency Special Health Authoriey,
the NHS Pension Scheme and NHS Bursary Scheme. Informartion
about the Special Health Authority accounts is available from the
NHS website wawinhspa.gov.uk. Copies are available from: The
INHS Pensions Agency Special Health Authority, Business Cenire,
Hesketh House, 200-220 Breadway, Fleetwood Lancashire
FY7 8LG.

OTHER NHS BODIES

Tribunal Non-Departmental
Public Bodies

Pharmaceutical Price Control Tribunal

The Tribunal is an independent body with judicial powers
derived from the Health Service Medicines (Price Control
.r"u.ppmi:«c]' Rr.'f:ruhl'nurls 20000 as amended. The Council on Tribunals
supervises it. Its purpose is ro determine appeals from supplicrs or
manufacturers of NHS medicines against decisions made by the
Secretary of Stare pursuant to sections 33 to 37 of the Health Act
1999 which:

i itic ufacturer or supplicr w provide
® require a specific manufact pplier to provid

information to him;

® limix, in respect of any specific manufacturer or supplier, any
price or profit;

® refuse to give his approval to a price increase made by a specific
manufacturer or supplier; and,

#® require a specific manufacturer or supplicr 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 £3,700. There have
been no appeals to the Tribunal.

For further information contact Mar Otton-Goulder, Room G610,
Eileen House, 80-94 Newington Causeway, London SE1 6EE

i
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Mental Health Review Tribunals (MHRTs)
MHRET s are independent judicial bodies and their rale is 1o review
the continued compulsory derention of parients under the
Mental Flealth Act 1983, The Lord Chancellor appﬂin'r:. miernbers
of the Tribunal. There are two legally qualified Regional Chairmen
fior the two “Tribunal Regions’ (North and South) in England.
They are responsible for the members within their region, There
are two operational tribunal ofhices and one business support office
based in Londen. The MHRT employs a total of 70 Department
of Health staff who arrange hearings for patients derained in
hospitals and units throughour England. In 2003-04, there
were 22038 applications and 11,815 hearings. Administracive
running costs, including salaries were £2.5 million. The coses for
the membership were £11.8 million. For more information
about MHRT, contact Jack Fargher, Head of the MHRT,
w:allinglml House, 135-155 Waterloo Road, London SE1 SUG;
020 7972 4577,

The Care Standards Tribunal

The Care Standards Tribunal is an independent judicial body that
became operational from 1 April 2002. Although legally it is the
Tribunal escablished under the Protection of Children Act 1999,
the funcrions of the ribunal Prtwidq:d under char Act were
extended by other legislation. This includes the Care Standards Act
2000, the Children Act 1989 (as amended by the Care Standands
Act and the Educarion Act 2002): the Criminal Justice and Court
Services Act 2000 and; the Education Act 2002,

.E}IJE 'c:ﬂ'l't' St:ll'll.'tl'll[l! ‘i‘FIEhII I'I:II !1!.'3.['5 il[!l'!t‘ﬂ!E i.ll I'L‘]at'illl'l o

#® decisions made b} the Matonal Care Standards Commassion,
and the National Assembly for Wales in respect of the
registration of establishments and agencies and refusal ro
waive disqualification from running or being involved in a

'i.il'li]d.l'fl'I‘! !'I.Dﬂ“.".

® decisions of the Chief Inspector of Schools in England and the
Mational Assembly for Wales in respect of the registration of
child minders and dq:; care F]‘ﬂ\"i(l:r‘.‘i for children;

# decisions of the Sﬂ:rctar}r aof State in respect of inclusion on the
list of those considered unsuitable o work with children and
inclusion on the list of those considered unsuitable 1o work with
vulnerable adules;

® decisions of the Secretary of State in respect of prohibiton or
restriction of employment in Schools;

® decisions of the General Social Care Council and the Care
Council for Wales in respect of the registration of social

workers and social care workers;

® decisions of the Chief Inspector of Schools in England in
relation to the registration of Early Years Child Care Inspectors
and Nursery Education Inspectors; and,

® decisions of the Sccretary of State for Education and Skills in
respect of the registration of independent schools.

The Tribunal also has responsibility for considering applications
from those wishing to have their names removed from the PalCA
list. the Pa%A list, their prohibition from working with children
in schools lifted and cheir cournt order lml:ning them From
working with children revoked. No such applications are expected
until January 2006 at the earliest.

The Tribunal has a full time President, appointed by the Lord
Chancellor. The Lord Chancellor also appoints the legal and Lay
members of the Tribunal. The Department of Health provides the

Secretariat for the Tribunal, which is locared in central London.

I the pn:rinr_i | J‘l.pril 2002 o 31 March 2003, the Tribunal
received 138 appeals, 53 of which were withdrawn by the
appellant. The Tribunal heard 89 appeals (including preliminary
and costs hearings) in this period. The budger for 2002-03 was
£1.2 million. Outturn costs for the vear were £649k. The
outturn figure reflects the less than originally antcipated number
of appeal hearings. The budget includes expenditure on
accommodation and services, training costs for members and
administration costs. For further information, contact Barbara
Erne, Secretary to the Tribunal, Care Standards Tribunal,
18 Pocock Street, London SE1 OBW. Tel: 0207 960 0664.
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ANNEX D

PUBLIC ACCOUNTS COMMITTEE -
REPORTS PUBLISHED IN 2004

Four PAC reports were published in the calendar year of 2004. For
each report a Treasury Minute has been produced (a Treasury
Minute is the Governments considered response o a PAC

repartl.
The lise of PAC repores, with dare of publication. is as follows:

l. Procurement of vaccines by the

Department of Health - 27 April 2004

2. Hip replacements: an updare - 5 May 2004
3. Increased resources 1o improve public

SCTVICES: 4 PrOIess report in d;‘pﬂrlmtnrs'

preparations — 19 October 2004

4. The management of suspensions af
clinical staff in NHS |1t:H|1itaJs and

ambulance truses in liluglnnd -

16 November 2004

1. Procurement of vaccines by the
Department of Health

The Commitee concluded that there was no evidence of any link
berween political donations and the award of a smallpox vaceine
contract to Powder]ect. It recommended that the Department
should encourage suppliers 1o stay in the marker and w
demonstrate it was getting good value for money in its

Procurement process.
Action taken on PAC conclusions and recommendarions includes:

® the Department welcomed the Commitee’s findings chac
there had been no evidence of impropriety in the awarding of

a smallpox contact;

® the Deparement has strengthened its procurement system by
requiring all medium and high risk procurement projects 1o be subject
1o the Office of Government Commerce ‘gareway’ review procedures;

® the Deparument already holds regular meetings with vaccine
manufactures 1o discuss their plans for new and existing vaccing
produces, Where practicable, vaccine contracts are awarded o more
than one supplicr, in order 1o encourage suppliers to stay in the UK
marker and to reduce the risk of shortages; and,

® in August 2003, the Department appointed a commercial
director to upgrade the commercial capability of the Deparement
and the NHS. An action plan is now in place to secure enhanced

savings. Specific targets were incorporated into the Gershon
Efficiency Review.
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2. Hip replacements: an update

The Commiree concluded thar since ir last reported there had
IJC'C]'E a I'Il.ll'l'.l!:l‘fr DF kﬂ}" dEl’CIHF‘!’HL‘]’I'S .Eﬂc]lldin_g ti]f‘ ]ﬂ.l.l!ﬂ{h: DF[I'.H:
Mational Joint Registry (NJR) and the publication of guidelines
by NICE on the evidence of effectiveness required for hip
prostheses used in the NHS. It recommended comprehensive
participation in the new NJR by NHS trusts. There should be
strict safeguards for new prostheses which had littde or no tack
record, thar the Department should gain a good understanding of
the relationship berween the number of operations carried out by
individual surgeons and outcomes, and that standards should be
set for follow up action after surgery.

Action taken on PAC conclusions and recommendations includes:

® dara on individual MHS rruses’ repores o the NJR will be
puhlishm.{ on its website, 5hu|'l|].:, and rcgl.l.]arf}r updat-ud;

® NHS Purchasing and Supply Agency has set up the Orthopacdic
Data Evaluation Panel to give an independent view of

manufacturers’ claims regarding their products in relation o
MICE benchmarks;

® as part of the National Orchopaedic Project, the Department
commissioned research o determine whether surgeons who
carry out hip operations should be set a minimum number for

a given timescale, DH is currently reviewing the data; and,

# the British Drt]mp:u:dic Association has pul:l]i:il:::d guirj;im:v: on
the issue of follow up action following surgery and the
Department expects compliance.

3. Increased resources to improve public
services: a progress report in departments’
preparations

The Commirttee concluded thar there were a number of key issues
thar departments needed 1o manage if they were to convert
successfully their increased resources inte berer public services. It
rﬂ:\nmm:‘ndcd tl'lﬂt dcpurtmcn:s g.'li.l.'l ASSLIFEMCS I]'I..'I.I.' tlu:ir iIEIII'I-'ﬂ[T
parmers have sufficient capability and capacity 1o deliver services
effectively; that they simplify complex delivery chains and
financing mechanisms, and establish a direct link berween
funding and specific expected improvements in service; and thar
departments should identify and ackle unacceptable disparities in
service qualiry.

Action taken on PAC conclusions and recommendations includes:

® the Deparement considers it essential thar its delivery parmners
can deliver services effectively and thar performance is monitored
regularly. For example: for I'T contracts, DH has established a
contestable framework for delivery of the National Programme
for IT, organised through five regionally based ‘clusters’, to
ensure there 15 no dq'}cnd::m:c On any one sllpq:r]:'::r urg:misa:inn;
and for the provision of Treatment Centres by the independent
sector, contracts are monitored regularly throughout the
PrOCUrEmEnt process;

|



® for 2004-05, the Department directly allocated to primary care
trusts (PCTs) around 80 per cent of the NHS budget, to ensure
that resources are spent in the most efficient and effeetive way

dcpcmlmg an IL‘K."JI cin:umsranccs: ﬂ.‘l'tl'],

# the Department uses various levers o incentivise g(:uud
p::rﬂ':rnmncc and identify and deal wich poor ]wrfnrnuncc,
These include: the need for medical practitioners to participate
in an appraisal system approved by the PCT: encouraging
clinical audit; ensuring contractors have an effective system of
clinical governance; and performance management by Strategic
Health Authorities.

4. The management of suspensions of clinical
staff in NHS hospitals and ambulance trusts
in England

The Committee concluded that money was being wasted, as the
NHS did not have a grip on staff suspensions and, whatever the
reason for excluding staff, the process should be fair, open and
transparent. It recommended the Department should repear the
Manonal Audic Office’s (NAOY) SUTVEY Lo determine the extent and
costs of exclusions, It should complete negotiations with the British
Medical Association (BMA) and issue further guidance, should
make clear confidentiality clauses are not used 1o prevent
disclosure of sentlements, and the National Clinical Assessment
Authority (NCAA) should achieve its targets for advising trusts and

completing assessments.
Action taken on PAC concusions and recommendanons includes:

# responsibility for monitoring long-term suspensions is now with
the MCAA, bur the Deparment will Liaise with MFHS Employers
and the MCAA to undertake a repeat of the NAO's survey;

® the Department has completed negotiations with the BMA, and
a new mandatory framework on disciplinary procedures should
come into effect from April 2005 ro cover doctors and dentists
employed in the NHS. It includes principles of good practice for
agreeing terms of sertlement on termination of emplovment; and,

® the Department continues to monitor the performance of
the NCAA in achieving its targets. The funcrions of the
MCAA will be mransferred to the Narional Patent Safety
Agency from 1 April 2005,
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ANNEX E

SPENDING ON PUBLICITY AND
ADVERTISING AND INCOME FROM
SPONSORSHIP 2004-05 (ESTIMATE)

The Department runs a number of publicity campaigns each
vear and the forecast outturn for 2004-05 is estimared o be
£53 million. The main components included in this total are
given below,

Mew activities in 2004-05 were:

This year has seen a continuation of high profile activity on the

Tobacco Control I}mgmmm-:.

International evidence from smoking cessation campaigns has
suggested that successful campaigns, delivering prevalence
reductions, are comprehensive and maintain a strong media
presence for extended periods. A key feature of these campaigns

is [J'I.'I.IZ IZ]'II.'_'.-' ﬁ."..'l.[l.l.ll:'.

® 3 continuous presence which reminds people of the health risks
l:f\tli::king. affers them help and rises awareness of the dangers
of second hand smoke;

® an increased media wcisht. This enables the Eil]'l"tl};iig_ﬂ 10
surround the targer audience with messages and run in a wide
range of high—umiicnﬁc mediag

L]

® a multi-lavered approach, including a range of approaches and
messages, which could include cessation ads, with smokers
lﬂlki[lg [ F-!TI.UlCI:'IE. SE'EDI'.Id. I'HII'I'I.'I. smuk.c. :'i.LII'.l]mlF '-'I.I'II:I !.'.I'Iﬂ.l'il!l"

campaigns; and,
® it is also beneficial to include third party voices.

To that end, an increased level of funding has allowed the
Department af Health to continue an expanded mass

media campaign.

I":'::I{ I'IRI"-"{' I'lt'l'l'l -'Ii'l‘ll.' Lo il'll!'l.'ldl.'l{ﬂ' new nu,‘.i'i.."l,gr,'s :I:I'I.ll,l Hse a4 I'II.II“hEI'
of motivations to encourage cessation. These included the
‘emotional consequences” of serious, smoking-related illness on self
and family. The Department has also produced TV advertisements
featuring testimonials from successful quiteers, and run these o
help suppore awareness and use of local stop smoking services.

The Department of Health, in conjunction with the Home
Office, has continued to run the Frank drugs misuse
informarion G Pang .

National TV and press advertising ran again in January 2005
to recruit social care workers.

Sponsorship

Under Guidelines published by the Cabinet Office in July 2000,
government departments are required to disclose sponsorship
amounts of more than £5,000 in their departmental annual
reports. For these purposes, “Sponsorship’ is defined as:
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“The payment of a fee or payment in kind by a company in return
for the rights 1o a public association with an activity, item, person
or property for mutual commercial benefir’.

The following amounts have been donarted or received in the past
financial year as sponsorship ‘in-kind’ i.c. the provision of goods
OF Services [0 SUpport a campaign or other activity. In 2004-05, all
the sponsorship received by the Department was ‘in-kind'.

Sponsorship Received by DH from Other

Organisations 2004-05

Sponsor Amount Support received

received

BT £7935 000 Promotion of FRANK
drugs helpline and websire
in kiosks.

Club 18-30 £1040,000 Promotion of FRANE
drugs information
|:::]p|i1:|q: and website
in resors

Pearl & Dean £52,000 12 months’

Advertising promation of FRANEK
vid CImETa ad\.'l:n:ising

Mykindaplace.com £5,000  FRAMNK online
promotion

Addicoive Interactive  £38,000 FRAMK online

Promoton

Habbohorel.com £25,000) FRANK online
promotion

Westminster £ 10, CH Lse of Leicester Squam for

City Council 2 days for Hepatis C
AWIANCNCEs _T'.Frﬂll'l-l.'lliﬂll

BBC Radio 1 £28,000 Promotion of Adule
Sexual Health Campaign

Dhurex £410.0040 Provision of free condoms
to support Adult Sexual
Health campaign

‘I'm-jan L1 50,000 Provision of free condoms
to support Adult Sexual
Health campaign

Pasante £75,000 Provision of free condoms
to support Adult Sexual
Health campaign

Club 18-30 £75,000 Promotion of Adult
Sexual Health campaign

Escapades £58,000 Promaotion of Adult
Sexual Health campaign
Al CVENELS



Sponsor

2rwentys

Luminar Leisure

Revalution

Sintillage

Ministry of Sound

Jumpin Jaks

C-Side

Glastonbury Festival

Reading &

Leeds Fesrivals

TheSite.org

Yares bars

lthox

MHS Live

Amount

£59,000

£444.,000

£126,000

£90,000

£17,000

£25,000

£9,000

£11,000

£9,000

£46,000

£45,000

£75,000

£El.2m

Support received

Promotion of Adult
Sexual Health campaign

at cvents

Promortion of Adul
Sexual Health campaign
Al CVEnLs

Promotion of Adule
Sexual Health campaign

at &venes

Promotion of Adult
Sexual Health campaign
At events

Promotion of Adult
Sexual Health campaign
at events

Promotion of Adult
Sexual Health campaign
4t events

Promotion of Adult
Sexual Health c:lmpajgn
Al EVENLS

Promotion of Adule
Sexual Health campaign
at events

Promotion of
Adulr Sexual Health

CAMpPAign ar events

Promotion of Adule
Sexual Health campaign

onling

Promotion of Adult
Sexual Health campaign
on 115 plasma screens
in bars

Promotion of Adul
Sexual Health campaign
on 4,500 games machines

Sponsorship of

C..DFIFEI'EI'ICE

Sponsorship Paid by DH to Other

Organisations 2004-05

Recipient Amount
sponsored

Association of £30.000

Healcheare

Communicators

Manonal Association  £16,000

r“'r P‘rin‘l:r} CEIE

Ask Aboue £111,000

Medicines Week

Royal College £230,000

of Physicians

Health Service £12,008

Journal

'I'unsuﬂi of Fire L300, 00

Trained Nursing £6,000

Association of India

Micala Lester £8.000

{recipient of Nursing

Standard Murse of

the Year 2004 award)

Brinsh Medical £20.000

Association

Support donated

Sponsorship of
conference

Spﬂnmryhip

HF EVENLs

.‘ipm:surship
of week

Funding of Information
Library

Spoensorship of emergency
care award at HS] Awards

Sp:msumhil} of Asian
Women's Film Festival

Spoensorship of workshops
on “Mursing Management

of Patients with Trauma

and Accidents’

Sponsorship to provide
support to South African
healtheare project.

leint sponsorship with the
Open University.

Sponsorship of the
Humanitarian Fund to
SUpPOrT projects in
developing countrics.

Figure E1: Departmental Spending on Publicity and
Advertising and Sponsorship 2004-05

Smoking (Tobacco Information) 30
Warkfonce : &
Social Workers Recruitment 3
Teenape Mregnancy 077
Child Immunisation 1.2
Dirups _ 15
Older People (ine. Keep Warm, Keep Well) 045
Sexual Health , 2
Health Care Abroad (inc. E111 and EHIC markering) A3
Children’s Services 053
Flu immunisation 225
Gt the right rcatment and Ask About Medicines Day ~ 0.96
Total el ' 5296
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ANNEX F

DEPARTMENTAL PUBLIC SERVICE AGREEMENT TARGETS ANALYSIS — C5R 1998

(TARGETS ALREADY ACHIEVED - CURRENT POSITION WHERE APPROPRIATE)

Target 6:

Achieve the Government’s commirment eo
reduce MHS inpatient waiting lists by 100,000
ever the lifetime of the Parliament from the
March 1997 position af 1.16 million, and
deliver a consequential reduction in average
wairing times.

Target 8:

Eatahlish NHS Do, 2o thar pone in
England has access to a 24-hour telephone advice
ling staffed by nurses, by December 2000

Target 9:
Improve access 1o, and quality of, primary care
services th investment in line with locally
3 Primary Care Invesement Plans.

£ TATgets ane!
a) Increase equity in the navional disuribution of
GPs. From growth of approximately 0.6%
whaole-time-equivalent GFs in 1997 over 1996,
there will be progress towands a natonal average
annual increase of 1% whole-time-equivalent
GPs by 2002, using a range of new initiamves
and wirh local variarions to wke account of the
need o concentrate on deprived and remore
Flyrin
b} Incress investment in pracrice sraff — 500
new practice nurses will be appointed by 20402:

Target 10:

Improve the quality of primary care premises,
rargered towards ancas of deprivation, resulting in
improvements to 1,000 premises nationally by
2002,

Target 11:

Connect all G surgeries, which use clinical
computer sysiems, to the NFSner by the end of
1994, and all other surgeries by the end of 2002,
s thar more informarion and services can be
offered closer to people’s homes. As ar November
1998, less than 0% of GP practices were
directly connecred o N Sher.

Target 12:

Improve che :luali::r and effectivencss of

treatment and care in the NHS by establishin

the Mational Instivuee for Clinical Excellence

;ﬂhwilﬂ.;i:h A view o it pﬂumlwﬂ
4 new of existing techn

amnuﬂﬂ. and guidance from 2{%ﬂ-ﬂl.111c A

impact of the appraisals and guidance will be

assesserd by the use of performance indicarors.
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Mumber of parients on
NHS waiting lists.

Percentage of the
population with acoess
w NHS Direcr.

Percentage national
average annual

increase in GPs

Mumber of new
Practice nurses.

MNumber of GP
premizes improsed.

Percentage of GP
surgeries connected 1o
N Sreer.

Number of appraisals

now OF CXISng

rechnologies.

o ik A » r = iy &
2 i Sk -__._ o ¢ W e e i e
Met:
Total waiting list 822,000, at the end of March 2005, 336,000
helow the inherived Level,
At
NHS Direer has been national since 22 miber 2006

1.65 million calls received in 1999-2000, rising vo over 6.4 million
in 2003-04,

Met:

Based on the miber 2002 census dara, growth between
Seprember 2000 and September 2002 was 1.0 per cent full-time
equivalent (fie) for all general medical practitioners (excluding G
retainers). Berween September 2002 and September 2003, the
increase was 1,037 (fte) (3.6%) and berween Seprember 2003 and
Seprember 2004 the increase was 985 (fie) Ei..’:ﬁ;.

Met:

Based on the September 2002 census data. there was an increase of
1.639 (fre), 2.089 (headcount) pracrice nurses between mber
1998 and Scprember 2002, Berween ber 2002 and Seprember
2003, the increase was 769 (fre) and 684 (headcount), and between
Seprember 2003 and Seprember 2004 the increase was 596 (fe) and
477 (headcount). There are now E3,563 (frc) and 22,144
{headooun) pracrice nurses employed by GP practices.

Met

Year-end 19902000 indicated thar 598 improvements had been

made, and year end 2000-01 indicated a further 566, The PSA

wits therefore met a year carly with 1,164 im nts having ta
ace by Apeil 2001, A toal of 2848 schennes were Cnleit s

chn{:r 3

Mek:

Vireually all computerised GI practices have now been connecred to
NFSner. Work is now underway an a Mew National Nerwork (N3)
1o replace MifSner. M3 is a broadband nerwork to link all NHS
organisations in England. N3 will increase the number of sites served
from 10,000 1o 18,000, and will significandly speed up the cransfer of
clinical data berween NHS organisations. Connections 1o N3
commenced in 2004,

Met:

Berween its formation in I%Iﬂﬂﬂ. N]CErund:ﬂmﬂh nlu;;nd
complered 73 rechn appraisals or reviews of techn

a pl:giﬂl.r..mmyufw ich covered more than one technology.

the riod, NICE complered eight inherived puidelines,
[Tuﬁuli.shmcpﬁ::ﬂ of cancer service gu;f:e and ¢i.g|‘usud.iniﬂf
guidelines.
Inn 2004, NICE published 13 rechnology appraisals (including one
review), 15 :IiniE:l idelines and 3 Iulgﬂ of cancer service guidance,
A further 22 |=‘d'm|5:ﬂ' appraizals, ¥ clinical guidelines and 4 pieces
of cancer service guidance are due to be published in 2005.



'Departmental Public Service Agreement Targets Analysis — CSR 1998 (targets already achieved)




Departmental Public Service Agreement Targets Analysis — CSR 1998 (targets already achieved)




Departmental Public Service Agreement Targets Analysis — CSR 2000
(Targets already achieved - current position where appropriate)
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Glossary

Acute Services

Moedical and surgical interventions provided in hospitals.

Accruals Accounting

Accruals accounting recognises assets or labiliries when goods or
services are provided or received — whether or not cash changes
hands ar the same time. Also known as “the matching conceprt”,
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 supplicd goods are “consumed”, rather
than when payment is made,

Annually Managed Expenditure (AME)
In agreeing the longer-term Departimenial Expenditure Limie (DEL)

with the Treasury, it will be found that some areas of a government
department’s expenditure may be less predicrable and liable wo
flucrtuare more in the period covered by the DEL. Because a
shorter-term view will be required in such areas, a separate, annual
spending limic will be imposed in such areas. Subbeads containing
this sort of expenditure will be outside of the DEL and categorised
scpamu:]y a5 .ﬂnnu:i“].' Manngq:d l'f:-:],'lcndi[ul-c (AME).

Capital

Expendiwre on the acquisition of land and premises, individual
works for the provision, adapeation, renewal, replacement and
demaolition of huiidingﬁ, Items or groups of equipment and
vehicles, erc. In the NHS, -;xlzh:ﬂdiuln: 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 assers 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, PCTs and NHS trusts.

Central Health and Miscellaneous
Services

These are a wide range of activities funded from the Diepartment
of Health’s spending programmes whosc only common feature is
that they receive funding direct from the Deparument of Health,
and not via PCTs. Some of these services are managed directly by
Departmental staff, others are run by non-Departmental public

bodies, or other separate executive organisations.

Community Care

Care, particularly for elderly people, people with learning or
physical disabilities or a mental illness, which is provided outside
a hospital setting, i.e. in the communiny.

Consolidated Fund

The Government's gcncml account at the Bank of l".ngl.md. Tax

revenues and other current receipts are paid inw this Fund.
Parliament gives statutory authority for funds to be drawn from
the Consolidated Fund to meet most expenditure by the

(OVErTmMent.

Cost of Capital

A charge on the value of assers tied up in an organisation,

as a measure of the cost to the economy.

Credit Approvals

(:ﬂ'l lr.ll {;l“ﬂ““lt‘lll [J'EFTIII!-SLUFI I;iJT I.I'Il.“'\'i.tll.lill. |1.KZJI iLI.III'I»lIFi[I.t‘h L]

borrow or raise other forms of credit for capital purposes,

Departmental Expenditure Limit (DEL)

The D¥EL is the annual spending limit imposed on a government
department arising from its agreed, longer-term financial
SE'“.I{'“IEI'“' '\'«'i.ll'l ll“." TIE'HB-I.[T:FJ ES-ET LI]?-U A??-"”ﬂ'ﬂrli}' Fm“ﬂ?g-:’-l'r

Expenditnire (AME])

Depreciation

The measure of the wr.'ruing, oL, mns.umplinn or other loss
of value of a fixed asset whether arising from use, passage of time
or obsolescence through rechnology, and marker changes.

Distance from target

The difference between a PCT's allocation and ies carger fair share

of resources informed lﬁ}' the w::it_‘,]n:-:d capitation formula.

Drugs Bill

Drugs bill gross expenditure is the cash amount paid to contractors
(i.c. pharmacises and appliance contractors, dispensing doctors and
non-dispensing doctors in respect of personally administered iems)
for dmg:. medicines and certaim listed app|i.'u1u5 which have been
|m:s¢;1'ilx,'Ll E:}' NHS lH‘.ll_'Ii[i[!I!r_'n:. MNet r_lmgs hall c‘:{punr]il.un: 15 less
Pharmaceutical Price Regulation Scheme (FPRS) receipts.
Funding is subject w0 local resource limirs and forms pare of PCTS
HCHS discretionary allocations.

Estimated Outturn

The ;::pﬂc[m] fewel ul‘ﬁmnding or income for a budgtl. which will
be recorded in the I}cpnnmcn['s Accounts.

Estimates

See Supply Estimares
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European Economic Area

The European Community countries plus Norway, leeland
and Liechrenstein.

Executive Agencies

Executive agencies are self-contained unies aimed ar im proving
management in Government. They carry our specific executive
funcrions on behalf of the parent Department within an
aperational framewark rLF,.rccxi by Ministers.

External Financing Limits (EFLs)

INHS rtrusts 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 between the resources a trust can
generate internally (principally remined surpluses and depreciation)
and its approved capital spending, If its internal resources are
insufficient to meet approved capital spend, then it is able o
borrow the difference. IF the internal resources are more than the
capital spend, then the money is used to meet any due repayments
of debr principal on the truse’s ordinating capital debt and Secretary
of State loans, with an excess being invested.

Family Health Services (FHS)

Services provided in the community through doctors in general
practice, dentists, pharmacists and opticians, all of whom are
independent contracrors, Their contracts are ser cenurally by the
Diepartment of Health following consultation with representatives
of the relevant professions, and administered locally by Primary
Care Trusts (PCTs). Funding of the FHS is demand led and not
subject to in year cash limits at Primary Care Trust level, though
FHS expenditure has to be managed within overall NHS
Resources. The exceptions to this are certain reimbursements of
GMS GIY pracrice staff, }'-rcmim. out of hours and IM&T
expenses payable to doctors in general practice (GMS discretionary
spending), the costs of administration, and expenditure on
drugs and appliances by GPs. Funding for these items is included
in Primary Care Truses' (HCHS) diseretionary allocations.

General Dental Services (GDS)

The GDS offers patients personal dental care via General Dental
Practitioners (GDPs), who work as independent contractors from
High Street and local surgeries. Although the GDS is administered
by PCT as part of the Family Health Service, GDPs are engaged
under a uniform national contract. Funding is provided from the
national demand led or non-discretionary budger, and is not
subject to local resource limits and does not form part of a PCT's
HCHS discretionary allocation. Gross expenditure represents the
total cost of the service; net expenditure represents the proportion
of total costs met by the NHS after taking inwo account the income
from dental charges collected from parients.
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General Medical Services (GMS)

These are services covered by contract arrangements agreed ar
national level by GPs to provide one to one medical services, for
example: giving appropriate health promotion advice, offering
consultations and physical examinations, offering appropriare
examinations and immunisations,

MNon-discretionary GMS expenditure includes all demand led item
of service payments such as capitation payments, health promotion
and basic practice allowance.

Funding for this is not subject 1o local resource limits and does not
form part of a PCTs HCHS discretionary allocation.
Discretionary GMS expenditure includes reimbursement of
GMS G practice s@aff, premises, our of hours and IM&T
expenses. Funding for this is subject 1o local resource limits and

forms part of PCTE discretionary allocations.

General Ophthalmic Services (GOS)

The GOS offers priority groups of patients free NHS sight tests
or vouchers 1o help with the purchase of glasses. NHS sight tests
are mainly available to children, people aged 60 or over, adults on
low income, or people suffering from or predisposed 1o eye disease.
MHS optical vouchers are mainly available for children, adults on
low incomes, and those who need certain complex lenses.
Services are provided by oprometrists and ophthalmic medical
practitioners who work as independent contractors from High
Street opticians. Although the GOS is administered by PCTs as
part of the Family Health Service, optical contractors are engaged
under a uniform national contract. Funding is provided from the
national demand led or non-discretionary budger, and is not
subject to local resouree limits and does not form part of a PCT's
HCHS discretionary allocation.

Gross Domestic Product (GDP) Deflator

The othcial movement of pay and prices within the economy that
is used for expressing expenditure in constant (real) terms. The
series is produced by HM Treasury, and the one used in this report
is that published ar the April 2004 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 otal expenditure funded by the Exchequer.

Health Improvement Programmes

An action programme to improve health and health care locally
and led by the PCT. It will involve NHS trusts and other primary
care professionals, working in partnership with the local authority
and engaging other local intereses.



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 PCTs and provided by NHS trusts. HCHS
provision is discretionary and also includes funding for those
elements of FHS spending which are discretionary (GMS
discretionary expenditure). It also covers related acrivities such
as R&D and educarion, and training purchased cenrrally from
central budgers.

MNHS Foundation Trusts

NHS Foundation Trusts (NHSFI3) are independent Public
Benefit Corporations authorised 1o provide goods and services for
the purposes of the health service in England. MHSFTs are free
standing, not for profic healthcare organisations. They remain
firmly part of the WHS and are subject to MHS standards,
performance rdngs and systems of inspection. However, NHSFTs
are controlled and run locally, not natienally.

The Secretary of Stare for Health does not have the power o direct
NH5FTs. NHSFTs are governed by a Board of Governors
comprising of people clected from and by members of the public,
patients and statf. Local stakeholders such as PCTs are also
r:prv.-:-:u:nn_'d on the Board of Governors. Monitor (the SEALLILOEY
name of which is the Independent Regulator of NHS Foundation
Truses) authorises NHS truses as NHSFTs and ensures they abide
by their terms of authorisation (licence’ o eperate) and the
legislation. Accountability for NHSFTs is to local people,
COMMIssioning PCTs, Monitor and o Pacliament, rather than o
central Government.

NHS Trusts

NHS rrusts are hospirals, community health serviees, mental healdy
services and ambulance services which are manngcd 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
PCTs and GDs,

National Insurance Fund

The starutory fund into which all Natonal Insurance contmbutions
payable by employers, employees and the self-employed are paid,
and from which expenditure on most contriburory social security
benehis is met. The NHS also receives an element of funding

from this.

Non-Discretionary

Expenditure thar is not subject to a cash limit, mainly “demand
led” family health services, including the remuneration of general
medical pracritioners, the costof general dental and ophthalmic

services, dispensing remuneration and income from dental and

prescription charges.

Operational Capital

Operational capital is used 1o maintain NHS organisations’ capieal
stock ro a minimum standard, as well as for minor developments

and equipment replacement.

It was referred to historically as "block capieal’ and since 2003-04,
has been allocated directly to MHS trusts and PCTs.

The allocation uses a formula that is depreciation based and takes
into account the levels of building and equipment stock,

Qutturn

The actual year end position in cash terms.

Personal Dental Services (PDS)

PDS offers patients personal dental care equivalent to that
provided by General Diental Practitioners within the Family Health
Services, but within a more flexible framework of local
commissioning. PCTs 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
prioritics. Where services have converted from GDS contracts, a
wransfer is made on an annual basis from the General Denral
Services non-discretionary budger and allocaved o the individual
PCT's diseretionary budger. PCTs can also commir other funding
from their HCHS discretionary allocations or integrate more
specialised elements of former Community Dental Services into
PDS schemes. Gross expenditure represents the rotal cost of the
service; net expenditure represents the proportion of ol costs met
by the MHS5 afrer taking into account the income from denal
charges collected from patients.

Personal Medical Services (PMS)

A PMS contract is locally agreed between the commissioner and
the provider. This means that primary care service provision is
responsive to the local needs of the population. As a result, PMS
has been successtul in reaching deprived and under-doctored areas.
Many PMS pilots focus on the care of vulnerable groups,
including homeless, ethnic minorities, and mentally ill patients.
A transfer is made on an annual basis from the General Medical
Services Non-discretionary to a PMS discretionary budger. PCTs
can also commit other funding for PMS pilots, as appropriare,
from their HCHS discretionary allocarions.

Personal Social Services (PSS)

Personal care services for vulnerable people, including those with
special needs because of old age or physical disability, and
children in need of care and protection. Examples are residential
care homes for the elderly, home help and home care services, and
social workers who provide help and support for a wide range
of people.
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Pharmaceutical Services (PhS)

Pharmaceutical Services cover the r:l:ppl}' nfdrug;i., medicines and
appliances prescribed by NHS practitioners. Gross PhS
expendirure includes roral drogs bill costs (see Dirugs Bill
definition) and diapfns:iug COAES. Diupfnﬁ]ng coses 15 the
EMUNCTALIgn ]m'n;i e contracors for disp-cnsing_ ]lrmrip[i':}ns
written by MHS practicioners. This includes payments o
pharmacists and appliance contractors, dispensing docrors and
non-dispensing doctors in respect of personally administered icems.
Net PhS expenditure is the gross expenditure less associated income
from prescription charges.

As stated in the drugs bill definition, funding for the tocal drugs
bill is subject 1o local resource limits and forms part of PCTS
HCHS discrerionary allocations. However, funding for dispensing
costs is provided from the national demand led or non-
discretionary budget, and is not subject to local resource limies and
does not form pare of a PCT's HCHS discretionary allocation.

Primary Care

Family health services provided by family docrors, dentises,

pharmacists, optometrists, and ophthalmic medical pracritioners.

Primary Care Group (PCG)

Primary Care Groups are fundamentally about improving the
health of the population they serve by bringing together GPs,
communiry nurses, managers, social services, local communities,
PCTs, wrusts and other health professionals in effective partnership

to deliver three main aims:
L] imlmm: the health of cheir :.:nnnnunil_}q
® develop primary and community services: and,

® commission secondary services.

Primary Care Trust (PCT)

Primary Care Trusts are responsible within the resources available

for ith:nt'ii'}'iug the health care needs of ws resident 'Fm]uﬂ;lrinn, and

of securing through its contracts with providers a package of

hospital and community health services to reflece those needs.
PCTs have a responsibility for ensuring satsfactory collaboration

and joint planning with local authorities and other agencies.

Private Finance Initiative (PFI)
The use of private finance in capital projects, particulardy in relation
to the design, construction and operation of |1-ui]di||gs and

&llE'lFHJI.'I FE‘!"l"i'L‘{'S-.

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
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of prudence. An estimate of the likely expense is charged to the
income & npﬂ.r.d'r':urf account (for the Department, 1o the
Chperating Cost Statement) as soon as the issue comes to light,
although acrual cash payment may not be made for many years,
or in some cases never. The expense is marched by a balance sheer
PrOVISION cniry shm'l.rjng the pnlcn[ia] .Er'.f&u'ﬁ.l:}l of the organ SAtion.

Real Terms

Cash hgures adjusted for the effect of general inflation as
measured by the Gross Domestic Produce deflator.

Request for Resources (RfRs)
Under the Resource Budgering system, a Department’s Supply

Estimate will contain one or more requests for resources (RfRs),
Each request for resources will conrain a number of Sufbead:. A
request for resource specifies the combined cash and non-cash
financing requircment of the Department in order to provide the
range of services contained in its Subfeads.

Resource Accounting and Budgeting
(RAB)

Finally introduced in full on 1 April 2001, Resource Accounting
and Budgering (RAB) is a Whitehall-wide programme to improve
the management of resources across Government. The concept
deals with the wider issue of the resources available to government
departments and includes consideration of all of their assers and
liabilities and not just the level of cash financing which was the
principal measure used historically.

Resourece Accounting comprises:

® gocrnalt aceonnting o report the expenditure, income and et

of a deparement;

® matching expenditure, income and assers (resource
consumption) to the aims and objectives of a department of the
;iFFI’UPIi:t{' FIIIHI'I.EII:II yoar EICtE"‘I‘Ii]'I:Efj I}}-' :IEE".'IE.IS ACO0N Ij.IIE.

-.'I.l'll‘l..
# reporting on outputs and performance.

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, saaff salaries and drug
budgets. Also known as current expenditure.

Secondary Care

Care provided in hospirals.
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Special Health Authority (SHA)

SHAs are healch authorities which have been set up to ke on a
delegated responsibility for providing a national service to the NHS
or the public. They can only carry out functions already conferred
on Sof5. They originare under Section 11 of the NHS Act 1977,
which gives SofS the power to establish a special body for the
purpose of performing certain specificd functions on s behalf,

Specific Grants

Grants (usually for current expenditure) allocated by Central
Government to local authorities for expenditure on specified
services, reflecting Ministerial priorities.

Strategic Capital
Strategic Capiral is allocated o support larger capital projects thar
trusts and PCTs cannot afford to fund from operational capiral.

It was formerly known as ‘discretionary capital” and is allocated
directly to SHAs, whose responsibility is to distribute it to trusts

and PCTs ru;cnlding o local priorities.

The formula is capitation based and, in the main, follows the
revenue resource allocation formula.

Strategic Health Authority

Twenty—cight new health autherities, covering the whole of
England, were established in April 2002, They were renamed
Serategic Health Authorities (SHA) by Section 1 of the NHS
Reform and Health Care Professions Act 2002, which came into
force on 1 Ocrober 2002. SHAs serve populations of between 1.2
million and 2.7 million people and have boundaries, which are
aligned with the boundaries of one or more local authorities. and
which broadly reflect clinical networks. As the headquarters of the
local NHS, the Strategic Health Authorities are the main link
berween DL'Pa.rtnwnt of Health and the NHS, and are rc‘qu.msihlc
for ensuring thar all NHS organisations work together o deliver
the NHS Plan for modemised patient-centned services. Their main
functions include creating a strategic framework for the delivery
of the WHS Plan locally; drawing together local delivery plans, and
performance management, of local NHS bodies; and building
ca[mq;i:}' and ;uppﬂr‘ting pcrfnrmancc Improvement.

Supply Estimate

The term is loosely used for the Main Estimares, a request by the
Department to Parliament for funds required in the coming
hnancial year. There are also Supplementary Estimares. Supply

* Estimates 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
“WMore” and covers a narrower range of services, The Deparement
of Healch has three Vores which form Class [1. Vote 1 covers the

" Department of Health and contains two Reguests for Resources

Hﬁ"ﬂ:} — the first covering 4;::|:|:|ldium: an the MNHS, the second

other Departmental services and programmes, A Supply Estimare

does not of wself authorise q.'xpcm]il:un: of the sums ru]LLq:'.n;d. This
COIMes lhmug‘h an ﬁn.ppmpriuriml Act ]Luwd hjl.r 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
'I}m{illg Act 1990, The Acts enable the n:-.ipmuiiﬂc Minister 1o set
up as a trading fund a body which is performing a staturory and
monopoly service whose fees are fixed by or under stature. A
trading fund provides a financing framework within which
ourgoings can be met withour detailed cash flows passing

through Vore accounting arrangemenis.

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 health
services prescribing. The White Paper, The new NHS: Madern,
Depencable, proposed unifying these funding streams. Since April
1999, there has been a n’mglr: SITCATY {:t':lin;rq::immry funds Huwin__g
through Commissioners.

Vote
See Supply Foimate.

Walk-In Centre

NHS walk-in centres offer the public quick access w advice and
trearment for minor ailments and injuries. No appointment is
necessary. A key aim of the demonstrator sites is 1o help PCTs
ensure there is adequate local provision to give patients faster acces
to healtheare.

Weighted Capitation Formula

A formula which uses population projecrions 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 ro rake account of unavoidable
g-:ngmphical variations in the cost of providing services, They are

used o determine PCTs target share of avalable resources.
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