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Foreword by the Secretary of State

This year's annual report stands as a testament to the hard-working staff
of the National Health Service, to those in public service who support
them, and their commitment to creating a world-class system of health and
social care,

The NHS is a huge enterprise. It is the third largest employer in the world.
If the NHS were a country, it would be the 33rd largest economy in the

world. It serves a population which is growing, living longer, and becoming l

more demanding. New technology and innovative drug companies are

producing new treatments almost daily that are turning faral diseases into
treatable conditions. The public wants the same level of customer service from
the NHS that we receive on the high street or when we are shopping online.

We have asked the British people to make a record investment in the NHS through their taxes and
contriburions, and by 2008, we will have trebled investment since 1997, But investment alone cannort deliver
the improvements we all want to see. For the extra money to work for patients, we must step up our reforms.
As we enter the halfway point in our ten-year plan to improve the NHS, it is useful to take stock and remind
ourselves how far we have come:

¢ the lowest waiting lists since records n — whart patients told us was their top priority:
PP Ly

19 out of 20 people seen in A&E within four hours;

* more hospitals repaired and built than ever before;

e since 1997 more lives saved — 43,000 lives saved from cancer; 60,000 lives saved from coronary heart disease;
o over 200,000 more staff since 1997, and better paid staff than ever before;

» more choice for patients, including a choice from this year of at least four hospitals for operations; and,

s innovations like NHS Walk-in Centres, NHS Direct, NHS foundation trusts and independent sector trearment
centres (ISTCs) — all working to get better, faster care for patients.

From the new NHS Walk-in Centres in major railway stations such as Manchester and Liverpool St, to the
announcement of a £1 billion new hospital for the people of East London, to new health centres across
Bricain like those | opened rtcr:ntl}r in Wclw:rhamptun, Leicester and Harlow, we are seeing an NHS which
is delivering more services to more people, and saving more lives than ever before.

If you just read some of the newspapers you would think the NHS was in crisis. If you look around the NHS
itself, you can see a service that is back in business. Just consider the winter we've just come through. Only a
decade ago, winter meant packed A&E departments, patients queuing in corridors on trolleys, exhausted
staff, and real risks to patients’ lives caused by the pressures on the system. The media pencilled in winter
every year for the annual ‘crisis in the NHS' story. This year, despite the coldest winter for four decades, the
NHS has managed superbly, vaccinating record numbers against flu, and cutting waiting times to
a maximum of six months: a target that many believed could not be mer.



Of course, reforms on the ambitious scale we are delivering cannot be achieved withour tough decisions. Our
new financial framework, fairer and more transparent, is helping us to wrn about the minority of NHS
organisations with financial overspends. We will have an NHS back in balance by next year.

We know thar the short-term noise and turbulence will be followed by a step-change in the quality of NHS
care. Parients will continue to see the difference. The NHS will be sustainable and self-improving. Crucially,
it will ensure that healthcare is available for the next generation, free at the point of use, and based on need,
not the ability to pay.

That will only be achieved by further and faster reform:

A new system where money follows the patient much more effectively through the NHS. This means
greater transparency on budgets with trusts being paid based on the number of people that they treat. More
power is being given to practitioners to decide in consultation with their patients how and where they should
be treated. We are tackling the inequalities in funding which meant that poorer areas of the country received
less money than wealthier parts.

Improving productivity in the NHS. Our most effective hospitals, PCTs and primary health services are
already using the best medical practice and technology to give people more personal, more local, and better
care. And this is one of the main reasons why pay has increased for all in the NHS — they need the incentives
to deliver the improved services which the public demand. But the results are better for patients as well as
better value for money. Reorganising the way we deliver care inevitably means changes in how we use staff -
with fewer in some hospiral roles, and more in the communiry.

Improving preventative care. We are living longer with a much greater understanding of how to avoid
illness through dier, exercise and other preventative measures. A genuine health service means supporting
people to do more to care for themselves rather than simply treating them when they become ill.

The values underpinning the NHS are as relevant today as sixty years ago. They are a monument to
progressive, enlightened thought. Buc the way those values are applied to the modern world must, by
necessity, change. Through investment and reform we are laying the foundations for an NHS which will
meet the challenges of the future, deliver more care, be more efficient, and maintain popular support. That is
surely a prize worth having,

(e

Bt Hon Patricia Hewitt MP
Secretary of State for Health
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1. Introduction

1.1 INTRODUCTION

1.4 DEPARTMENT OF HEALTH

1.9 NATIONAL HEALTH SERVICE (NHS)
1.11 PERSONAL S5OCIAL SERVICES (P55)
1.14 DELIVERING THE MHS PLAN

1.27 CONTENTS SUMMARY

INTRODUCTION

1.1 This is the Department of Health's sixteenth annual reporr.
In it, you will find a wealth of information abour our current
spending and investment programmes, and, more importantly,
abour the service improvements we have achieved through our use
of public funds, particularly as measured by public service
agreements (PSAs). The report also sets our our plans for the
furure, which is particularly important in a year when we
eritically evaluate the full extent of achievements made since 1997
as an iut::gr.'d part of preparations for the 2007 |;|:,!|1'|'|E!l!'|;h|:“1'|$.i-.-1;
spending review. This review will set the financial conrext for
further investment in health and social care in future years.

1.2  The Department is responsible for the stewardship of over
£90 billion of public funds. It advises ministers on how best to use
funding ro achieve and inform their decisions and carry out their
objectives. The report also plays a central pare in the Deparement’s
accountability o Padiament and ensures thar there is full and open
reporting to the general public.

1.3 This report was developed in consultation with other
departments, Parliament and others. It was produced and

published under the reporting framework issued by HM Treasury.

DEPARTMENT OF HEALTH

1.4 The Dcpqrtmi:m; sets overall Pﬂlic}r on all health and
social care issues, including public health matters and the
consequences of environmental and food issues.

1.5 The Department is responsible for the provision of health
services through the National Healch Service (NHS).

1.6 The NHS includes independent eontractors such as general
medical practitioners (GPs), dentists, pharmacists and opricians.

1.7  The Department is responsible for managing performance
against its staturory responsibilities.

1.8  The Department also determines the overall policy for the
delivery of adults’ personal social services (PSS) and for certain
elements of children’s services (e.g. child and adolescent menial
health services). It gives advice and guidance 1o local authorities,
whose responsibility it is to manage social care funding according
1o local priorities and the principles of local accountabiliry.

NATIONAL HEALTH SERVICE (NHS)

1.9  In the 2004 spending review, the Chancellor confirmed the
five-year sertlement for the NHS announced in his 2002 Budget.

1.10 WHS funding will increase by an average of 7.1 per cent a
year over and above inflation for the three-year period of the 2004
spending review (2005-06 o 2007-08). This will take NHS
expenditure from £69.3 billion in 2004-05 1w £92 billion in 2007-08.
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PERSONAL SOCIAL SERVICES (PSS)

1.11 In the 2004 spending review, the Government allowed for
continued, substantial growth in personal social services (PSS)
resources in England.

1.12 Ower the three years 2005-06 to 2007-08, there will be an
average real rerms increase in funding of 2.7 per cent over and
abewe inflation. This compares o O per cent average annual growth
from 2003-04 ro 2005-06.

1.13 Globally, Government funding for social care currently
stands at around £12 billion cach year, with the majority
administered by the Office of the Depury Prime Minister
through the formula grant. The Department sets the overall policy
for delivery of adults’ social care, while also contributing £2 billion
in direct local authority allocations for specific grant funding and
through the central budgets programme.

DELIVERING THE NHS PLAN

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

1.14 The NHS Plan"" was announced by the Prime Minister
and the Secrerary of State for Health on 27 July 2000. This
plan ser our the investment and reform strategy for the NHS,
alongside the public service agreement targets for the NHS and
Social Services.

1.15 The five-year funding increase announced in the 2002
Budget and confirmed in the 2004 spending review have enabled
the Government to implement the vision set out in The NHS Plar.

1.16 Delivering the NHS Plan™ in April 2002 outlined the
improvements in services that the public can expect 1o see as the
plan is put into action. It set out how the NHS would operare o
secure the best use of resources.

L.17 In June 2004, the Department published The NHS
Improvement Plan — Putting People at the Heart of Public Services®.
This document 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 Plan.

L18 The NHS Improvement Plan sets our the key commitments
that the NHS will deliver to transform the patients’ experience of
the health service by 2008 through dramartic reductions in
waiting times, increased choice for patients, more focus on the
treatment of patients with chronic illness and prevention of disease
and the tackling of ill health through public health interventions.

119 The NHS Improvement Plan also sets out how these services
will be delivered by the NHS. For example, through NHS
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 meet patients needs and investment in stare-of-the-art
informarion systems to allow patients to choose more convenient

8

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
to hand money, control and responsibility 1o local health services.

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

1.20 In support of the NHS [mprovement Plan the
Department published Creating a Patient-led NHS — Delvering
the NHS Improvement Plan" % on 17 March 2005. The
ambition over the next few years is to deliver a profound
change ro the NHS — to change the whole system so thar there
is more choice, more personalised care, real empowerment of
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 to and for its patients to one
that is patient-led, to 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:

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

® stronger standards and safeguards for patients; and,

® NHS organisations being berter ar understanding patients and
their needs, who use new and different methods o do so and
have better and more regular sources of informarion about
preferences and sarisfaction.

L21 Creating a Patient-led NHS describes the major changes
underway in the NHS and explains how some of the biggest
changes will be taken forward. It is aimed primarily at NHS leaders
to provide clarity on how they should carry forward the
transformation of the NHS to be truly patient-led. This process
will be supported by a programme of work for the narional issues,
delivered mainly through the ‘Narional Leadership Network® for
health and social care and steered by the Department.

1.22 More recently, the Department has published the
document Health Reform in England: Update and Next Steps 1
on 13 December 2005. The document describes the elements
of reforms to the healthcare system and how they are expected
to interact, resulting in beter patient services and value for
taxpayers’ money: It sers our a framework for reform and:

® explains how the reforms are intended to be mutually
reinforcing;

® re-states the rationale for reform;
® summarises the initiatives already announced; and,
® lays out a programme of further policy development for 2006,

1.23 In 2005, the Department conducted two consultations,
Independence, Well-being and Choice ' and a listening exercise,
Your Health, Your Care, Your Say "7 . Independence, Well-being
and Choice, the adult social care Green Paper, asked for views



on how social care services could be improved. The listening
exercise, Your Health, Your Care, Your Say, allowed the public 1o
speak directly to ministers, health professionals, and each other
on how improvements could be made to their local services.

1.24 In the consultations, people wanted ro see change thar
put them more in control, Thc}" also called for a consistent
qualiry of services around the country and more “joined up’
care to support them in their everyday lives, closer to their
homes. The consultations have formed the basis of the new
White Paper, Our Health, Our Care, Our Say: A New Direction
far Community Services ", The new Whire Paper was
published on 30 January 2006.

1.25 The White Paper proposes action to give people betrer
access to services and greater control over their own healeh. It
promises ‘a radical and sustained shift’ in the way resources are
used and sets out ro address future challenges with a new
emphasis on preventative care to help people enjoy good health
as they live longer.

1.26 During the course of 2006, the Diepartment, working
in close collaboration with people from across the NHS and
health related organisations, will produce a series of palicy
framework documents on the next steps for health reform.
These reforms offer a real opportunity to provide a betrer
service to patients and the public, enabling the people in the
NHS to make the most of their skills and commitment.

CONTENT SUMMARY

1.27 The following chapters in this report provide Parliamene and
the public with an account of how the Department of Health has
spent the resources allocated to it, as well as s furure spending
plans. It 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 strucrure of this report.

» Chapter 2 - Delivering Better Public Services
- progress

This section outlines the aims and objectives of the Department.
We also list the progress against those targets and standards set
following the 1998, 2000, 2002 and 2004 sp«cnding reviews. | he
2000 review was also informed by 15 cross-departmental reviews
of issues that may benefit from a joint approach involving two or
more Government departments. Some of these reviews resulted in
targets that appear in our Deparement’s public service agreement
(PSA). Progress is also shown against these as well as our
‘Modernising Government’ action plans.

» Chapter 3 - Expenditure

Chapter 3 provides informartion on the Government'’s expenditure

plans up until 2007-08 and includes outturn figures for 2004-05.

Supplementary tables to this chapter can be found in the
Annexes Al 1o A3.

* Chapter 4 - Investment

Investment continues to play a pivotal role in the modernisation
of the NHS. The NHS Plan and the Deparonental Investment
Strategy ' ser our a planned programme of investment in the
NHS. This chaprer serves to highlight those priorities.

« Chapter 5 — Delivering the NHS Plan

The WHS Plan sex the direction for modernisation and reform. It
set our how an MHS fit for the 21st century will be delivered, The
next steps for investment and reform were |'.|u11:]]:1hr:r| in J'J'.-.e'a'wr;'ug
the NFIS Plan in April 2002. A summary of the progress to darte

in achieving those aims is given.

In June 2004, the Department of Health published The NHS
Tmprovement Plan — Purting People ar the Heart of Public Services.
This document set out the priorities for the MHS up to 2008. It
suppons the ongoing commitment to the ten-year reform process
first set out in The NHS Plan. Following on from this in March
2005, Creaving A Parient-led NHS was published. This set out our
ambition to transform the relationship between the healtheare

system and patients and the public.

» Chapter 6 - Breakdown of Spending
Programme

This provides a breakdown of spending across our main
programme areas (NHS, family health services (FHS) and
personal social services (PSS) ere) as well as providing such
]JFL'B.IH.EI’J'-'-'I]S- as SF{'I'.ITJ. FK!T J'H'.'B.'I'J l::lf PI:ZIIJ'I.LIFlti.ﬂI'l ﬂl'l.'l'] I}}' :I.EL' IJ'I.'U'FII‘!.

» Chapter 7 — Activity, Performance
and Efficiency

Chapter 7 is broken down into four main areas: activity;
performance; efficiency and P55 acrivity, performance and
efficiency. It provides such activity dara as hospital acriviry
in-patient and outpatient waiting trends as well as those services
provided by general and personal medical services. It also
dl.'!'l'l.l!]l'lj-[lﬂl'i.'ﬁ I'I.L'.IW W ant I'I'I.'ll{il!g -II'I'IP“]'\"E]'I“!I'I:TS- iI'I. our
p-crﬁ::rmrmcc and L'Fﬁcir:ncy thar will enable the effective chi\-'fr].'
of services.

e 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 how well the Department manages risk, handles
correspondence from the public and the environment in which we

DpeTate.

» Annexes

The annexes provide a list of the non-departmental public
bodies (NDPBs), MHS bodies and agencies thar hclp the
Deepartment discharge its functions. There is also an account of the
Deepartment’s spend on publicity, advertising and sponsorship. The
annexes also contain tables that are supplementary to other sections
in this report.
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SENVICES — Progress

INTRODUCTION

21 In scn;ingﬂu: 15 spu:rt{ling phms for 1999-2002 in the 1998
comprehensive ﬁpﬁ:nding review (CSR), the Government set new
priorities for public spending with significant extra resources in key
services such as education and health.

2.2 The Government also made a commitment to link this extra
investment to modernisation and reform, to raise standards and
improve the quality of public services. The White Paper, Public
Kervices Jﬁ'?r the Funurer Modernisation, R‘fﬁ-lrm, rlf‘:‘amrrﬂé'fﬁg": 2
Diecember 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 derailed analysis of the PSA rargets resulting from the
comprehensive spending review (CSR) as well as the spending
reviews from 2000, 2002 and 2004 are set our in the following
paragraphs and wables. The tables foeus primarily on ‘live’ or
outstanding targers. Where targets have already been mer or
surn:m:dfd these have been pr:_';cntt;d in a table ar Annex F to
this report.

2.4 The next comprehensive spending review (CSR 2007) will
set the Government’s priorities for the longer term. The CSR s an
excellent and timely opportunity for the Department and wider
Government to consider the outcomes achieved from the
considerable investment in health and social care during the last
ten years, and to determine whether the correct level of progress
has been made against the rigorous targets we have ser for
IMprovement and ]:N:rﬁ:rmanc-l:. (lnmpl.:l:]n.g this review will hc!p
provide a solid foundation for the future value for money
investment of public funds, A central strand to our CSR 2007
preparations will involve us working o refine the relevane parts of
the performance management framework.

THE DEPARTMENT OF HEALTH AIMS
AND OBJECTIVES

Aims
2.5 The Department’s overall aim is to improve the health and
well-being of the people of England.

2.6 The distinctive roles of the Department include:

® developing strategy and direction for the health and social care
system — including not for profit and private providers — while
maintaining the integrity of the system and its values;

® providing the legislative framework;
® building capability and capacity;
® serting some standards and ensuring others are ser;

® sccuring and allocating resources and ensuring thar their usage
provides value for money; and,

® ensuring accountability to the public and Parliament.
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2.7 To carry out this role, the Department has been organised
into three Business Groups, responsible for Standards and
Cuality, Delivery, and Strategy and Business Development. The
Deparrmental Management Board, under Sir Migel Crisp's
f_'hnirmanship. coordinated the |L':id::rship and management of the
department, in support of Ministers, In January 2006, following
a review of the IkpnrtmcntE top structure and capability, the
Secretary of State and Sir Nigel announced some changes in the
l}cpnrrmcm's structure and associated arrangements. These are
designed in particular to support delivery primarily through
commissioning rather than :hml,Lgh pl:rfnn'n:tm:c management, to
enhance the challenge role of finance and to raise the profile of
social care in the Department. Work is in hand o implement the
review's conclusions by July 2006.

Objectives
2.8 The Department has the following objectives, derived

from its public service agreement with HM Treasury:

® improve and protect the health of the population — with special
attention to the needs of the poorest, and those with |un5—tcrm
conditions;

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

® deliver a better EXpricnce for patients and users;

® improve the capacity, capability and efficiency of the health and
social care systems, ensuring that system reform, service
modernisation, 1T investment, and new staff contracts deliver
improved value for money and higher quality;

® improve the service we provide as a Department of Stare to -
and on behalf of — Ministers and the public, nationally and

int::rnati:malhr; and,

# become more capable and efficient as a Department, and cement
DU FEPALENON 35 an urg:mimtiun thart s both a gnnd ic\c: o do
business with, and a good place o work.

DEPARTMENTAL PUBLIC SERVICE
AGREEMENT TARGETS — MONITORING
AND REPORTING

2.9 Targers are intended o be ourcome-focused, delivering
turther improvements in key areas of public service delivery and
capturing the ourcomes thar mateer to people, and this inevitably
means that measurement may be complex in some cases. We are
commirted to ensuring that the dara used in monitoring and
reporting on PSAs is robust and reliable. The data systems
underpinning PSA rargers are subject to validation by the
Narional Audit Office (NAQY). We accept that there are some areas
where data collection needs to improve, and work is in place ro
ensure that this is happenning. The Department works closely with
HMT, PMDU and analytical experts to ensure improvements to
dara relating o all targer areas.



DEPARTMENTAL PUBLIC SERVICE AGREEMENT TARGETS (CSR 1998) ANALYSIS

2.10 Targess 1, 2, 5, 13 and 20 have been subsumed into SR 2002 rargets. Final reporting ok place in the Autumn Performance Repaort
2003 and the Departmental Repore 2004 with regards to the majority of the other targets. Information on those that remain live, targets
3, 4,7, 29 and 32, is given below.

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

g
IIHA Target Measure Progress
gy siomse
uction in the death rate from accidenss by ac — Dearh rare from Dara for 2002-04 (three-year average) show a rate of 15.9 deaths per
least 200 per cent by 2010, from a baseline o accidenrs, 100,000 latron = a ase of 1.0 per cent from the bascline
15.9 per 100,000 population for the three years (199597
1995 o 1997,
ey e
ion in the rate of hospital admission for Rate of hospital These daa are singhe financial year figures. available annually. Single
serious accidental injury by at lease 10 per cene admission for serious year dara for fnancial year 2002-03 show a rate of 327.8 admissions
by 2010, from a revised bascline cstimare of accidental injury 1 100,000 population — an increase of 3.8 per cent from the
315.9 admissions per 100,000 population for the  requiring a hospiral haseling estimate {1995-96),
financial year 1995906, :lt::s”f CHIF OF OIS

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

il 'PSA Target Measure Progress
Target 7: Mearly met:
Ensure W?FQM with suspected cancer is able o Percentage of patients 9.8 per cent of all patients referred urgently with suspected cancer
see a specialisy within two weeks of their GP with suspected breast were seen by a ialist within rwo weeks during Ocrober 1o
deciding they need to be seen urgently and cancer anc other Deecembeer 2005,
requesting an appointment for: cancers able 10 see a The Department also mezsures a maximum one-month wait from
all parients wirh suspected breast cancer from specialist within diagnosiz 1o first rearment for breasy cancer. Berween Ocrober to
April 1999; and, two weeks of urgent Drecember 2005, 98,9 per cent of women with breast cancer received
fior all other cases of suspecred cancer by 2000, referral. first reatment within one month of diagnosis.

The Deparement akso measures the number of women with brease
cancer who receive trearment within two months of urgent referral by
their GP Berveen October 1o December 2005, 98.1 per cent of
paticnis received mearment within o months,

The MHS must also maintain targets of a maximum one month wai
from diagnosis to first treatment and a maximurm wait of two months
from urgent referral 1o first ocamment for all cancer patienis, These
were introduced from January 2006, The latess progress data, for the
period Ocrober o December 20005, shows thar 6.8 per cenr of
cancer parients received treatment within one month of diagnosis and
83.9 per cent of patients received reamment within rwo months of
urgent referral,

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

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

Measure Progress

Target 25: Nearly met:
Payment of all undispured invoices within Percentage of At the end of January 2006 (200506 year-to-date), the Department
days or the contractual terms if payments mads had a total of %6.2 per cent of its undisputed invoices paid within

otherwise specified, on tme, 30 days.

This s 4 significant improvement on the 2004-05 full year figure of

925 per cent. This is due o improved business processes in the

;I".n:anm:nl enabled by the intreduction of 2 new finance system, Vista,
increased usage of the Government Procuement Cand (GI'C).
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SETViCes — progress

PSA Target

Target 32:

As part of the new Framework for Managing
Human Resources in the MHS, rargets for
managing sickness absence have been sex
consistent with the Cabiner Office
recommendarions of a reduction of 20 per cent
by April 2000). Performance improvement targets
will also be sex for MHS trusts on Managing
Violence to Seaff in the NHS aimed at reducing
the levels of absence due 1o sickness or injury

caused by violence,

Measure

Measurement of the
vimne stafl ane absent
from m::!:k a.'sFa e
proportion of st
time available,

Progress

Mo change:
Sickness Agures are no longer collocred as pare of the MHS
Performance Ratings. £ s

The Depariment of Healch NHS sickness absence survey 2004 found
thar sickness absence rate, defined as the amount of time lost chrough
ahsences as a chcnﬁge of staff time available, was 4.6 per cent. Over
9 per cent of NHS organizations ook pare in the survey. This figure
has remained virwally unchanged since 2000,

Targers were ser for managing violence:

To reduce the number of incidences by 20 per cent by the end of
2001-02; and,

Too rechuce the number of incidences by 30 per cent by the end of
2003-04.

In Movemiber 2005 and March 2004, the NHS, supported by the
MHS Securiry Management Service, introduced two com icn;i\'\c
legal frameworks of measures to tackle vielence against MHS staff as
well a5 general security management mcasures.

In 2004-05, iv is estimared thar 85,000 frone-line WHS saff received
rraining on how to prevent and manage violence. By March 2006, it
is expected thar nearly 40 per cent of front-line staft in the MHS will
have been trained in the Conflict Resolution Training syllabus,

A specific syllabus for staff working in mental health and learning
disability settings was introduced in Movember 2005,

In 2004-05, the number of idenrified criminal sanctions taken against
those thar had physically assaulted staff rose from 51 in 2002-03
{14 ] ?59,

In 20002-03, there were 59,992 ted incidents of violence in NHS
mental health and learning diﬂbliil.]" environmens. In 2004-05, the
numbsr ul'pl':rﬂml assaults apainst staff working in mental health

and learning disability environmenss was messured ar 43,300,

In December 2005, fgures for the acute and ambulance services were
published. For the acure sector this reveals that there was an estimared
1 i.iﬂmyﬁﬁi assanles, and for the ambulance service the Rgure is
1,329. The exercise has been validated by an independent statistician
and the estimate is accurate 1o +/- 1.5 per cent, with an overall
confidence level of 95 per eent. From :Iice DH survey in 2002-03
there were 37,776 assaults reported for the acure sector and 5,412 for
the ambulance service. K Iﬁmﬁw assaults in the primary care
sector will be released carly in

The Healthcare Commission's staff survey in 2004 saw a one per cent
reduction in NHS staff experiencing abuse and violence over thae
reported for 2003,

DEPARTMENTAL PUBLIC SERVICE AGREEMENT TARGETS (SR 2000) ANALYSIS

2.11 The majority of SR 2000 targets were subsumed within SR 2002 targets. Information on the remaining live target — targer 10

— is given here.

Objective V: Value for Money.

PSA Target

Target 10:
The cost of care commissioned from truses
which perform well against indicators of Fair
access, quality and responsiveness, will become
the benchmark for the NHS. Evervone will be
expected o reach the level of the best over the
ncxt five years, with agreed milestones for
2003-04.
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Measure

Reference Cost Incdex.

Progress

On course (subject 1o amendment);

The MHS Trust National Reference Cost Indices for 1999-2000,
2000-01, 2001-02 and 2002-03 provide evidence on the extent w
which variation in performance i reducing. The dispersion of costs
berween WHS trusts as measured by the coefficient of variation of the
irimmed marker forces factor adjusted Reference Cost Index (RCT)
for MHS erusts, has been decreasing. The coefficient of variation
{defined as standard deviation divided by mean) has fallen from

24 per cent in 19992000, wo 21 cent in 200001, wo 17 per cent
in 2001-02, to 15 per cent in 2002-03, to 12 per cent in -(M,
and to 10 per cent in 2004-05.



DEPARTMENTAL PUBLIC SERVICE AGREEMENT TARGETS (SR 2002) ANALYSIS

2.12  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 (I"SAs), The rargets from that review are laid our in the table below with
updates on progress. Targets 5 and 6 have been subsumed within SR 2004 rargets. Targets 2, 3, 4 and 7 have been adopted as DH

standards ar SR 2004,

Objective I: Improve Service Standards.
PSA Target

Ti 1:

Fﬁt‘:‘: the maximum wait for an outpaticnt
appointment to three months and the maximum
walit for in-patient trearment 1o six months by
the end of 2005; and to achicve progressive
further curs with the aim of reducing the
maximum in-paticnt and day case waiting time
to three months by 2008,

Objective Ill: Improve Value for Money.

PSA Target

T:I';H 12

Walue for money in the NHS and personal

social services will i.mpmr\r:ﬂr:l least owo per

cent per annum, with annual improvements of

one per cent in both cost efficiency and service
VeSS,

Measure

Number of parients on
MNHS wanting lists.

Measure

Viliee fior ez

on u:j: {us:;nd

wures a
E::i.{ﬁ. adjusted for
quality, underlying
inflation and mix
of cases.
Service effectiveness
element of rarger based
on quality indicarors
fulji:hra‘b}' the
FLMER

Progress

Cutpatient waiting times - met:

Mumber of English residents waiting more than three months
(13 weels) = quarterly figures:

December 2002 = 223,575

December 2003 — 121,908

December 2004 — 62,752

December 2005 - 1717

O e 171 Pi.lidl'lH kv hiave hﬂﬁralhn;mtr 13 wrecka, 1B weee waiting fos an
appainemue ac English oness and 155 were waitieg: for an appoi at Wehb baupital

In=patient waiting times - on course:

Number of English residents waiting more than six months -
monthly Agures:

February 2001 - 251,474

February 2002 - 242,900

February 2003 = 207 271

Febrzary 2004 = 113,485

February 2005 - 60,493

Diecember 2005 — 48

February 2006 - 116

S che 48 pil'};ﬂ'lh hhﬂlmbrrﬁ'uwhr‘mm el ]:m'I'JIIIIFhJC an
adenivsion ar English truss and 36 wese wasting for an ad miscss ar Welsh hopirals.
M che 116 parients wha have bec waining over siv mosths, 91 wene waitisg fod an
adminion ar English trusss and 25 wewe waizing for an ad misgion @ Welsh haipinal

Progress

Value for Money - too early to assess:

T measure ress against value for money tangets, the Department
of Health has developed an interim value for money measure which
mcasures value for money in terms of improvements in cost efficiency:
In 2004-05, this measure suggests thar value for money through cost
efficiency increased by 0.8 per cent.

Az ouclined in chapter 7 (productiviny section) the Deparment is
working with ONS o develop new measures of NHS producriviry:
In terms of assessing the value for money derived from social care
expenditure, we have used a measure which compares council’s own
record of estimared cashable efficiency savings (from the Annual
Effici Starements submitred ro ODPM) against roral adulr social
care funding allocared by the Department of Health in the same year.
Annual efficiency sarements are not available for years prior
2004-05.

Based on the mid-vear Efbciency Statements for 20005-006, the level of
social care efficiency has increazed to 1.54 per cent.

This measure does not take account of changes in service qualicy,

The Personal Social Services Research Unit ﬁ:&iERU} ar the University
of Kent and London School of Economics is working to develop an
ourput measure that takes account of changing qualiry of care and

client dependency.
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DEPARTMENTAL PUBLIC SERVICE AGREEMENT TARGETS (SR 2004) ANALYSIS

2.13 Further to the 1998, 2000 and 2002 spending reviews, the 2004 review again continued the process of delivering
IMProvEments in services, t|1mugh the innovarion onuhIic service AETECTNENT TATGEs, The targets fram that review are laid our in the

fﬂ.l}ll." hL't[ﬂ\-' with lL[ZII'j'.'EI [cs on P[[!gﬁ,‘ﬁ'_j.

Objective I: Health of the Population.

PSA Target

Target 1z

Improve the health of the population. By 2010,
increase life expectancy at birth in England e
TH.6 years for men and ro 82.5 years for women.

Substanmially reduce morealivy rares by 2000

from hearr disease and seroke and related diseases
by at least 40 per cent in people under-75, with
a 40 per cent reducrion in the inequalities gap
between the fifth of areas with the worst health
and deprivarion indicarors {the spearhead group)
and the population as a whale;

from cancer by at least 20 per cent in people
under-75 with at least a reduction in ¢
inecpualitics gap of ar least & per cent between the
fifth of areas with the warse Lca]:h and
deprivation indicarors (the spearhead group) and
the population as 3 whaole;

from suicide and underermined injury by at least
20 per cent.

16

Measure

Death race from heart
disease, strokes and
related illncsscs
amaongst peaple aged

under-

Dearh rave from cancer

amaongit people aged
under-75.

Dieath eae from
intentional self-harm

gn:d undetermined
LjUry amaon,
-ng:]?;gm. 6 peope

Baseline is average of
1935, 1996 and 1997,
(Al using QNS
mortality staristics age
standardised 1o allow
for changes in the age
structure of the

population,)

Progress

Heart disease, strokes and related ilinesses - overall mortality —
On Course,

The 199597 haseline figure for overall mortality for heart disease in
prople aged under-75 in and was 141.0 deaths per 100,000
populal:iun. HWI, in 2002-04 l:li'lrm:-:pﬂr aAverage larest available
data) the rare had fallen o 96.7 dearths per 100,000 — a fall of

31.4 per cent.

Three-year average rates have fallen for each period since the baseline.
If the trend of the last ten years were 1o continue, the targer would be
miet before the trger period.

Inequality dimension - On Course

Threg-year average rates have fallen in the spearhead group and
England a5 a “hnﬂf': for each period since the bascline. During this
peniaad, the inequality gap has reduced from a baseline absolure gap of
36.7 deaths per |W.[I£ population in 1995-97 10 27.6 deaths per
100,000 population in 2002-04. (The target for 2000 is 1 reduce the
absolute gap to 22.0 deaths per 100,000 Fcrpuh:inn or lews.) The

has, therefore, reduced by 24.7 per cent since the baseline,

to the required rarger reduction of ar leasy 400 per cent by 2009-11,

Cancer — overall mortality = On Course
The 1995-97 baseline figure for overall mortality for cancer in rmp]t
af,rd under-75 in En was 141.2 deaths per 100,000 population.
However, in 2002-04 (three-year averape, Latest available rﬁuta} the rate
had fallen to 121.6 deaths per 100,000 - a fall of 13.9 per cent.
Three-year average rares have fallen for each period since the baseline,
The milestone for 2004/05/06 has been and if the trend of the
last 1) years were ro conrinue the target would be met.
Inequality dimension — Provisionally Met
Three-year average rates have fallen in the spearhead group and
England as a whole for each peried since the bascline. Following a
small increase in the :'ml;‘_ua]"]r in the first monitoring period, che
gap has reduced slighly from amim absolute gap of 20.7 deaths
per 100,000 populavion in 199597 1 18.8 deaths per 100,000
population in 2002-04. (The target for 2000 is to reduce the absolure
p o 19,5 deaths per 100,000 larion or less.) The gap has
@mﬁ:u reduced by 9.4 per cent since the baseline, compared 1o the
requuired targer reducnion of ar lease six per cent by 200911, However,
due 1o the sensitivity of this target to change, continuing vigilance is
required to consolidare this achievement.
Suicide and injury of undetermined intent - encouraging reduction

but more rapid decline required in future yeass.
The three-year fate rose in the period immediacely following
the seeting of the baseline, However, the rare has sinee fallen and in

200204 is mow 6.6 per cent below the baseline. Although
is novw toavards the targer, the rae ufdmljmh;nlmmhnﬂ i:thc
trend of the lase 5 or 10 years were to continue, the target would not
be met.
A downward trend has been maintained, however, and we are
continuing to rake action at local, regional and national level w help
ikIll'lur.' number of suicides in our communities. Fq:mn;apk';l::
are taking action e reduce suicides am a particular hi
risk. such as young men and people whﬁm. it



2
mhtﬂ:h inequaliries by 10 per cent h:r
2000 as measured by infant moralicy and life
expectancy at hirth. i

Target 3:

Tackle the undedying determinants of health
and health inequalivies by:
Reducing adult smoking rates 1o 21 per cent
o less by 2000, with a reduction in prevalence
among routine and manual groups o

26 per cent or less.

Halting the
-:hikilrl:‘i: (It

r=0n-year fise in obesity amon
11 by 2010, in thrmlulnl'g

broader strategy to tackle obesity in the
lation u;w';n]: {inill:: mu'%: with the
o

remient for Educanon an

ills and the

Department for Culture, Media and Sport).

Reducing the under-18 conception rate by

S0
1o ignupqm

cent by 2010, as pare
L&Jhﬂhhp?_i:im

1 broader strategy
wiih the

Department for Education and Skills).

Measure

Monahity in infancy by
social class: the gap in
infant mortaliny
berween “routine and
manual” groups and
the ulation as a
whaole,

Bascline 15 average of
1997, 1998 and 1999,

Life ex

local :upfh?n!:c{ :IIE;
berween the hifth

areas with the “worst
healeh and deprivation
indicators” (&
spearhead group) and
ihe population as a
whnﬁp

Baseline year is ave
of 1995,1996 and
1997.

Smoking: reduction in
numbers of adulr

(26 per cent) and
rourine’manual

(31 per cent) groups
of smokers (2002-03
baselines). Prevalence
from General
Household survey.

Obesity: Prevalence of
obesity as defined by
Mational BMI

reentile classification

r children aged
between rwo and
10 years (inclusive)
measured :h:nlﬁh the
Healdh Sarvey for
England. Baseline
year is weighred
average for three-year
period 2002-2004,
Teenage Conceptions:
The alsFl.n‘l»:l.n:r—‘iE F.
conception rate is the
number of conceptions
to unsder 1 r-olds
per thousand females
aged 15-17. Baseline
year is 1998, ONS
Conceprion Sraristics,

Progress

Infant Mortality — challenging targer, further work required on
delivery chain.

Dara for 200204 (three-year average) show no change in the gap

between the “routine and manual” groups and the population as a
whole, compared with last year, Over the peniod since the arge
baseline, the gap has widened, and the infant mortality rate among
the “routine ins manual” group is now 19 per cene higher than in
the ratal population. This compares with 13 per cent higher in the
bascline peniod of 1997-94, a!llruugh there have been year-on-year

fluctuations in intervening years.

Life expectancy at birth — ch:]lnnging target, but there are carly sypns
of on some key discase areas and in some geographical areas:
[Data bor 2002-2004 (chree-vear average) indicate thay since the targer
baseline, the relative gap in life expectancy berween England and the
spearhead group has increased for borh males and temales, with a
larger increase for females. For males, the relarive gap increased by
one per cent, for females by eight per cen.

Hewever, the mrgets included in the Department’s PSA will
strengthen the levers for progress, especially the new inequaliries
elements of the cancer and heary disease momalicy tangers.

The Deparntment’s Health [nequalities Unit is currently working with
PMDU and HMT on a review of the life expectancy element of the
health inequalities PSA. This will include a detailed mapping of the
||:|:|i.'|4"|‘_'r:|lI chain with the aim nf:imprmiug (12114 aili|i1:r tor achieve this
element of the rarger. The review will result in a more defined and
forward-looking delivery plan for health inequalities, and will
influence our own review of the delivery of the infant moraliny
elerment of the warger. A new Health Inequalivies PSA Board is being
established to drive delivery, using the review's recommendartions as a
platform for action.

Adult Smoking Rates = on course

The percentage of adults smoking has fallen by two per cent since
2001, Whilst 27 per cent of the whole population smoked in 2001,
this figure had fallen to 25 per cent in 2004, Of these, the rouringe
and manual figures were 33 per cent and 31 per cent respectively

These figures are taken from ONS General Household Survey 2004,

Obesity

Progress against the target will be measured through the Health
Survey for England. The bascline cstablished for the three-year
period 2002-04 is 14.9 per cenr,

Teenage Con s — Encouraging reduction but more rapid
decline required in furre years.

The under-18 conceprion t is now a shared PSA rarget berween
the Department of ﬂlt]'l[::ﬁrﬂﬂfﬁ in light of the move of the
Teenage Pregnancy Unir to DFES in June 2003.

Dara for 2004 show a 11.1 per cent reduction in the under-18

€0 ion rate for En arlcr:in:: 1998, Berween 1998 and 2004,
rares declined in all regions and in around 75 per cent of local
authoritics. Every top tier local austhoriny is implementing a 1 0-year
lescal teenage pregnancy strategy, These strategies and annual forward
action plans set out to deliver under-18 conceprion rate reduction
targets of berween 40 per cent and 60 per cent by 2010. To accelerate
progress work is underway to intensify delivery of the strategy 10
vulnerable groups and high rate neighbourheods, and o broaden
delivery ro address the underlying facrors which put young people at
risk of teenage pregnancy.

The fifth full year of im neation of local strategies ended in
March 2006 ﬁ all mm [points set out in thb:?:mgt
Pregnancy Serategy are being implemented.
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Objective Il: Long-Term Conditions.
PSA Target

Target 4:
To improve health ourcomes for people with
long-term conditions by offering a personalised
care plan for \lulnu:hl];rﬂplt mast ar risk; and
1o reduce emergency bed days by five per cent by
2008, through improved care in primary care
and community settings for peaple with
long-term conditions.

Objective Ill: Access to Services.

PSA Target

Target 5:
To ensure that by 2008 no one waits moge than
18 weeks from GP referral 1o hospinal reamment,

Target 6
Increase the participation of problem drug users
in drug treatment programmes by 100 per cent
h}' lﬂﬂﬂ-‘, and increase :,"E.‘IH:II‘I*}"I;':F the
proportion of users successfully sustaining or
completing treatment programmes,

Measure

Reduction in number
of emergency bed days
as measured through
I-Imlpi:al Episnde
Statistics,

Reduction in numbers
of very high intensive

LIsgs nfcm..

Measure

Pro towands the
IE-%MF: will b
mexs walten
rimes for i:}d'.ividu:]g
stages of treatment
{i.e. number of
patienis on NHS
wairing lists) unil the
kaunch of the full GI*
referral vo hospiral

reaimeent measune,

Annual retums from
the Marional Drug
Treatment Monitor
Service (MDTMS),
which provides details
on the number of drug
Misusers entering in,
successhully
completing and
SusANing rearment.

Objective IV: Improving the Patient/User Experience.

PSA Target

Target 7:

Secure sustained annual national improvements
in NHS patient experience by 2008, a5 measured
by inde ently validared surveys, ensuring
that individuals are flly involved in decisions
abour their healtheare, including choice of
provider.
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Measure

The national survey
f mme (under
rh?:lt:min'mmiun of

the Healtheare
Commission ) will
E,:lih:r ruﬁ,lbﬂk 'F|'|;||'|'|.
patients on different
aspects of their
expenience of care in
MHS trusts.

Progress

Reduction in number of emer bed days
Berween 2003-04 and 2004-05, the number of emergency bed days
decreased by 1.80 per cenr, from 32,450,854 to 31,868,191,

Progress

The 18-week delivery programme has developed an inital assessment
thar has identified four key operational challenges that need to be
addressed by the NHS in delivering the I.S-mm%:;ulgt: by end
December 2008. These challenges are:

long waits and clearance rimes;

managing the parients through their entire parient journey;
meeting any potential outpatient and diagnostic activity shonfalls;
and,

ensuring the 18-week and system reform agendas are aligned.

A delivery plan will be published in spring 2006.

Participation in Drug Treatment - we are shead of schedule 1o meet
this target.

The results from the National Drug Treatment Monitoring System
(WITMSE), reveal thar 160,450 people received specialisy, structured
drug rrearment in England during 2004-05, an increase of 27 per cent
on 2003-04 (125,545) and 89 per cent on the 1998-99 baseline

of 85,000,

In addition, over 30,000 more people had either successfully
completed or contineed trearment at the end of March 2005
compared o March 2004,

Progress

SUMVEYS — 0N Course:

Trusts are continuing o gather the views of patients through the

national patient survey p rmime, an extensive patient research
rogramme that covers the NHS in a wide range of care serin

f: i designed not only o provide patient feedback at a national level,

bur also o provide Iocal feedback o be used by individual prusts for

quality improvement. Since the first survey was conducred in

2001-02, around one million patienes have taken part in 13 surveys

across seven different WHS sertings.

Four surveys were conducred in 2004-05. Results for the emergency
care and ourpatient surveys werse published in February 2005, while
resulis for the primary care trust (FCT) and mental health service
surveys were published in September 2005,

Full details and the resules (including results for all participating MHS
organisations and natienally aggregared dara) for all su

conducted to date are available on the Healthcare Commission
wehsine:

h fwww.healthcarecommission.org. ‘Surveys/
P:ﬁ:ﬁwﬂﬁmmﬂmjmll?m



PSA Target
Target 7 (continued):

Target 8:

Improve the quality of life and independence

of vulnerable older

ro live in their own homes where possible by:
increasing the proportion of alder people

being supported to live in their own home
one per cent annually in 2007 and 2008; a

increasing by 2008 the proportien of those
e intensively 1o live ar home 1o
Btfg::rcm: of the toral of those being
supported at home or in residential care.

Measure

Thase being helped
mw live at home are
those thar receive
commsniry-based
services bat are not in
residenial or nursing
care, Only those thar
are care managed by
social services, i.e. are
azsessed by social
services and have a
care plan, will be
included in the ranger.

Those le receiving
more than 10 conract
houers of home care
and six or more visits
week divided
El:: population al'h}r
people supporied by
councils in residential
care and nursing
himaes.

Progress

Suneys - on course (continued):

The Department designed the methodology used to measure
imprevements in the patient experience in collaboration with the
Healthcare Commission. Since the PSA technical note was first
published, the Healtheare Commission have p ed a change 1o
the methodolegy. DH is working with the Healt Commissian
o review the pro change and other aspects of the
methodology, and the new scores will be published after this

work has been completed.

In the lavest patient surveys (2004-05), paticnts are asked: “Owerall,
how would you rave the care you rmci\-zl:i"'

Emu&nqﬂ Outpatients Menral health
) (%)

care [ services (96}
Excellent 34% 37% 25%
Very Good 36% 419% 29%
Ciood 18%: 16% 23%
Fair B 5% 14%
Poor 3% 1% 5%
Very Poor 25% 1% 4%

The 2004-05 PCT survey inclieded a new question asking patients:
“Wias the main reason you went to your GI surgery or health centre
dealt with 1o your satisfaction?™ Around seven in ten (73 per cent)

answered “yes completely”, 24 per cent answered “yes 1o some extent”,
while four per cent answered “no”.

These figures are not dircctly comparable with those from previous
SUrVEys.

Older People Supported Intensively to live at Home — on course:
We are assessing performance on this first element of P5A 8 from
2005-06 and 20 dana for the first xsessed vear will not be available
until the aumumn of 2006.

To recognise the crucial Velunrary and Community Sector (VCS)
contribution to non-intensive home care, we are also working with
the Health and Social Care Information Centre ro pilor a new
collection o assess the VICS conriburion to communicy based
Services.

Older People Supported Intensively to live at Home = on course:

The number of alder people supparted intensively to live at home in
2004-05 increased 1o 32 per cent of the roral supported by councils in
residential care and in their own homes, Our interim target for this
part of the PSA (to reach 30 per cent of the toral by 200 } was
met two years early when 2003-04 performance was 30.1 per cent.

A small proportion of councils are performing below expectation and
s0 we are working with the Care Service Improvernent Parmnership
{CSIP) to consider specific interventions thar we hope will improve
those councils’ ahility to improve their performance.
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DH SR 2004 STANDARDS

2.14 The following standards were adopred by the Department at SR 2004. Previously they were pare of the PSA rarger agreed with
HM Treasury ar SR 2002.

Standard

Standard 1:

Reduce 1o four howrs the maximum wait in
AXE from arrival to admission, transfer or
discharge; and reduce the proporion waiting

over ane hour,

Standard 2:

Cruaranteed access to a primary care professional

within 24 hours and 1o a primary care doctor

within 48 hoaars,

standard 3.
Ensure tha

of the patient, makin
their GPs to choose ©

by the end of 2005 every hospiral
appointment will be booked for the convenience
ﬁ it casier for patients and

¢ hospiral and consultant

that best meets their needs.

20

Measure

Waiting time for
patients in ASE
departments, Walk-in
Centres and Minor
Injury Unirs.

PPCT performance is
mieasured through the
Prinary Care Access
Survey (PCAS) and is
reflected in the PCT
performance ratings.
PCAS requires MC T
tor comveacy all uflhc"!_jr
ractices on a specific
5:1}' 0 mu:-nimrp:.:lct
national access mrget.

The Diepartmients
miomchly cenrral dara
collection measures the
percentage of panenis
given the oppormnity
1o cheose most
convenient date from

a range of dares,

Progress

AKE Waits = on cowrse;
During July to September 2005, 99 per cent of all artenders were
admiteed, transferred or discharged within four hours of arrival,

Primary Care Access — on course:
The results of the March 2006 survey showed thar nagonally:

95.94 per cent of patients were able o be offered a GF consulrarion
within two working days; and,

99,54 per cent ufﬁrmmts were able to be offered 2 pnimary care
profesiional consultation within one working day.
The Department s now:

Broadening the scope of the 24748hr acoess rarget 1o include advanee
booking, :E: eppormunity for patients v sec their prefersed GF and
responsive telephone access; and,

Improving the reportin m. Srengthened checks will include
|ig|5|u n:Enimri s [Fi?i?:hmugh vE:l}"?n; monthly survey dates, a
sample check of dara and introducing a new patient survey a
practice level.

Booking - early stages of deliveny:
Figures for January 2006 M:m:r there has been a percentage poinr
ingrease of 1.4 per ceni in the number of day cases booked over the
st year.

January 2004 = B4.6 per cent

Jaruary 2005 - 98.2 per cent

Janueary 2006 = 99.6 per cent

The number of in-patients’ appointments booked (day cases and
ordinary admissions) has inc by a percentage point change of
5.4 per cent over the past year,

January 2004 — 75,1 per cent

January 2005 — 94.1 per cent

January 2006 — 995 per cent

Outpatient huul:ing,}h:.: increased over the past year by a percentage
poine change of 16.3 per cenr.

January 2004 — 52.7 per cent

January 2005 — 82.5 per cent

January 2006 — 98.8 per cent

Eleetranic booking

The Choose and Book systern will enable patients to choose cheir
htll;lli[‘.'l[ and book their appointments electronically either from the
GPs

surgery or kater from home or work by contacting a call centre
Book Appointments Line CABAL). They will also be

able to make or change appointments by e-mail and evenmally via
digital relevision.
Cholce — on course
Since | January 2006, eligible parients needing planned hospital care
are heing offered a choice of ar least four providers where this is
clinically appropriate ar the poing of GP referral w0 consultant-led
first ourparient appoinmments.
The implementation of choice ar referral follows the earlier
intreduction of choice in stages for patients needing elective care:
Since August 2004, patients who would otherwise wait longer than
six months for clective surgery have been offered the choice of having
Faster treatment ax an altemative provider;
Since Apail 2004, 76,327 patients have sccepeed such an offer of choice;
Since January 2005, catarace parients lave been offered the chaice of
twa or more providers at the point of referral; and,
From April 2005, patients needing cirdiac su have been given the
choice of two or more providers ax the point of referral by the cardiologis.



Standard 4:
| lifc purcomes of adules and children
problems through

mental health
IMPIOVEMENTS N ACCESE D Crists local dclmnr
and CJ'LE'IﬂJ ild and adolescent mental FeELens,
health services)
!

For crisis services there
are twa main forms of

MCASLNCmEni:
Mumber of patients
who are subject to at
lease one consuleant
episode (acure home
based) per annum is
mecasured.

MNumber of Crisis
Rﬂiﬂyliﬂn (CAmE
st

TARGETS FROM
CROSS-DEPARTMENTAL REVIEWS

2.15 Cross-departmental reviews play a key role in developing
public service agreement (PSA) targets and encouraging effective
working across Government on key issues like health inequalities.
They can also inform spending reviews — SR 2002 involved seven
cross-departmental reviews, including a review on health
inequalities while SR 2004 strengthened public health PSA
targets and underpinned Choosing Health ™.

Health Inequalities

2.16 The Health (HILY the
l_)cpar:mr:m's. work on health incqna]il!ii:s. It is mspu:nsih!:: for

Inequalities Unir leads
driving delivery of the national health inequalities strategy, set our
in the Pn:lgmmm: ﬁr.r' Action ¥, and I'I'I.{.'L'I:i.llg the PSA health
inequalities target for reducing the gap in life expectancy and infant
mortality. Health inequalitics have a higher profile because of
5B 2004 which:

® rerained the overall health inequalities rarget = by 2010 to reduce
by 10 per cent health inequalities as measured by infant
mortality and life expectancy:

® introduced new targets to reduce the inequalities gap berween
the fifth of areas with the worst health and deprivation
indicarors and the population as a whole by at least 40 per cent
for cardiovascular disease and by at least six per cent for cancer:

.I’i.nnua] mapping of
msl warterly

Access to CAMHS - continuing

Progress is measured by the avai %J:m 1o three particular
elements of CAMHS set out below, ures show the percentage
of PCT areas where the services are available as ar Q3 2005-06:

2417 emerpency service: 82.5 per cont;

CAMHS service for those with leamning disability: 50.5 per cent; and,
Service for 16/17s: 74.3 per cent.

Access to orisis services - key delivery point:

The key enabler for improving access 1o erisis services is the
l'rngl:mnm:'un of sufficicnt numbers of Crisis Resolution Teams

and their achieving the full caseload.

The number of Crisis Resolution Teams now in place:
Seprember 2002 =62

March 2003 - oz

Seprember 2003 - 137

March 2004 - 179

Seprember 2004 - 212

March 2005 - 543

Number of people receiving crisis resolution services:
2002-03 (Q4)  — 28,500

200304 (CH) - 45,800

2004-05(Q2) - GH.B00

2005-06 (Q2) - 48,8007

et abefismtional nanoy sme dita b beem oicimaned,

® added the target to reduce adult smoking prevalence in routine
and manual groups to 26 per cent or less by 2010 o the PSA
portfolio;

® added a new target to halt the year-on-year rise in obesity among
children under 11 by 2000, jointly with the Department foor
Education and Skills (DfES) and the Department for Culture,
Media and Sporr (DCMS); and,

® retained the target to reduce the under-18 conception rate by

50 per cent by 2010, jointly with DFES.

2.17 The establishment of a spearhead group of 70 local
authority areas with the worst health and deprivation indicarors
(covering 28 per cent of the population) has been a key
development ansing from the decision to add a health inequalities
dimension ro the cancer and heart disease rargets. These targets
focused on narrowing the gap between the population as a whole
and the “fifth of areas with the worst health and rlcpriv.uinn
indicarors” and made a good fit with the life expectancy element
of the health inequalines targer which is also area based. A meeting
of the spearhead group was held in March 2005 with over 200
representatives from the NHS, local authority and other interests.
Prospects for the delivery of the targer will be significandy
enhanced by the Department’s decision in January 2006 to make
health inequalities one of the top six NHS priorities (this is set out
in more detail in chapter 5).
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2.18 A report on the national health inequalities stravegy was
published in August 2005, A Status Report on the Programme for
Action ¥, This document reported developments against life
expectancy and infant mortality daea, the 12 cros-government
headline indicators, and departmental commirments o the
national strategy. It showed thar while the health gap on life
expectancy and infant mortality continues to widen in line with
the trend, there are signs of a narrowing of the gap in some of the
main determinants of health. These areas included deaths from
heart disease and stroke, 2 major reduction in the number of
children in poverty and a narrowing of the gap in terms of housing.
Almost all commitments for 2004 made by Government

departments in the Programme for Action were achieved.

Cross-Government Headline Indicators on Health
Inequalities

1. The big killers — there have been significant improvements in
death rates from cancer and heare disease since 199597 '[inl:luding
in disadvantaged areas); there have been some signs of a narrowing
aof the gap in cancer death rates, and a 22 per cent narrowing of
the gap in heart disease death ranes in e term.

Tee pregnancy — there has been a 9.8 per cent drop in the
rate of under-18 conceprions bcmecnl'}gﬁgcr:d 2[]03.?:1: nice
significant nammowing of the gaps findings from a national
evaluation of the Teenage Pregnancy Smnr?;indi:a'm thar over a
longer peried, reenage ¢ tiom rates in the maost deprived
top-tier local authorties fell faster than in other areas.

3. Road accidents - there has been a significant reducrion in the rare
of road accident casualties for children since 199%, but no
signihcant narrowing of the gap in such casualiies,

4. Primary care services = there has been an improvement in the
number of GIP's gince 2002 (incdluding in d.iz.qunt: areas), but

no significant narmowing of the gap in the number of GPs

5.. Flu vaccinations — there has been an imy ment in the
rcm'nl:lgt of uptake of flu vaccinations since 2002, accompanied
wy a slight narmowing of the gap in the upmake of these veccinations.

. Smoking - there has been a reduction in smoking prevalence
among all adules since 1998 (including a slight reducrion in
manual groups). bur no significant narrowing of the gap in
smoking prevalence between manual groups and other groups:
there 1% a strong social gradient in smola.inﬁ prevalence amon

nr women (smoking in ancy dara are only available for
El:ﬁ:lim year 2000}, R 4

7. Educational attainment — there has been a significant
improvement in the proportion of those aged 16 whao ger
5 GOSEs grade A"-C since 2002 (including for the most
disadvantaged groups), and some signs of a narrewing of the ga
berween pupils eligible for free school meals (FSM) and all pupjfl‘x.

8. Fruit and vegetable consumption - since 2001 there has been no
improvement in fruit and vegetable consumption for the most
disadvantaged groups and no significant narrowing of the gap.

9. Housing — there has been 1 significant reduction in the
propartion of households living in non-decent housing since

1996, wich i:}liisﬂnt nammowing of the gap between vulnerable
heuseholds and all households sverall in Lte TErmms.

10. PE and school sport — ncarly two-thirds of pupils in school sport
parmerships spend ar lease two hours 2 week an high qualiy E‘
and school sport bue with lower participation rates in schools with
a high proportion of FSM pupils (data are only available for the
larest year).

11. Poor children ~ there has been a significant reduction in the
proportion of children living in low income houscholds since
|9‘£:rlﬂ“) o all measures,

12. Homeless families - since March 2002 there has been a
significant reduction in the number of homeless farnilies in bed
and breakfast accommodation; there has been a significant increase
in the number of families living in temporary accommedation,

(5]
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Action Against lllegal Drugs
2.19 This programme seeks 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 strategy, a target has been

SCT o

® increase the participation of problem drug users in drug
trearment programmes by 55 per cent by 2004 and by 100 per
cent by 2008 and increase year-on-year the proportion of users

successfully sustaining or completing treatment programmes.

2.20 The resules from the Nadonal Drug Trearment Monitoring
System (NDTMS) reveal that 160,450 peaple received specialist,
structured drug treatment in England during 2004-05, an
increase of 27 per cent on 2003-04 (125,545) and 89 per cent on
the 1998-99 baseline of 85,000. This is well ahead of the
schedule to double the numbers in treatment by 2008,

2.21 In March 2005, 75 per cent of all clients in treatment either
successfully completed or retained in treatment, compared to
72 per cent in March 2004, This meets the PSA targer of
increasing the proportion of drug misusers either retained or

successfully completing treatment.

2.22 Average waiting times for drug treatment have fallen from
9.1 weeks in December 2001 to 2.4 weeks in December 2005,

CROSS5-GOVERNMENT INITIATIVES

Sure Start

2.23 Sure Start programmes, including a wide range of universal
and rargeted initiatives, aim to improve the health, well-being, and
development of young children and families, particularly those in
the most disadvantaged areas. They also help st:r::ngtl'u:n families
and reduce child poverry, and contribure to building and

sustaining strong local communities.

2.24 The Sure Start "Extended Schools and Families’ group of the
Children, Young People and Families Directorate of DIES,
reports jointly on Sure Start to DFES and DWE It has
governmental responsibility for disadvantaged area programmes
for young children, including childrens centres, carly 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
'Jd"f'llcﬂ :ll'ld EHPPDFI:.

2.25 The Government has invested well over £17 billion on early
vears and childcare services since 1997 (including under-fives sub
block funding to local authorities to support free early education
for three and four-year-olds) as part of an unprecedented

expansion of provision for young children and families.



2.26 The Ten Year Childeare Strategy™™, published in
December 2004, set out ambitious plans to create a sustainable
framework for high quality services for children and families.
Key commitments were the delivery of universal affordable
childcare for 3 to 14-year-olds and a Sure Start children’s centre
for every community, s early years and childcare services
become a permanent, mainstream parr of the welfare stare.

2.27 The Childeare Bill*" was published on 8 November 2005
to take forward, and give statutory force w, key commitments in
the ten-year strategy. The Bill provides for:

#® a new duty on local authorities to improve the ourcomes of all
children under five, and close the gaps between groups with the
poorest outcomes and the rest, by ensuring carly years services
are integrated and accessible;

® 3 new duty on local authorities to secure sufficient childeare 1o
ensure it meets the needs of their local communities, in
particular those on low incomes and with disabled children;

® an extended dury on local authorities 1o ensure people
have access to the full range of information they may need as a
parent; and,

® 3 reformed and simplified regulatory framework for early years
and childcare including the introduction of the carly years
foundation stage to support the delivery of quality integrated

education and care for children from birth to age five - to reduce
bureaucracy and raise quality.

2.28 All three and four-year-olds are now guaranteed a free, part-
time (124 hours per week), 33 wecks a year, early educarion place.
From 2006, all three and four-year-olds will receive their free early
education over 38 weeks of the year. From 2007, three and four-
year-olds will begin to receive an enhanced entitlement of 15 hours
per week, with all of them receiving it by 2010. Our longer-term
goal is an extension of the entitlement to 20 hours a week. Parents
will also have Hexibility to use the free entitlement across a
minimum of three days. In addition, we will pilor an extension of
free, part-time early education to 12,000 two-year-olds in
dis:ldvanl:a.g:d ATELs h}r 20008,

2.29 The expansion of childcare provision continues, and ar
September 2005, more than 1.2 million new childeare places
had been created since 1997. Taking into account wirnover, over
582,000 new Ofsted (Office for Standards in Education)
registered childcare places have been created since 1997.

2.30 For some time we have been encouraging the delivery of
childcare alongside early education and other health and family
services, as research has shown that this approach delivers the best
outcomes for children, especially those in the most disadvantaged
areas. Sure Start children’s centres are building on earlier
initiatives, including Sure Start local programmes, to spread this
approach ro all communiries.

2.31 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 premiscs, or in other integrated centres, as we

ensure childcare becomes part, increasingly, of a web of good
qualiry, personalised, early years services for the individual child
and their family.

2.32 524 Sure Start local programmes have been established,
offering carly learning, health and parenting support to 400,000
young children and families |i1.'in[; mn dimdvnnmgﬂi arcas,
including a third of under-fours l'n'ing in poverty. Each local
programme is specially designed to meet local needs, including
enhanced health services, All local programmies are expected to
become children’s centres.

2.33 2,500 children’s centres will be established by 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, so every family has
CASY ACCESE 10 high quulil}' intcgratcd services in their com municy

and the benefits of Sure Start can be felr natonwide,

2.34 470 cenires had been designared by January 2006, We expect
the number o exceed 800 I.W the end of March 20006, and reach
1,000 by December 2006.

2.35 Child and family health services are a key part of the core
offer for children’s centres, as they are rolled our across the whole
country by 2010. Health will remain a priority for local
authorities in all areas of the country when developing their
children’s centre services, whatever the levels of disadvantage
or affluence there. All children’s centres should offer anre- and
post-natal care to mothers in their areas as a vital pare of the core
affer of health services.

2.36 Families with children from three up o 14, who need it, will
have access to affordable, flexible and high quality childcare thar
meets their circumstances from 8am to 6pm and throughour the
]r'i:'ﬂ_r. 1":.;'rl: want [ I}Ulld [I'Iﬂ[ ﬂﬂ"fr i'll'ﬂlll!d. S-CI'“J{:IIE a5 I.'l‘\.]]'t UFII l:lngt.'
of extended services that they will host o reflect and strengthen
their central position in the local community. We want all schools
to become extended schools by 2010, providing a core offer of
activities, with at least half of primary schools and a third of
secondary schools doing so by 2008,

2.37 More information can be found ar:

hueps/fwww.surestart.gov.uk

Every Child Matters: Change for Children

238 Every Child Mawters: Change for Children™® sets out the
Government's strategy for children and young people. The 2004
Chiledren Act™* gave statutory force to the five key outcomes included
in the Every Child Matters Green Paper. These outcomes are:

® b healthy:

® stay safe;

® enjoy and achieve;

® make a positive contribution; and,
® achicve cconomic well-being,

2.39 Further details can be found in chapter 5.
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Services — progress

National Service Framework (NSF) for
Children, Young People and Maternity
Services

2.40 Work has continued to promote the Children’s N5EF which
was jointly published by the Department of Health and the
Department for Education and Skills in ."i-::[.u:cmhcr 2004, with a
delivery plan, Swupporting Local Delivery™™, published in
December 2004, (See c!'l.apn:r 5 for derails of progress to dare.)

Social Exclusion and Neighbourhood Renewal
2.41 The Department continues to work closely with the Social

Exelusion Unit on a range of issues including projects addressing
the complex and multi-dimensional causes and consequences

of exclusion.

2.42 The Department continues to meet its NAS Plon®
commitment by supporting the Neighbourhood Renewal Unit
to implement the Government’s national strategy for

m'ighlmu l'l'll!:lliild 1= I'IEWiII.

2.43 The neighbourhood renewal strategy aims to ensure thar
within 10-20 years no one is seriously disadvantaged by where they
live. The focus of a wide range of the Department’s activiry is
improving health services and tackling poor health and health
inequalities in deprived neighbourhoods.

2.44 The Department and the Neighbourhood Renewal Unit
published in March 2005 revised guidance on health and
neighbourhood renewal Creating Healthier Communities: A
Resource Pack for Local Parenevships™'®, which is designed 1o
support local activity. The Department is supporting the
development of small area health and social care data ro improve
knowledge and understanding at the local level.

2.45 The Department is also working with other departments 1o
develop local strategic partnerships. It helped o prepare the
consultation paper Local Strategic Partmerships: Shaping their
Furure™ ' published in December 2005, These partnerships are key
to neighbourhood renewal, and 1o implementation of the
Choosing Health White Paper and the development of Local Area
Agreements (LAAs]).

2.46 The Department is working centrally and regionally to
support the development of LAAs across England from 2007,
These provide an opportunity to bring the health of the public o
the forefront of community planning and through the focus on
healthier communities and older people, an opportunity to
improve health and well-being. 21 pilot area LAAs were agreed for
implementation from April 2005, and a further 66 are being
prepared in phase two to be implemented from 2006.

Sustainable Development

2.47 The Department, in response to the UK Government's
sustainable development straregy, has produced a Sustainable
Develapment (SD) Action Plan™'" approved by the Department’s
Sustainable Development Minister and Permanent Secretary in
March 2006 and which will be signed off by the Departmental
Management Board and published in early 2006. The action plan
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commits the Department to consider the five key 5D guiding
principles in both its operational performance (as set out in
chapter 8) as well as within policy development. In addition, DH
recognises that a more cross-departmental integrared approach is
needed in some areas, such as ‘rravel and ransport’, ‘procurement’,
and ‘social issues’, and the action plan will help clarify the actions
required and help monitor progress in these areas. DH is a member
of the interdepartmental SD programme board that monitors
implementation of the UK Government’s 5D strategy.

2.48 Health, wealth and the environment in which people live are
inexericably linked - something acknowledged in the Choosing
Healtl White Paper. This explicitly acknowledges the importance
of links berween environment and health and confirms
commitment 1o the "Cleaner, Safer, Greener communities
programme. It acknowledges the role of the NHS in corporate
social responsibility and renews commitment through the
sustainable development ‘Healthy Futures” programme. It also
recognises the links berween health and the economy. All these
actions are central to the core strands of action necessary o achieve
sustainable development. The Sustainable Development
Commission (commissioned by the Deparmment) developed a self-
assessment model for the NHS 1o assess their progress towards
becoming a good corporate citizen. The web-based interactive
model, launched in February 2006, enables NHS organisarions to
self-assess, receive a score and advice on their progress. The model
looks at transport, procurement, facilities management,
employment and skills, community engagement and new buildings.

2.49 In recognition that the environment in which people live
and work has a key influence on health, the Department’s
Estate and Facilies Division provides advice and guidanee to
promaote the sustainable development agenda across the NHS in
England such that environmental considerations should be
properly taken into account in the activities and services of the
NHS. In 2002, work commenced with the issue of the
environmental pack — the New Environmental Serategy for the NHS
in England™"; guidance document Sustasnable Development for
the NHS in England'*'%; and a software tool, the ‘NHS
Environmental Asscssment” ool (based on BREEAM). Since then
the programme has continued with further more specific guidance
on Energy/Carbon Management®'" and Wiste Managemene '™
issued in 2004; and continues with the recent publication of a joint
Deparmmental/Carbon Trust UK-wide document Encode —
Making Energy Work in Healthcare™™. This process is continuing
with a Transpert and Car Park Managemens™™ and a UK-wide
joint agencies document Safe Management of Healtheare Wiaste ™,
In line with the Department’s overarching sustainable development
action plan, activity will continue with a clear focus on sustainable
construction given the procurement opportunities available
through such a significant build programme underway within the
NHS ar this time.



2.50 Sustainable procurement continues to be scen as a way o
implement sustainable development. The Department is
r:,'pn.-sc:ntﬂd on the Sustainable Procurement Task Foree, which has
the goal of developing an action plan to make the UK amongst the
EU leaders in sustainable procurement by 2009. The NHS
Purchasing and Supply Agency (PASA), an executive agency of the
[DH, continues to work in this area. It was highlightr:d in the
Marional Audit Office’s 2005 study on sustainable procurement
across government that NHS PASA is one of the forerunners in
sustainable procurement. In 2005, NHS PASA published its
second sustainabilicy report, Towards Sustainability — Facing the
Fuenre 2004-05"9, This year's report builds on the information
provided last year, as well as the three environmental repors before
this. Fn:fﬂg the Furere contains informanon on NHS PASAS
environmental, social and economic impacts and comments on
many of the issues most important 1o their stakeholders, including
innovarion, healthcare associared infections, collaborative

procurement hubs and sustainable procurement.

2.51 Caroline Flint MP is the Department’s Sustainable
Dr.“lm]npmcm Minister; a member of the Ministerial Commattee
on Energy and the Environment Sub-Commitee on Sustainable
Development [EE(SD)], and of the Government’s Sustainable
Dievelopment Task Force established 1o ensure an effective follow
up of the UK’s World Summit on Sustainable Development
(WSS commitments.

2,52 The Department’s sustainable development lead policy
official is Dr Gina Radford.

MODERNISING GOVERNMENT
ACTION PLANS

Business Improvement

2.53 Improving policy-making is a key part of the Diepartment’s
commitment to continuous business improvement. The
Departmental board made a commitment in 2005 to focus on six
areas of business improvement, namely:

® 3 common policy initation process;

® stronger leadership to the social care and health systems;

® 3 better service to Ministers and the public;

® being a good organisation to do business with;

® being a good place to work; and,

® managing performance to ensure improvement.

2.54 DH staff were consulted through a series of listening events
in Aurumn 2005 on what actions in each of these areas would best
drive improvements in the way the Department works. An action
plan to deliver improvements has been developed and we will
shortly meve into the implementation phase. The Department will
measure the success of business improvement through stakeholder
and staff surveys and service delivery targets.

2.55 The policy hub is responsible for berrer policy-making and
better regulation,

Better Regulation and Regulatory Impact
Assessments (RIAs)

256 There is a SUTONgE Commitment thmughnm the Department
lincluding its agencies) to regulation, which is:

* [CCCERANY;

®* fair;

® simple to understand; and,

® commands public confidence.

2.57 The berter regularion agenda is supported by a Department
appointed board-level “Better Regulation Champion® and three
officials in the Department’s Regulatory Impace Unic (RIU).

Legislation

2.58 The Department introduced two Bills (the Healel Belf=
and the NS Redress Bill **9) in 2005. Work is continuing on the
reform of mental health legislation. We made 106 Regulations
{inch.u;ling Orders that are not laid before Parliament) during the
period April 2005 o March 2006, Only 20 imposed costs on
business, charities or voluntary bodies and one resulted in cost
savings. We also continued 1o make good progress with our
consolidation of NHS legislation made since 1977, This work
should be concluded in 2006.

Regulatory Impact Assessments (RIAs)

2.59 We puh]ishr,'r_! 33 RIAs on our Department of Health
website (www.dh.gov.uk/PublicationsAndStatistics/Legislation/
RegulatorylmpactAssessment/fs/en) in addition, 20 full RIAs
which accompanied regularions were p|:1|:u:d in the libraries of both
the Houses of Parliament. Our compliance with the RIA process
was 100 per cent during this period. No legislation introduced by
this Deparement included a sunset clause (sun-serting allows a law
to be removed automatically after a fixed period unless action is
taken o keep it in place).

The Regulation Reform Action Plan (RRAP)

2.60 The Department made good progress with 48 reform
measures in the Government’s regulatory reform acrion plan
(RRAP). Of the 48 reform mcasures proposed o date, 27 have
been completed, three are new, 11 are on track, and completion
timetables have been delayed on seven. The RRAP can be
accessed on the following websire:
www.cabinetoffice.gov.uk/regulation/regulatory _reform/act/
action_plan.asp

Better Regulation Task Force (BRTF)

2.61 The BRTF report Regulation = Less is More ™™, published
March 2005 set out two main recommendations:

® encourage the Government to take a systemaric approach o
reducing administrative burdens; and,

# reduce overall regulatory burdens by achieving a better balance
berween the introduction of new regulation and simplification
of existing regulation.
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Administrative Burdens Reduction Project

2.62 The Diepartment is wnrking with the Cabinet Office and
Whitchall departments o measure the administrative cost to the
private sector of compliance with regulation. The Department has
identified over 90 regulations and codes of practice in force in May
2005 (the cut off date for the project), which impose an
administrative burden on business, charities or the voluntary sector,
The project has interviewed many hundreds of businesses for
information on the time and resource needed 1o comply with
particular regulations. Fieldwork finished on 7 February, and the
resules of the exercise will inform Government-wide wargets for
adminiserative burdens reduction, to be announced in the Hud.gl:l
sratement. A munimring group, L1rgc|y made up of n:pn:scnmriuc:.
from the private sector, including a number of trade associations,
ensures the project focuses on the right things. It is chaired by the
Department’s ‘Better Regulation’ board level champion.

Simplification of Existing Regulation

2.63 We have wdennfied a number of si.mpliﬁmtinn MEASUTES,
which will help reduce regulatory burdens on the public and
private sector. Our simplification plan is now available on the
Department’s websire:
www.dh.gov.uk/Consultations/LiveConsultations/fs/en

We have invited both the public and private sector to comment
and submit further ideas for simplification. The DH plan
includes, for example:

® the reconfiguration of DH's arm’s length bodies;

® the wider review of health and social care regulations aiming to
balance patient safery with reducing administrative burdens;

& work on consolidating our NHS law, which will amalgamare all
Acts of Parliament regarding the NHS into a single Act, making
MHS law more readily accessible for lawmakers, as well as the
private and public sector;

® initiatives being introduced to streamline dara gathering and
dissemination and reduce bureaucracy on the MHS; and,

® the Berter Regulation of OTC Medicines Initiative (BROMI)
group which has been ser up o determine what measures need
to be in place to enable better operation and delivery of ‘over the
counter' (OTC) medicines regulation.

2.64 We have also set up an e-mail address
Simplification@dh. gsi.gov.uk 1o receive simplification proposals
from the private and public sector. We have made a commirment
to respond 1o any ideas within 90 working days with an action
plan for implementation or reasons why the simplification
proposal is not being pursued.

Regulatory Reform Orders (RROs)

2.65 We are taking forward one of our regulatory changes — the
removal of the cancer cures consent regime — as part of an umbrella
order under the Regulatory Reform Ace 2001%*. This is being
coordinated by the Office of the Deputy Prime Minister, addressing
several local authority consent requirements. The order proposes o
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remove the requirement for a local authority o obeain the Anorney
General’s consent to initiate a prosecution under the Cancer Ace
1939 for publishing certain advertisements concerning cancer
treatment. The RRO is scheduled to come into effect later in 2006,

Public Consultations

2.66 The Department undertook 43 consultations since
1 April 2005, 35 (81 per cent) met the 12- week minimum period.
This marked improvement has been the resule of our efforts o
promore active engagement in consultations, being inclusive, and
adopring innovative methods for example the Department’s:

® Independence, Well-being and Choice: Our Vision for the Furure
of Adslt Social Care in England™™ consultation set out the
Government’s proposals for the Future direction of social care for
all adules of all ages in England. The four month consultation
resulred in an estimated 100,000 individuals providing input
including those people who are rraditionally considered “hard

to reach’s and,

® Your Health, Your Care, Your Say was one of the largest
deliberarive consultations ever to take place in the country.
People were asked to debate what we should do in the future 1o
support their health and well-being. 33,166 people complered
on-line and paper based uEsTIONNAIres; B, 460 pmpl-r took part
in locally organised events; 254 people randomly selecred from
electoral registers ook part in four regional events organised and
facilitated by Opinion Leader Research. Nearly 1,000 people
(randomly selected from electoral registers around the country)
ok part in a ‘National Citizens' summit in Birmingham on
29 Ocrober 2005. In addition, written responses to the
consultation were received from a wide range of stakeholders.

Avoiding Regulatory Creep

2.67 The Department began implementing a review of its arms
length bodies (ALBs) with a view to a 50 per cent reduction.
During 2005, the D:pa:rtmcnt conginued o premote the
requirement for ALBs to produce RIAs.

Welsh Language Scheme
2.68 The Department is currently drafting a “Welsh Language

Scheme’, which sets out our commitment to adhering to the
provisions of the Welh Language Ace 1993, This includes a
commirment o producing public decuments in Welsh when
appropriate. The Weldb .Lrl.!.rgr.l:agr Aer npp]ics ACTOsS gOVErnment,
and aims, as far as possible, to ensure thar in the provision of
services (o Wales, the English and Welsh languages are treated on
a basis of equality.

2,69 Where they don't already have one, the Department's
arm’s length bodies will be made aware of the “Welsh Language

Scheme’, and invired either o sign up o its commitments, or
adhere to a scheme of their own.

2.70 All officials should consider if their policy area affects the
population in Wales, and where appropriate, public documents
should be produced in both English and Welsh language versions.



2.71 The use of Welsh language marerials will be monitored o
ensure it meets the commitments of the Welsh Language Aer, and
will be reported on in the DH annual report.

Rural Proofing

2,72 The Depariment 'lesl.living to become much more strategic,
devolving real power and responsibility to the front line. Although
the Department sets the national policy framework, it is for
strategic health authorities to performance manage primary care
trusts in dealing with rural issues across the work of the NHS.

2.73 Rural proofing of policies across much of the Department’s
business, especially at the level of development and evaluation of
policies nationally, continued throughour 2005-06. The
Deepartment made advice available to all staff through the
business planning guidance set out on the Department’s Intranet.
The Department also had regular meetings with the Department
for the Environment Food and Rural Affairs (Defra), other relevant
Departments and the Countryside Agency to develop the rural
agenda and help ensure it is taken forward.

2.74 To further support this agenda, we funded the Institute of
Rural Health for the production of a rural proofing toolkir. This
was launched ar the House of Commons in Ocrober 2005, and
now acts as a resource for primary care organisations to help ensure
thar all healthcare delivery is accessible and appropriate for people
living in rural areas.
www.ruralhealthgoodpractice.org.ul/index. phpZpage_name=
toolkit._menu

2.75 Relevant rural proofing activities in 2005-06 included:

® the introduction of a series of reforms to the rules governing
NHS pharmaceutical services, known as “control of entry”.
Included were measures developed by the Pharmaceutical
Services Negotiating Committee, the General Practitioners’
Committes of the British Medical Association and the
Dispensing Doctors’ Association to regularise the position on
MNHS l:liispcn.sing in rural areas. The reforms, designed ro open
up the pharmacy marker and encourage innovation and
excellence in service provision, also ensured that services o
patients in rural areas did not suffer. We shall be reviewing

progress in 2006;
® policy on the reform of the welfare food scheme was developed

in discussion with beneficiaries and suppliers to ensure that those
in rural areas are not disadvaneaged; and,

® the publication of our new White Paper O Healeh, Our Care,
Oser Say ™™ highlights policies aimed ar providing care closer 1o
the home. Proposals for social care and integration, initiatives
to support carers (such as a dedicated relephone helpline), and
a set of community hospitals will be particularly beneficial to
rural populations.

2.76 The promotion of the use of Defras urban/rural classification
for all health statistics in the Department. The Office for
Mational Staistic’s Neighbourhood Seatistics website data will have
information on health at different geographic levels, for example

on hospital admissions and discharges, smoking cessation, and
episodes relating to people with mental health conditions.

Equality and Human Rights

2.77 To strengthen the Department’s capability in achieving real
change, both in the NHS and the Department itself, the first
National Director of Equality and Human Rights, Surinder
Sharma, was appointed in October 2004. The equality and human
rights agenda is being taken forward by the Equality and Human
Rights Group (EHRG) and the following illustrates some of its
work programme.

Race Relations (Amendment) Act 2000 -
Ensuring the Department Meets its
Responsibilities.

Background

2.78 The Race Relations (Amendment) Ace 2000 (RRIAJA) =0
placed key public bodies, including all Government departments,
under a statutory general duty o promote race equality. This dury
means that listed public authorities must have due regard ro the

need to:
# eliminare unlawful discriminarion;

® promote equality of opportuniry; and,

® promote good relations between people of different racial
Eroups.

2.79 The duty to promote race equality covers all aspects of an

organisation’s activities — policy and service delivery, as well as

employment pracrices.

Race Equality Scheme

2.80 The D:pnnmc:nt‘s Race f:'q'n.raﬂ.g.l Scheme (RES)*#, a
requirement of the specific duties of the RR{A)A, was published
in May 2005, This included an action plan and a commitment to
include in the Departmental Report a summary report on
progress on the scheme’s implementation. Progress on the

implementation of the Department’s scheme is outlined below.

NHS Compliance Race Relations Legislation

2.81 The Department continues to support strategic health
authorities (SHAs) and their local NHS organisations in
promoting the equality and human rights agenda across the NHS.
In 2005, the EHRG, with the help of three MHS secondees,
provided assistance and advice to NHS colleagues on various
equality issues. The Department also organised three productive
national learning events where NHS colleagues had the chance to
discuss and consult on equaliry issues. More events are scheduled
to take place this year focusing on tackling the wider equalities
agenda with the possibility of developing specific guidance for the
NHS on producing single equality schemes,
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2.82 In Seprember 2005, SHAs were asked to use their role in
driving the promotion of race equality across the NHS w
provide a progress report on how they and their local NHS
organisations were making demonstrable progress in reviewing
their RESs, The responses received were very encouraging.
An analysis will be made available on the EHRG web pages.

Raising Awareness of the Contribution of
Black and Minority Ethnic (BME) and Other
Minority Groups to the Health Sector

283 The Leadership and Race Equality Action Plan™" (LREAP),
launched by Sir Migel Crisp in February 2004, challenges all NHS
leaders 1o address race equality and the needs of minority ethnic
communities in a systematic and professional way. LREADP
2006-2009 is currently being updared and, subject to Ministerial
approval, will be published in spring 2006. Building on progress made
by the NHS on the onginal LREAD it aims to help chief executives
and boards improve health outcomes for black and minority
ethnic parients and communiries, and 1o help ensure thar the NHS

recruits, develops and retaing the best ralent from all communities.

2.84 An Independent Panel (chaired by Trevor Phillips, Chair of
the CRE) was set up to help keep the LREAP under review,
;mwir]r_' advice and cha”cngt: progress on the pi:n. The Panel
provides constructive and ereative external seruting and supports
NHS leaders in promoting race equality in all functions. The
Independent Panel now has an advisory role in the new EHRG

EOVEIMANCe Structure.

2.85 The Department celebrated Black History Month in
Ocrober 2005 to recognise the contributions made by black and
minority ethnic people, not only to the health secror, bur to all
ficlds of Bricish life. The event linked to our offices in Skipton
House and Quarry House and was attended by over 140 DH and
MHS staff, There was a p.aru:| discussion which feamred Sir Nigcl
Crisp and Surinder Sharma. Presentations were made by the
Mational Blood Service and the Afro-Caribbean Leukaemia
Trust o highlight the urgent need for blood and bone marrow
donors from all communities,

2.86 The EHRG continues to work with lead officers in PCTs in
the “Race for Health rransformational programme. This is a
PCT-led programme, sponsored through Central Manchester PCT
and brings rogether thirteen PCTs across the country to pioneer
and model inclusive ways of partnership working with black and
minority cthnic communities thar will enable race and minority
ethnic issues to be embedded into the mainstream of health and
social care action and delivery.

2,87 "Race for Health® provides active leadership that links
directly o 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 provide clear and visible leadership, within their own
local health community, within the programme, and to share
learning and experience more widely across all PCTs.
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Improving Ethnic Origin Information

2,88 In July 2005, EHRG published a Praceical Guide to Etbnic
Monivoring in the NHS and Social Care™*", This guide promotes
the standard collection and use of ethnic group and related data
on patiens, service users and staff of the NHS and Social Services,
Information on the ethnicity of NHS patients and staff is
important in helping to plan and deliver services and ensuring that

employment practices are fair.

Mosaic

2.89 The Mosaic project secks 1o promote race equality through
and in procurement. The project focuses on three main areas:

® working with NHS organisations and staff, especially on
workforce development issues;

® working with NHS prime or first tier suppliers and getting them
to understand the legal responsibility to the RRA and review
their own work practices in relation ro BME communities; and,

® promoting the use of small and medium-sized enterprises
(SMEs), and BME suppliers in particular, as a means of
promoting race equaliry.

Pacesetters Programme

2.90 EHRG is planning a "Paceserers’ programme, which will
invalve working with up to five SHAs, and three trusts in each of
their areas, to work on innovations across all strands of equality -
age, disability, ethnicity, gender, religion or belief, sexual
oricatation and gender identity. The programme will focus on both
public health/parient care and the NHS workforce, The aim of the
programme is to test and evaluate a range of innovations with a
view to identifying what works and in what setting/location. Good
practice from the programme will be spread throughout the NHS
during the course of the programme. Through committed
leadership and community participation, the programme aims to
make a fundamenral, lasting and significant change to the way in
which the MHS approaches equality and diversity. It is hoped o
launch the programme, subject to Funding bring made available,
early in 2006-07.

Legislation

2.91 The equalities legislative agenda has been driven forward
over the past year with the introduction of the Equaliey Bill ",
the Disability Diserimination Ace 2005 and exvended protection
against discrimination for various groups. The Department is using
the opportunity these legislative developments provide, 1o
progress the equalities agenda beyond race equality to ensure our
policies and services meet the needs of all our service users. Over
the next year, DH will be working closely with the NHS 1o
support their approach to the forthcoming legislative developments
and public sector equalities duries.

Equality Impact Assessment

2.92 DH has established a project 1o strengthen current
‘arrangements to ensure DH policy-making processes address the




needs of all secrors of the community, and comply with existing
and planned statutory requirements, specifically to:

* produce updared advice and guidance to policy teams on the
conduct of equality impact assessment of emergent policies;

® further build equaliry 'impm:t assessment into policy-making
processes;

® ensure appropriate training is available to polige-makers;

® ensure appropriate methodologies are available 1o policy-
makers; and,

® feed into, and draw from, pan-Whitehall activity on equality
iMpPact assessment.

2.93 A panel, including external experts, has been established 1o
provide guidance,

Sexual Orientation and Gender Identity

2.94 The Department’s position in the Stomewall Corporave
Egquality Index 2006%" significantly improved on the previous
year. For the first time, the Diepartment is one of the top 20
employers for lesbians and gay men. In June 2005, the Department
sponsored its first float for the annual ‘Pride London’ parade for

DH and NHS Lesbian, Gay, Bisexual and Transgender (LGBT)
staff. The Department also celebrated the second LGBT history
month with an event held on 23 February 2006 in London for
DH, NHS and social care staff. Speakers included Surinder
Sharma. This event provided an opportunity o celebrate LGBT
healthcare champions and outlined work underway to improve
access to health and social care services.

2.95 The I):Purtmcnt has been working with external
stakeholders on the development of a strategy to promore
equality and eliminate discrimination for LGBT people in
health and social care (as both service users and employees).
A Sexual Orientation and Gender Identty Advisory Group is
assisting with the development and delivery of a programme of
work. At its first meeting in May 2005, the advisory group agreed
the following four key wark streams:

® herter employment;

® inclusive services;

® rransgender issues; and,

#® reducing health inequalirics.

2.96 Work on each of these is now underway.

Black and Minority Ethnic Mental Health

2.97 The Department’s progress with the Delivering Race
Equality in Mental Health Action Plan®* is reported in the mental
health section of this report (sce chaprer 5).

Disability

2.98 DH has agreed a comprehensive joint programme of work
with the Disability Rights Commission that is — amongst other
things — designed to help deliver compliance with the new

staturory dury o promore disability equality, both within DH and
across health and social care.

Employment and Ethnicity Data in DH

2.99 Following a significant change programme in 2004, the
Department commissioned an independent consultant 1o
undertake an equality impact assessment on its restructuring, The
headlines from this piece of work are that overall, there was no
adverse impact, buer there were some specific areas where
improvements could be made.

2,100 The recommendations from that report are being
developed into an HR Diversity Aceion Plan, which i in the process
of being implemented. The action plan includes work thar
needs to be raken forward on monitoring, training, recruitment
and appointments. Qurputs have been included in the
Department’s new Race Equality Scheme.

2.101
all staff during 2002 and 2003. This included awareness raising

The Department delivered valuing diversity training ro

and informartion on the specific implications of the Race Relarions
(Amendment) Ace 2000, The Department will be launching a new
interactive diversity training tool o all staff in 2006, In addixion,
the Department has developed a delivery plan setting our its
commitments to increase diversity in the senior civil service as part
of the Cabiner Office’s ten-point plan on diversity.

2.102
Information team is working with business groups to improve the

The Department’s Workforce Planning and HR

qualiry and coverage of data held on the Department’s personnel
information system, including data needed for diversity
monitoring. The system has been developed to allow staff w
submit information on their ethnicity, nationality and disabilicy
status directly inro ir.

Equality Guide to NHS Boards

2.103 In July 2005, EHRG published a guide, Promoting
Equalicy and Human Rights in the NHS: A Guide for Non-Executive
Directors af NHS Boards*™. The guide contains facts and figures
abour equality issues and about patients and NHS staff. It sets out
the legal and business cases for equality and includes a ser of
prompis for boards to use to influence strategic development and
cultural change.

RESEARCH AND DEVELOPMENT

2.104  Approximately £650 million was allocared over the last
year th mugh three main funding streams:

® commissioned research — through a portfolio of national
rescarch programmes (£150 million in 2005-06);

® support for our partners’ research in the NHS “Support for
Science’ (£400 million in 2005-06); and,

® funding trusts to research their own projects — “Priorities and
Meeds' (£100 million in 2005-06).
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What We Got For It

2.105
synthesis was produced to suppore NICE, DH policy and service

Evidence from primary care research and research

delivery. Evaluation of policy roll-out and services continue.

2.106

research. A{Jd]ng to the L‘xiﬁring cancer nerwork, five addinonal

We invested in research networks to support clinical

topic specific networks — mental health, stroke, diabetes, medicines
for children, dementia and neurodegenerative disorders —
coordinating centres were commissioned and a national nerwork
coordinating centre based in Leeds, established. In addition, we
provided subseantial |nng':|;artd'|ng ﬁ,mding support o academic
centres and nerworks in primary care,

2107
country will continue. These include the Wellcome/NHS

The series of experimental medicine facilities across the

Millenniwm Centres in Manchester, Birminghﬂm, Smuhumpmn
and Cambridge. While the Wellcome Trust funded the capital
costs, the NHS R&D budget funds support for the ongoing
patient-related costs. Under the auspices of the UK Clinical
Research Collaboration, calls for a new tranche were advertised in

summer 2005,

2.108  We fund research units and centres in priority areas for
health and social care such as the National Centre for Primary Care
in Manchester (which provided evidence to support the White
Paper Our Health, Our Care, Our Say). Through our capacity
development programme, we spend £13.5 million supporting
research training for individuals at a range of levels and across the
range of disciplines required for patient focused research including
public health and primary care. We support studentships and
fellowships through direct training schemes as well as unknown
numbers of all types of clinicians and career scientists through
inclividual trusts.

2.109  Following the Walport report Medically and Dentally
Qualified Academic Staff: Recommendations for Training the
Researchers and Educators of the Future™, we have been working
in_partnership, under the auspices of UK Clinical Research
Collaboration, o establish career structures for medical, dental and
non-medically qualified research staff. These include dlear routes
of entry and transparent career structures, Aexibility in the
balance of clinical and academic training and in geographical
mobility, with properly structured and supported posts upon
completion of training. Academic training paths will be supported
by expanding training opportunities for medical and dental staff
and the development of clinical lectureships.

2110

working with partners in the UK Clinical Research Collaboration
to harmonise, streamline and simplify procedures. The Research
Governance Framework™ was revised in 2005, both o mke
account of changes in the law, and to clarify processes and

With respect to research governance, the Department is

procedures 5o as to reduce unnecessary burcaucraric process.
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Future Plans — Health Research Strategy

2,111  The new national health research strategy — Bes
Research for Best Health: A New National Health Research
seraregy ™, published January 2006 — aims o

® create a health research system in the NHS that supports
ourstanding individuals, working in world-class faciliries,
conducting |Eading—ﬂ:|gc research, Focused on the need of
patients and the public; and,

® enable the NHS to play the key role it has in determining the
future health and wealth of this country and - by hamessing
MNHS capacity — to make the UK the best place in the world for
health research, development and innovation.

2,112 The key goals of the strategy are abour:
L] f]t\':lupi.ng the infrastrucrure;
® creating an environment that supports researchers;

® expanding and developing programmes of research to improve
health and social care; and,

® improving the systems of research management and governance
to drive up efficiency.

2.113  Weintend to ensure that funding allocated to the NHS
for research is allocared in a transparent contestable manner.







Figure 3.1: Department of Health Public Spending

£ million
2000- 2001- 2002- 2003- 2004- 2005- 2006- 2007-
o1 173 03 o4 05 i3 o7 0B
outturn  outturn  gutturn outturn  outturn  est'd plan plan
bt i
Consumgtion of Resources

NHS 45,020 52,070 555001 61965 66,942 T4081 7997 87,062
Personal Social Services 482 730 1591 1618 2,128 2140 1,846 1,886
NHS pensigns"™ 3782 3949 4569 610 639G 8891 10,182 11,072

Credit Guarantee Finance (AME)™ 3 -3 =i
Tatal Department of Health Resource Budger 49,284 56,750 61,661 69,777 75,469 85,110 92,021 100,021

Of wdiich:

Department of Health Deparmmental Expendinure Limit (DEL) 45.501 52800 57,002 63,581 G9.070 76,221 81,843 BB.949
Capital Spending
NH5"® 15238 1719 2073 602 B35 4411 523 6,199
Persenal Social Services 48 a3 72 84 83 87 102 21
Credic Guarantes Finance (AME)™ 377 84
Total Department of Health Capital Budger 1,266 1,812 2,044 2,686 2919 4875 5412 6,320

O wevich:

Diepartment of Health Deparomental Expenditure Limit (IDEL) 1.286 1,812 2,144 2686 2689 3998 5528 6320

Total Public Spending in Department of Health™ 50,279 58,259 63,376 TROT1 77004 B9.324 94581 105238
N wlvich:

MNHSg=n 45967 53486 57152 64,183 69306 77.847 B4387 92173
Personal Social Services™ 530 B23 1654 1694 2,099 2210 1,932 1992
MNHS Pensions 3782 349 4,569 6,194 6396 8892 10082 11072
Credit Guarantes Fanance (AM F,:I" 3 3?4
Spending by Local Authorities on functions relevant to the department
Current 10,703 11,457 12,931 14,751 16,121

O which:

Funded by granes from the Department of Health 913 1133 1.BBl 1816 2,148

Capital 93 20 125 186 209
L!,I"mlt.l.fn"r:

Financed by grants from the Department of Health

Fontmotes:

48 50 72 132 140

(1) NHS Pracions is the resowrce buuadger of the perton sohere, and fe i included in table 3. 1 Bectnsr it & part of e Deparomens of Health nesowree budger,
L .'£d ol Earlget.
id

Frgsres fromm T999- 2000 onuserdds bave been restated te reflect the requirenmens specified by Fimancial

(2)

e Staneard 17 — Revirement Seneftes.

Eniployers' Naviomal Insurance Conrributions increased frome 7% o 14% from | Apeil 2004 omords.

(3 M Treaury funding available for Private Finance Inittative (PFL) schemes, which it repaid by the PFI partner ovce the scheme is operational.

Plestie mote: flfl‘-‘_,l:-‘l'l' 213 li':l.-'r.'h!'rJ_l,:."e'n"r.unrnu.I itk :ﬁ?'.ur.':}

() Tnclieddes fiuncding available to NHS Foudation srusts for 2004.05 and 3005-06,

(5) Toral public spending calculated as the total of the resource budges plus the capical budger, less depreciation of £291/304/4300391 M84/662/852/1 103m.
(6] INHS pobiic spenaling caleulared as the toval of the resource budper plus the capital budget, less depreciation of £290304H2 13834 7 20606/83 7108 8m.
(7] For a more detatied breakdorwn of NHS expenditure in England see Figure 3.4,

(8) PSS public spending caloulased as the toeal of the resource budges plus the capital budges, les depreciation of SOV 2 16/15/1 G,

() Frgures wray nov s due o rounfg,

3.3 This chaprer provides information on the Government's
cxpenditure plans up until the financial year 2007-08. A breakdown
of the spending programme can be found in chaprer 6.

NHS EXPENDITURE PLANS

Spending Review 2004 Settlement
3.4 In the 2004 spending review (SR2004) the Chancellor

confirmed the sustained levels of investment thar were set in the
hve-year NHS sertlement as announced in the 2002 Hlur]gct. The
expenditure plans for the NHS up to 2007-08 represent an annual
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average increase of 7.1 per cent in real terms berween 2005-06
and 2007-08, a rotal increase of 23 per cent in real terms over
the period.

3.5 The expenditure plans announced by the Chancellor as part
of the SR2004 are set out in Figure 3.2,

3.6 The spending plans have been adjusted 1o reflect the
reduction in the discount rate applied w furure 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 thar the basis
on which expenditure figures are reported within this chapter, and
in Annexes A2 and A3, have been adjusted for this change.




Figure 3.2: England Net NHS Expenditure Plans (Stage 2 Resource Budgeting) 2004-05 to 2007-08, as per the 2004

Spending Review

L
Met Revenue Expenditare !
Met Capital Expenditure

Total Net NHS Expenditure

Fovinates:
(1) Ner of plavimed depreciavion of £5345/648/71 2078 7m,

£ billion

2004-05 200506 2006-07 2007-08
plan plan plan plan
66,0 720 TET B6.0
3.4 4.4 52 6.1
69.4 T6.4 83.8 92.1

{20 Exeludes imcome from famd sl receipts aned capival invermens pemerated through che Private Finance Infiative (PEY)

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

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 Deparrment of
Health and the Office of the Deputy Prime Minister during the
period 2005-06 o 2007-08. These plans mean an average growth
in resources for PSS of 2.7 per cent in real terms over the three

years. These new spending plans are set out in Figure 3.3.

Figure 3.3: Funding announced for P55 by the Chancellor in the 2004 Spending Review

Toral Expendinure

% real rerms increase

HEALTH AND PERSONAL SOCIAL
SERVICES PROGRAMMES

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

® NHS hospital and community health services, and discretionary
Family health services.

This covers hospital and community health services, prescribing
costs for drugs and appliances and gfnur'.ﬂ medical services
(which include reimbursements of GMS GPs' practice seaff,
premises, out of hours and IM&T expenses). It also includes
other centrally funded initiatives, services and special allocations
managed centrally by the Department (such as service specific
levies which fund activities in the areas of education and training
and rescarch and development);

HCFHS includes all GMS funding. The introduction of the
new GI contract in April 2004 means that there is no longer any
GMS non-discretionary funding. All GMS funding is
discretionary. In order to present a consistent run of expenditure
in Figun'.' 3.4 GMS non-discretionary expenditure has been
restated as HCFHS.

£ billion

2004-05 2005- 06 2006-07 2007-08
plan plan plan plan
10.7 11.5 12.06 12.5

5.0 1.2 1.4

® NHS family health service (FHS5) non-discretionary

This covers demand-led family health services, such as the cost
of general dental and ophthalmic services, dispensing

remuneration and income from dental and preseription charges;
® central health and miscellaneous services (CHMS)

Providing services which are administered centrally, for example,
ceTtain }ml}lic health functions and support to the voluntary secrorn

® administration of the Department of Health; and,
® expenditure on personal social services (PSS) by way of:
® funding provided by the Department of Health; and,
® funding provided by the Office of the Deputy Prime

Minasrter.

National Health Service, England -

by area of expenditure

3.10 Figurc 3.4 shows the main areas in which funds are spent
for the years 2003-04 o 2007-08 on a sEage 2 resource budgerting
basis. Toral NHS expenditure figures are consistent with those in
Figure 3.1.
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Figure 3.4: National Health Service, England - By Area of Expenditure (Stage 2 Resource Budgeting)

£ million
2003-04 2004-05 2005-06 2006-07 - 2007-08
auttum outturm estimated plan plan
outfum e
tal Frogrammes In Departmental Expenditure Limits
ﬁm-mm Service Hospitals, Community Health, Fami
Health (discretionary) and related services HHS trusts
Revenue expendifure ™ ® =
Gross 60,303 65,606 73,297 79,945 86,584
Charges and receipts =246 -1665 -3,184 -3.315 -3,34%
Net 58,157 63,001 70112 76,620 63,239
Capital expenditure
Gross 2,854 3.157 4,774 5,385 6,297
Charyes and receiprs -289 -353 =393 -205 -130
i Net 2564 2,804 4,381 5,180 6,167
-Ig- Total
£ Gross 63,158 68,823 78,071 85,330 92,881
2 Charges and receipts -2.435 3,018 -5:577 -3,530 3,475
w Met G0, 723 65,804 74,493 £1,800 89,406
m
Mational Health Service family health services
{non-discretionary) =™
Revenue expenditure
Giross 3.052 2980 2781 1,565 1.616
Chasges and receips 312 -850 =769 -466 <454
Mex 2,141 2,125 2,011 1,009 1,162
Central health and miscellaneous services™ ™
Revenue expenditure
Giross 1393 1464 1479 1,592 1717
Charges and receipes -115 <124 -167 -151 =143
Met 1,283 1.340 1,312 1,441 1,574
Capital expenditure
Gross 34 32 0 47 3z
Charges and receips ] 1] 0 0 I
Mex Ha 32 An 47 32
Tatal
Giross 1,434 1,496 1,509 1,639 1,749
Chasges and receipts -115 -124 -167 -151 -143
Met 1.319 1,372 1,343 1.488 1,606
Total Mational Health Service Revenue expenditure
Lrross £, 758 TO010 77,556 #3,102 B2.917
Charges and receips -3,173 3,639 -4,120 3,942 =3.543
Net 61,581 66,471 73,4306 79,160 B5,973
Met percennage real terms change(%) 5.6 &2 5.2 5.8
Capital expenditure
Caross 2,890 3,418 4,804 5.432 6,329
Charges and receipis -289 -582 -393 =205 -130
Met 602 2,835 4,411 5,223 6,199
Net percentage real tesms change(%) 6.7 524 157 15.5
T::ll-ﬂ
Gross : 67,644 73,298 82,361 88,534 96,246
Charges and receipes -3,461 -3,992 4,513 -4,147 -4,073
Met 64,183 69,306 77847 84,387 92,173
Net percentage real terms change(%) 57 10.0 5.8 6.4
GO a5 ar 23 December 2005 979 100.0 102.1 104.6 107.4
Foormares:

J.':".F -"-':Iflr-lc'd_':e‘i a".'-"ryanfm:um' Linallocared Provision (DUP) for 2000506 1o 2007-08,

2) F-mm’::g gr FPrimary Dental Secvices in 2006-07 and 2007-08 is included in the HCFHS provision. By Aprad 2006 CGeneral Demeal Services(GIDS) sl be
repla PO commissioned dental services funded from eliscrerivmary resourcer,

(3} Inivsal provizion _.E;E-F mon-diseretiomary Creneral Diental Services ((GINS) i 2005-06 i recuced by provisiomal tasfer of resonrces o che HCFHS wrrme oo fieml
Persanal Desstal Service (PDS) schemes. The seale of transfer will be re-asessed in year as the nase of comversion ev PEXS ol the developmment of dental services is confirmed,

(4) Inciudes (AME) funding available to Foundasion Trusts for 2003-04 and 2004-05,

fg,' Fﬂﬂmﬁnx H'f;.:r S depreciation of (L) 354 443 G4 802 155

(6} Witk the introdicrion of PMEd: allocation i J004-05, there is no fanger any GGMS now discrecionary funding. All GMS furiding is mow discrets

_ Therefore, figures for F 'T{H"S and FHS non-discretionary for 2002-09 to 200506 have beew mmg ﬁpmir a ram.fm.r'::: Sl expenditure. 2

(7} Excluding CHMS and Deps Adwmin Depreciation of (i) 20 29 32 35 o

(8) Includes expenditnre an key public health J_ﬁ.n.'mr:'cr-l:r: such ai envirmumental health, health promotion and support to the voluntary sector. Also includes
expenditure on the administration of she Department of Health,

() The increase in DEL iu 2006-07 ::?‘Yrcu resvrce ingreases dgreed in the 2004 spending review settlement, and adjustiments to non-cash expenditure
(including provisions, cost of capirall depreciation and imparrments) within the SR2004 pennding revien period,

(10} Figures may not sum die to rownding
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Expenditure in 2005-06 3.14 The largest part of NHS spending is on hospital and
community health services, discretionary family health services and

3.11 F"l.gure 3.5 compares esumated outurm cxp{:ndilum in
related services.

2005-06 with |1|:|n ned r:xpcm:limrc pnh]'lshn:d in last year's report.
3.15 For 2006-07, the planned HCFHS revenue expenditure is
£76.6 billion. Net HCFHS capital expenditure is planned to be
£5.2 billion. Within overall MHS net cxp:m:linln'.', the ol for

Figure 3.5: Comparison of Net NHS Expenditure for
2005-06 with those in last year's Departmental Report

(Cm 6524) non-discretionary FHS is crpﬂ:rcd to account for £1.1 billion in
£ million 2006-07. The remainder will be spent on central health and
Departmental  Departmental  2005-06 miscellaneous services.
Report 2006  Report 2005 difference :
Cm 6814 Cm 6524 3.16 Figure 3.7 contains the breakdown of WHS net expenditure
s s Flaus4 For 2006-07 (plan).
HCFHS eurrent 70,112 69,117 995 i . . g
HCEHS capital 4381 4206 175 Figure 3.7: NHS Net Expenditure, 2006-07 (Plan) 5
FHS non discretionary 2,011 1,660 352 =
CHMS Revenue 1,026 1,001 -5 CHMS 2% HOFHS capinal % E
CHMS Capiral 1 11 0 FHS Non Discrrsionary 1% 7
Dept Admin Revenuc 286 283 3 - 8
Dept Admin Capiral 19 20 0 F e
.
NHS Toal " 77,847 76387 1460 3
|I|. e el 1 i A
Fovtnotes: 15 r
(1) Totals may not sam due o rosnding, i ke
3.12 The main areas of change (£10 million or over) to the _ :,;-;-~ 3 '
spending plans for the various parts of the programme are shown T
in Figure 3.6. Totah £84,387 millian

NHS Expenditure Plans in 2006-07

3.13 Of the £96.5 billion planned expenditure by the
Department in 20006-07, NHS net expenditure is planned 1o be
E84 4 hillion.

Figure 3.6: Main areas of change (£10 million or over) to the spending plans presented in last year's Departmental
Report (Cm 6524)

2005-06 Difference’
HCFHS cument 995 including:  -200 Reduction in Provisions
-352 Transfer to FHS Mon Discretionary
200 Transfer from HCFHS capical
-192 Third Parry Granns transferred o HOFHS capinal
1,538 Trust Depreciation move into DEL (rechnical adjustment)
65 Revised recording of EEA medical cost provisions
68 Transfer to/from Other Government Depariments.
HCFHS capiral 175 including: 192 Third Party Grants from HCFHS current
196 Take up of EYF
-200 “Transter to HCFHS current
-12 ‘Transfer o Other Government Departments
FHS non discretionary 352 including: 352 Transfer from HCFHS current
CHMS revenue -65 including; 45 Hevised recording of EEA medical cost provisions
CHMS capital 0 including; Mo change over £10m
Footnotes:

(1) Toeals may not sums because only those changes over £10 miillion are included,
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3. Expenditure

NHS Resources

3.17 Figure 3.8 shows how NHS resources are allocared.
It shows that 83 per cent of the ol NHS budger will be
controlled by primary care trusis (FCTs) in 2006-07.

3.18 They are therefore consistent with the NHS sertlement
received as part of SR 2004. They do not 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.

PROGRAMME BUDGETING
Background to programme budgeting

3.19 Programme lJudgc:ﬂng is a rerrospective appraisal of resource
allcation, broken down into |11::1mi|1gﬁ.|| programmes, with a view
to tracking furure resource allocation in those same programmes.

Figure 3.8: Disposition of NHS Resources, 2006-07

3.20 Programme budgering had its roots in the Rand Corporation
in the USA in the 1950s. Its 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 towards specific military objectives. Such
objecrives were looked at in terms 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.

3.21 This approach can equally be applied to healthcare. Instead
of seeing investment at the level of a hospital or drug budget, the
focus switches to specific health objectives or medical conditions.
The aim is to maximise health gain through deploying available
resources to best effect. Clearly, this aim complements the
commissioning role of PCTs.

Total MNHS Settlement™
£84 dbn
[ 1
HHS Revenue NHS Capital
£79.2bn £5.2bn
| |
| ! Land Sale Recei
HCFHS Other programmes™ £0.2bn i
£76.6bn £2.6bn
Total NHS tal
available to al
£5.4bn
|
| |
Total Avallable for HCFHS HCFHS Other
£76.6bn £5.3bn £0.1bn
| ! | | I |
Unified and Primary Central Budgets General Allocations and ] Central Budgets and
Medical Services Fund for Foundation Tru Programme Spend
Allocations to PCTs grioen £2.4bn £2.9bn
£64.7bn o T
| [+] 1 | 1 Central Connecti
Aliocations to PCTs |— || £5.5bn Operational Foundation ﬂntﬁl: ! for Health Mh,-ﬁﬂ
from Central Budgets Capital Trusk Capital Cap £1.0bn
E5.5bn NHS Litigation Authority £1.1bn £0.4bn £0.9bn
I M £0.9bn Other Central
Total available to PCTs fi £0.1bn
b Connicting for Health -
] £0.8bn Total Capital Programme Spend
Available to Trusts, for NHS Trusts,
R&D PCTs and SHAs PCTs and SHAs
B E0.7bn £4.2bn £1.8bn™
i — A |
£0.7bn
Other
B £3,1bn
Feootneies:

(1) INHS Sertlement as per the Spending Review 2004 sertlement, and taking imso wccrunt the change in the discouns rate ser our in paragraph 3.6 of this chapeer

{21 FIS non Diiserersanary, CHMY and DH Adwmin,

(3) Funding alfocated to the Wik
Jrnding for acler NHS workforce nelared

-"J'rt'e'l"?m:‘w Confrderations for the edueation and traiming of doctors, murses and oifver NHS warkers, Al inclucles
sielpess (e, infury allowances and NES Un an;'g‘j,

{4) Funding allocased to NHS Truses, the Modernisation Agency, Universities and ather Statutory Bodies sch as the Prescripsion Pricing Authority
(3) Funding allocased for central spending mainly by NDWPBs such as the National Blood Ausharity
(6) Funding to deliver NHS Plan objectives such as cancer, coronary heart disease, mental bealdh, and imprring access and cloice for parenss,

(7} Figures iy nof sum die o ronneding,
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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 to provide an answer to these wo
questions by mapping all primary care trust {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 eloser and more obvious link

between the object of expenditure and the patient care it delivers.

3.24 Analysis of :xpa:ndimn': in this way should h:lp PCTs
examine the health gain that can be obrained from investment, and
will help inform understanding around equity and how parterns
of expenditure map to the epidemiology of the local population.

3.25 Accordingly, the initiative will clarify the existing disposition
of resources across programme arcas. Equally important is the
potential to accelerate modernisation. Comparative analysis,
together with a process of challenge, offers the oppornity 1o
identify best practice elsewhere for local application, in cither its
uri.gin:ll or modified form.

Financial Year 2004-05

3.26 2004-05 is the second year in which comparable programme
budgeting data have been collected. Stakeholders are therefore
provided with a range of valuable comparative information, using
a consistent framewaork, that:

h
-
ik L N L=

Mental Health Problems (Toral)
of which

Mensal Healdh Sub Growp: Subseance Abuie
Mensal Health Sub Group: Dennentta
Mensal Health Sub Group: Cither

Circulation Problems (CHIY)

Cancers and Tumours

Trawma and Injuries (includes bumns)

Musculo Skeleral System Problems (excludes Trauma)
Gastro Intestinal System Problems

Genito Urinary System Disorders (except inferility)
Respiratory System Problems

Marernity and Reproductive Health

Dencal Problems

Learning Disability Problems

Neurological System Problems

Infectious Discases

Social Care Needs

Figure 3.9: Resources by Programme Budgeting Categories

® identifies where resources are currenty invested, e.g, for the purpose
of monitoring expenditure against national service frameworks;

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

® sirengthens the process for identifying the most effective way of
investing in services for the future.

3.27 The programme budgeting figures for 2004-05 are included

within Schedule 5 of the resource accounts 2004-05. This is shown

ar F!EE‘I.LI'E 3.9.

3.28 It i rcmgnisctl thar the imp]:;nmn[minn of programme

budgeting is a process thar will require refinement over a long

period. In particular, figures produced in the early years (2004-05

being the second) will be a best estimare rather than a precise

measurement of expenditure.

3.29 Within this context, the Department will be looking For vear-
on-year improvements, in both the proces and outcomes of

programme budgeting. rather than carly dara being absolutely right.

Schedule 5
Background to Schedule 5

3.30 In addition to the analysis of net operating costs by
programme budgeting category, Schedule 5 of the 2004-05
resource accounts also published details of expenditure by

Departmental objectives of:
® improving service standards; and,
® improving health and social care outcomes for everyone.

3.31 This analysis is shown in Figure 3.10.

2004-05 2003-04

Gross Income Het Net
£1000 £000 £'000 £1000
7.5, 131 317004 7.588,127 TA6l618
632,655 23303 605,352 =
B3R, 168 26,510 B11.658 -
G434, 308 26700 G 167117 =
6,187,935 234,006 5,953,869 5,521,041
3,773,203 103,070 3.670,133 3,308.732
3,590,581 93,914 3,490,667 3.124.029
3,577.089 103,207 3473882 3,064,718
3,526,063 93,45 3433018 3087, 194
3,007,564 85,852 3,011,712 2,749,885
3.072.258 93,463 2,978,795 2676744
2017116 51,535 2,565,581 2,532,335
2,424,788 448,831 1,975.957 1. 865,084
2,355,887 98,861 2257026 2,194,393
1,779.44% S0.820 1,719,629 1,524,352
1,615,451 25,175 1,520,276 943,528
1,612,400 094,785 1,517 621 1,433,118
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Endocrine, Nurritional and Metabolic Problems (Tosal)
of wdiich
Endocring Sul-group: Diaberes
Endocrine Sub-gronp: Orber
Eye/Vision Problems
Skin Problems
Healthy Individuals
Blood Disorders
Meonare Conditions
Poisoning
Hearing Problems
Onther Areas of SpendCondirions:
= General Medical Services/Personal Medical Services
* Strarcgic Health Authoriries (ine WDHICs)
» Manional Insurance Coneribution
» Miscellaneous

Net Operating Cast

Swsrce: Leperinmens q.’lf'fml'.'ﬁ Resource Arcownss 2004-005,

Foormores:

(1) The analyiis contained in Schedule 5 is a caleulasion which uses 2004-05 activity indicative provider costs (reference costs) and prescribing informurion s the
buais for apportioning the sorality of NHS/Departmment spend across pariows progranue budget categorics.
(2} The analysis was based on a “bottows up” approach, PCTi allocasedfapportioned their spend at the local level and reported the reslis to the [ depariment,

Schedile 5 i an aggrepate of these returns.

REGIONAL BREAKDOWN OF SPEND

3.32 The spending data shown in Figures 3.11 o 3.13 is
consistent with the country and regional analysis (CRA) published
by HM Treasury in the Public Expendirture Staristical Analyses
(PESA). PESA contains more tables analysed by country and
region, and explains how the analysis was collected and the basis
for allocaring expenditure between countries and regions.

3.33 The rables include the spending of the Department and irs
NDPBs on payments to the private sector and subsidies to public
corporations. They do nor include capital finance ro public
corporations but do include public corporations capiral
expenditure. They do not include payments to local authorities or
local authorities own expenditure.

3.34 The dara are based on a subser of spending — identifiable
expenditure on services — which is capable of being analysed as
being for the benefit of individual countries and regions.
Expenditure that is incurred for the benefit of the UK as a whole
is included.
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1,599,318 71,502 1,527,816 1,449,458
687,402 31,803 655,599 -
911,916 39,699 872,217 -

1,302,579 24,979 1,277,600 1,183,181

1,213,925 36,888 1,177,037 1,038,362

1,157,915 44,848 1,113,067 1,074,946
944,496 39,794 904,702 799,473
776,483 32,539 743,944 637,024
598,916 12,763 586,153 475,829
318,899 10,104 308,795 292,690

6,377,342 157,936 6,219,406 4,881,246

4,044,893 07,713 3,537,180 3,605,654

- 15133971  (15,133.971) (12,777,958}

6,452,492 98,655 6,353,837 B.A79.067

71922179 18,144,320 53,777,859 52,329,783

Figure 3.10: Resources by Departmental Aims and
Objectives 2004-05

Resources by Departmental Aim and Objective for the year ended
31 March 2005

Aim: Transform the health and social care system so thar it produces
Faster, fairer services that deliver berer health and rackle health

inequalities, In persuance of this aim ment has the followi
Drl:;]!l‘.‘li'fﬁ (4 set a3 part of the 2002 'is;ch:inT“Mw process): i

€ mil

- RS e

Objective |
Improve Service Standards 30,228
Chbjective 2
Improve Health and Social Outcomes for Everyone 32,633
Chiher B.998
Toral Expenditure 71,859
Total Income 18,081
Mer Operating Cost 53,778

Sowrce: Department of Healvh Resonrce Aeconsts 2004.03

Foomotes:

(1) The Resource Accowmtitng Mansal required ner operaring costs o be
analyied by abjecirve (Sohbedule 51 ¥

{2} I previons years the Bleparement b been sable to make this diselosre
and ai @ inbititite has analysed nes operating cost by programme
bucdgeting category.

(3) s shve analysis by programme budgesing category provides wseful
i;ﬁm‘ﬂrim regareding NHS .nrd":'rEr ;'rﬁ brem netained a pare of
she Departmental Report rm':;‘?;m 3.9}



Figure 3.11: Department of Health Identifiable Expenditure on Services, by country and region

' £ million

2000-01  2001-02  2002-03  2003-04  2004-05 2005-06  2006-07 200708

outturn outtum outturn outturm plan plan plan plan

Morth East i 24042 27180 3.0001.6 3.198.5 3.597.2 39887 44316 48408
Maorth West 6,535.1 T024.7 79222 B.To5%A4 95701 104166 113652 12,5357
Yorkshire and Humberside - 45815 47653 53521 5948.1 66781 74133 7H572 87005
East Midlands 33231 38351 39392 44384 49814 54829 60414 6TI4E
West Midlands 44659 51751 55005 60100 67302 72927 Bl400 89547
Eastern 42305 45679 52923 574146 64518 67MT  TH6515 84830
London TA421  B269.7 9,193.9 10,0493 1144000 12,0571 12,8322 140214
South East 65167 72430 79774 BGG6Z 96593 100396 115240 (26623
South West 42634 4,621.2 49001 54117 60902 66852 TA43E R 1353
Total England 43,7625 482191 53,0075 583332 65,1985 70,210.8 77.387.2 85,1076
Scotland 5.4 0.9 0.2 -16.8 -18.3 -24.1 =254 287
Wales 366 8.8 S | 1484 -162.3 -213.1 -223.9 -253.7
Moethern leeland G 1.9 .G o -1.9 2.7 3.4 -39
Toral UK identifiable expenditure 43.806.4 48,211.2 53,0908 S8.1666 650160 699710 770345 B4,821.3
Oreside UK 221.9 2199 2625 2472 A56.1 -] -106.3 -119.0
Total identifiable expenditure 44,028.3 48,431.1 53,3537 S84138 653721 699094 770282 84,7022
Mon-idenmfiable cxpendimure 0.0 0.0 0.0 0.0 0 3000 TR ELLVE
Total expenditure on services 44,028.3 48,4311 53,3537 58413.8 653711 70,2094 777282 854022

Sowrce: M Treasury Prblic Expernditure Ditabase,

Foornores

(1) The tables do ot smclde depreciasion, cost of capical charges or moventens in provigons thae are in DELAME. They do include salure, procuresment
expenditure, capital experdrire awd grants and subsidies pard to mdrordwals and privare secior enterprises.

f.?_,' nn- _flzgnm T .I!.-d-fn ﬁum’ the HM ?J?..-.l.srtr] Prubfie fi??{.'m'i'h'ﬂ database tn Decewnber .E'ﬂ'l'.'l'ﬁ and dhe n-ginnué' dritridaiions were mmﬁ."ﬁrﬂ" (1)}
sy Febraary 2000, Therefore, the rables may nov sbory the Latest posicion anad dre not constreens wivh other sables in the Depareneniad repore.

(3] Acror Goversment, most expenditere i mes planned or allocared on a repiowal basts. The analysis shewes the regronal ourcome of iperding decistons shar bave on
Hive ool mot .E-fm rnm'ﬂ'r_lpﬁm.uﬁ.!}' @ rr:g'.'w.r.uf Iers,

Figure 3.12: Department of Health Identifiable Expenditure on Services, by country and region, per head

B

£ per head
2000-01  2001-02  2002-03  2003-04 2004-05 2005-06  2006-07  2007-08
: N outtum  outtum outtum outturn plan plan plan plan
Morth East 045.3 1,070.0 1,182.7 1,259.6 1.413.4 1,575.4 1.731.3 1.5919.4
Morth West Do 7 1.037.2 11679 1,288.8 1,401.8 1.527.3 1,664.0 1.832.5
Yorkshire and Humberside Q24,0 957.5 10719 11874 1325.3 1,472:1 1.575.7 17180
East Midlands 797.3 915.4 9328  1043B 11640 12758 L3984 1,546.1
West Midlands B47.5 980.0 1.038.7 1,129.7 1.261.8 1.365.2 152004 16685
Eastern T87.1 B45.8 9760 1,051.0 1,174.9 1,216.7 13732 1,512.5
London 1 023.4 1,129.4 1,247.3 1,373.8 154000 16128 1,706.2 1,853.0
South East B15.5 9026 L d 1,072.5 1, 191.0 1,241.7 1A403.6 1,533.8
Soaith West 8671 O34 .8 988.2 1,082.5 1,208.8 1,320.2 14605 1.595.5
Total England 888.9 975.1 1,069.5 1,170.0 1,301.5 1,397 1,532.9 16785
Scotland 1.1 -0,2 L0 o 3.6 4.8 5.0 5.7
Wales 12.6: 3.0 -2.4 =305 -55.0 - 1.8 =751 B4
Marthern Ireland 1.1 1.1 0.4 -0.9 -1.1 -1 -2.0 2.2
Tomal UK identifiable expendiire 7439 Bl15.6 895.0 976.7 1,086.6 11657 128001 14024
Sowrcer HM Treasry Public Ecpendirre [harbase,
Foatnoies

(1) The sables da not include depreciation, cost of :?p:'m.f chuarges or movemens in provisons thar ave in DELAME. They do include salartes, procursent
expenditure, capital experditure and grons and subsidies paid to individuals and private sector enterprises.

{21 The fipures were taken from che FIM Treanary Public F,aj;pm-ﬁrmr database fin December 2005 and the regional disersbusions were compleced in
JannirpFebruary 2006, Therefore, the tables may not show the Litess position and are not eonsistent with other tables in the Departmental repart.

(3) Across Government, mose expenditure is not planmned or allocaced on & regional basis. The analysis shows the regional auscome of spending decisians that bave on
she whale nor been s prisarily on a regroval baris,
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Figure 3.13: Department of Health Identifiable Expenditure on Services by Function, by country and region, 2004-05

Health;
Central and
ather health Maedical
services - services
MNorth Ease 51.1 30438
Morth West 135.5 9,702.2
Yorkshire and Humberside 94,5 6,767.1
Ease Midlands (4.9 50536
West Midlands 93.9 6.811.4
Eastern S (,556.0
Londan L6005 11.511.9
Sourh Easr 135.9 9.844.5
Sourh Wese Bl 65,2339
Total England 918.0 6, 1 24,5
Scotland 0.0 0.0
Wales .0 0.0
Morthern Treland 0.0 0.5
UK identifiable expenditure 918.0 06,125.0
Dueside UK 425.6 (iK1}
Toral idemtifiable expenditure 1,343.6 6, 125.0
Mot identifiable 0.0 0.0
Tital 1,343.6 66,1250

Sonrce: M Treanury Public Expendrtnre Diavabare.

Faprmrares

£ million
Social protection:
Personal  Public sector Total

Total social  oocupational social Grand
3,695.0 13.9 1116 7.8 3,597.2
9,837.7 36.7 -304.2 267.5 9,570.1
6,861.5 5.6 -390 -183.5 6,678.1
5,123.4 18.9 -161.0 142, 4,981 .4
6,905.3 254 -5 175.1 6,730.2
6, G 245 -219.4 -194.8 06,4518
11,6723 43.5 2757 -232.2 11,440.1
9.980.5 368 -358.0 3212 $,659.3
G,320.1 233 -253.1 -229.8 3,00 2
67,0424 2487 -2,082.5 -1,843.9 05, 198.5
0.0 0.0 -18.4 -18.4 -18.3

0.0 0.0 -162.3 -162.3 -162.3

0.5 0.0 15 2.5 -1.8
67,042.9 248.7 -2,275.6 -2,027.0 65,016.0
4256 0.0 59,5 -69.5 356.1
67,4685 248.7 -2,345.1 -2,096.4 65,3721
0.0 0.0 0.0 0.0 0.0
67,468.5 248.7 -2,345.1 -2,096.4 65,372.1

(1) The funcrronal carepories seeed are the sandard Unived Narioos Classifications of the Funcrions of Governinent (COFOG) categories. This i moe the same as

whe stnategic privrities wicd eliewherc in the repor,

SOURCES OF FINANCE

3.35 The NHS is financed mainly through general raxation with

an element coming from national insurance contributions.

3.36 In 2006-07, it is estimared thar 94.6 per cent of financing
for the NHS in England will be met from these two sources,
76.2 per cent from the Consolidated Fund, that is, from general
taxation and 18.4 per cent from the NHS element of national

insurance contributions.

3.37 The remainder of the NHS E'm.mcing comes from charges
and receipts, including land sales and proceeds from income
generation schemes.

3.38 Figure 3.14 represents NHS sources of finance for 2006-07.

Figure 3.14: NHS Sources of Finance, 2006-07
(Total £84.383 million)

Charges and Mucdilancomn income 269 Trus Enrerest Reeeipedloan

sepaymcns 2.0%

Capieal Becriprs 0 e

MHS Contribamions
1 8,4

Consolidared
Fund l'.JFH.'III]IIIIH
6. 2%

NHS BANK

3.39 The NHS5 Bank was ser up in 2003-04 as a murual
organisation of the 28 strategic health authorities (SHAs) with the
purpose of supporting NHS organisations in maximising the use

of resourees across the MHS over time.
3.40 lts main functions include:

® responsibility for managing brokerage across the public capital
programme, working with SHAs to manage the profile of capiral
expenditure across the NHS and across years, 1o ensure that the
INHS as a whole makes optimum use of toral resources on an

annual basis;
® co-ordinating cash brokerage across SHAs;

® assisting in the management of the impairments/accelerated
depreciation central budget and any other central budgets it is
requested to manage. For 2005-06, this includes advising on the
distribution of the nGMS Quality and Ourcomes Framework
(QoF) achievement allocation and developing a framework for
providing revenue support for capital developments under
payment by resulis (PRR); and,

® providing advice to the Department on the financial impact of
new policy developments.



COMPLEMENTARY SOURCES OF
FUNDING

Big Lottery Fund

3.41 The Big Lowery Fund (BLF) was formed in June 2004 from
the merger of the New Opportnities Fund (NOF) and the
Community Fund, and is responsible for handing out over half of
the funding for good causes. The new BLF will build on the
experience and best practice of both organisations to simplify
funding in those areas where the two bodies currently overlap, and
to ensure lowery funding provides the best possible value for
money. The projects below were onginally funded by the NOF bue
are now managed by the BLE More details on the BLF can be
found ar: www.biglotteryfund.org.uk

Healthy Living Centres

3.42 The first tranche was launched in January 1999 with the
‘Healthy Living Centre’ (HLC) initiative. The initiative has a
budget of £232.5 million in England (£300 million UK).

3.43 The programme targets areas and groups thae represent the
most disadvantaged sectors of the population and is on course to
meet its target of making HLCs accessible to 20 per cent of the
population.

.44 HLCs influence the wider determinants of health, such as
social exclusion, poor access to services, and social and economic
aspects of deprivation thar can contribute to health inequalities.
Projects cover a range of activities inclur.iing.. for example,
smoking cessation, dietary advice, physical activity and training and
skills schemes. Local communities and users are involved in all

aspects of design and delivery of a project.

3.45 The fund announced in March 2003 the establishment 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 thar will
support HLCs and help them to nerwork and become sustainable.

Living with Cancer

3.46 A second tranche of £116 million for England (£150 million
UK) was made available from the New Opportunities Fund
(NOF) in September 1999, In England, £23 million is to
reduce inequalities in cancer services through provision of home
care, support to 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. This programme
aims to help hospitals ro improve their services for cancer

screening, detection, diagnosis and trearment,

Fighting Heart Disease

3.47 In 2003, the New Opporunities Fund (NOF) awarded
£6 million to launch the national defibrillator programme in
England. This funding has been used to provide 2,300
dehibrillators in the community toegether with funding for a
community defibrillation officer (CDO) within each ambulance
trust to deliver the programme activities.

3.48 £65 million of Big Lottery funding has been used w
purchase new angiography labs, which provide diagnostic faciliries
for heart disease. Ninety have now been ordered. The Department
has made available an extra £60 million ro contribuee towards the
instalment costs of this equipment, which will speed up dizgnmis
s:igniﬁ::anl:hr' for patients with !ilJSFM!CH.‘!IJ. heart disease,

3.49 £52 million was deployed to fund nutritional projects w
reduce heart disease and cancer. £10 million was allocated 1o
SUppOrT COMMURILY initiatives to promote 3-a-Day. Initiatives
wok place in 66 PCTs in the areas with the highest levels of
deprivation. An evaluation of the impacr of these initiatives is
available on the Big Lowery Fund website. £42 million was
allocared to regional pilots of the school fruit and vegetable scheme.
The last pilot in the North East ended in March 2005, From
April 2006, the Department took over the Funding and
administration of the school fruir and vegerable scheme in all the
English regions. Nearly vwo million children, aged 4-6, in over
16,000 schools, now receive a free piece of fruit or w-gcmhlc every
school day. The Big Lotery Fund website also has an evaluation
of the lotery funded pilot in the Morth East.

Palliative Care

3.50 £48 million is being used for palliative care for children w
improve the quality of life for children with life threatening or life
limiting conditions and their familics. At March 2004, 135 grants
had been made (25 for hospice provision, 70 for home based care

and 40 for bereavement services).

3.51 £22 million is o improve community palliative care for
adules suffering from life threatening or life limiting conditions.
It has been targeted ar areas of the country with the highest
p:l.lli,a.:'n.-c care need. Awards have been made to muls disciplinary
teams who will provide therapeutic, nursing and emotional
support and in some cases complementary therapies o patients in
their homes.

Invest to Save Budget

3.52 The 'Invest to Save’ Budget (1SB) was introduced by the
Government in 1999 to encourage partnership and cross-
bnundar}' wurking !:l-_l..r Government dupartmﬂ!:s; 10 Was
subsequently extended to local authorities and the NHS.

3.53 The aim of ISB is to provide more assistance towards the
cost of innovative projects, which may need up-front funding not
otherwise available. The ISB will seck to realise the gains, which
should be in the form of efficiency savings and/or benefits to the
public. ‘Invest to Save’ is a practical example of the Government's
commitment to modernisation.
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Supporting projects
3.54 Following the announcement of ISB Round 8, funding will
be received to fund the following projects:

® London Srreet Rescue
The pilor will test whether use of a telephone helpline by the
emergency services and the public, to directly task voluntary
sector homelessness providers to respond to vulnerable people

on the streets, is a berrer value alternative to dialling 999,

® Provision of Enhanced Medical and Care Services in
Custody Centres
The improvement of medical and care services in Surrey
Custody Centres (Static and Mobile) capable of providing fast
and fully supported 24/7 responses and critical incident
management capability consistent with measurable and
accountable service standards through use of Surrey Ambulance
Service Paramedics and Voluntary Sector Nursing Personnel.

RECOVERY OF NHS COSTS FOLLOWING
ROAD TRAFFIC ACCIDENTS

3.55 For over 70 years, hospirals have been able to recover the
costs of reating vicrims of road traffic accidents who have gone on
to make a successful claim for personal injury compensation.
The principle behind this is thar those causing injury to others
should pay the full cost of their actions, including any related

I'I-L';'I.I [ Il CArc Coss.

3.56 The Road Traffic (NHS Charges) Ace 199990 pur in place a
centralised recovery scheme administered on the Department’s
hehalf h-:r' the Cnmpensatiun R.::r_'{wcry Unie (CRL), which is
part of the Department for Work and Pensions. In 2004-05,
CRU recovered more than £117 million, money which was then
given direct to the trusts that provided the treatment.

3.57 Work continues to expand the current scheme so that in the
future NHS hospital trearment and NHS ambulance service costs
can be recovered in all cases where personal injury compensation
is paid. The legislative framework for this is contained in Pare 3
of the Health and Social Care (Community Health and Standards)
Aer 200303,

PERSONAL SOCIAL SERVICES (PSS)
EXPENDITURE

3.58 The Department provides a significant proportion of the
financial resources needed to deliver the social care commitments
of local authorities in England. Chaprer 6 details the adults’ social

care provision for 2006-07 and 2007-08, made available by the
Department.

3.59 Figure 3.15 shows the latest available local authority
current and capital expenditure on social care services. Berween
1994-95 and 2004-05, the net current expenditure has almost
doubled in real terms.

Figure 3.15: Expenditure by Local Authorities on Personal Social Services

£ million
1994-95  1997-98  1998-99 1999-2000 2000-01  2001-02  2002-03  2003-04 2004-08
outtum outtum  outtum outturm outtum outtumn  outtum ocuttum  outturn
Current expenditurg
grods 7503 9984 10,847 12,048 12,848 13,598 15,199 16,839 18,219
charges'™ BRG 13350 1.788 1.998 2152 2,219 2305 2077 2,001
net
cash 6417 B454 0059 10050 10,696 11,369 12,894 14,763 16218
real terms E.514 9,804 10372 11,285 11,855 12,297 13,517 15,078 16,218
Capital expenditure
Broas 185 150 1400 134 1546 158 199 2040 285
income G4 43 53 51 63 T 75 74 75
met 116 107 g7 B3 93 RE 124 185 210
Total local authority expenditure
pross 7.648 16134 110,567 12,182 13,004 13,756 15.398 17,099 18,504
charges/income 955 1,573 1,841 2049 2,215 220 2,380 3,151 2,076
net 6,733 8,561 S 146 10,133 10,7859 11,457 13,018 14,948 16,428

Sonrce: PSS EXD, RO and RA LAs Retuerns,
Fowsmartes:

(1) Grogs curvent expenditure, income from charges and capital figures ave not available for 2005-06,

(2} Ar 200405 prices wsing the GO deflator,
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CHARACTERISTICS OF CAPITAL
INVESTMENT

4.1  In conrast o revenue expenditure, which is expenditure on
goods and services to be consumed in the current financial year,
capital investment is expenditure now (rypically on buildings and
large picces of equipment) which will continue ro provide
benefits into a number of fumre hnancial years. To count as NHS
capital expenditure, the expenditure must generally be on assers
that individually cost £3,000 or more and that are recorded on the

II'liII'JI'I'L'C th’L"[ =3 fil\iﬂd ASLCIS,

AVAILABLE CAPITAL RESOURCES

4.2 In this, the 2nd year of the 2004 spending review (SR 2004),
the public capital resources available to the NHS will increase by
a turther £950 million (21 per cene real) to £4.9 billion, giving the
health service further scope to improve the qualicy of the assets
with which services are delivered. As in previous years, there will
alzo be further investment |:|'|mug|1 the privare finance initartive
(PFI} and :|1mu1:,h NHS LIFT {Local Implm-‘q:mq'm Finance Trust)
the Public Private Partership (PPP) vehicle for transforming
primary care premises, Some capiral assets will also result from the

independent sector reatment centres programme.

4.3 "The capital resources available to health are set out in
Figure 4.1. The remainder of this chaprer explains how NHS
systems reforms will impact on the management of capinl
investment and how public capital resources will be diseribured o
the NHS. It also outlines the priorities for capital investment
during 2006-07 and progress with the PPP arrangements for
d1:|ir-.'ri111.-_'i|n|1rnwd MHS Facilities.

Figure 4.1: NHS Capital Spending 2005-06 to 2007-08
{resources)

£ million

2005-06  2006- 2007 -

Forecast 07 08

Outturn  Plan Plan
Government Spending 321 4862 5798
Lercewtape Real Termy Gromwd® 21.3 6.2
Foundarion Trust Capiral
Expenditure SH) 265 401
Percentage Real Teerms Crroify™ nlar miin
Reccipts from Land Sales 393 205 1300
Fercensage Real Tern Ciroweh™ —i%f =382
PFI Investment 1,188 1,111 1,327
Percevsage Real Terms Coraly™ &7 It
Total 5.992 6,543  7.656
FPercentage Real Terms Cirowl™ i I4.0
Footuete;

" Real terins gront calendased nsrg GOP deflaors 12090104, 585107, 364
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Figure 4.2: Disposition of 2006-07 Capital Resources

£million.
Total capital resource for Investment in Health 6,543
Less: PFI Investment -1,111
Gross Public Capital available for investment
in DH and N 5432
Les:
Capiral funding for Department of Health 18
Capital grants to independent sector partics Gy
Costs from the management and disposal of the
“retained estae”: 10
MNHS Trust Receiprs from asser sales
(normally reinvested bocally) 120
CFH ceniral capanal spend 100
Orther central capisal spend, includin
Capital Funding for ALBs and funds
innovations in capital procurement I44
~1,358
HCHS capital available for allocation to
MHS Organisations: 4,074
Ta e allocated as follons:
Direct allocations to Strategic Health Authorities,
NHS Trusts and Primary Care Trusts
SHA Strategic Capiral D41
Trust and PCT Operarional Capiral 1,100
Total Diirect Allocarions for local prioritisation 2041
Programme Capital Budgets
PACS & other local implementation of CfH 124
Community Hospirals i
Choose & Book Incennives 55
Resource cover and emabling for 1S procurement 114
Coronary Heart [Dhscase 40
CAMHS Specialist Services and other Childrens
IEVESTIIENTS 7
[rugs Misuge 38
DSPD 0
£l
m:?ﬁtth place of safery and PICL =
High Secure Facilities 23
Audiology 2ix
Dieneal Scheol expansion 20
Medical school places & radiology Academies 1%
Improving provisions of decontamination
SEFVIOES 43
Cither investment in physical capaciey 15
Resources reserved 1o cover ﬂgsiul expendinure
by FTs and uncommirced fun 1,374
2033

NHS REFORMS

4.4 As set out in chaprer 5, reforms to the NHS's organisational
structure will continue during 2006-07 with changes to the
configuration and functions of SHAs and PCTs. However, the
reform likely to have the most profound impact on capital
investment is the wansition of further NHS trusts o NHS
foundation trust (NHS FT) status.




4.5 NHS FTs are free o reinvest all cash generated from their
operations, rather than relying on operational and strategic
capital allocations for the maintenance and replacement of their
assets, and they may borrow from a loan facility to fund further
capital investment. {

4.6 Ar the time of writing, there are 32 NHS FTs, with 24
further applications under consideration by Monitor. Capital funds
for these organisations are not included in allocations bur are
“pooled” centrally to cover investment by NHS FTs,

CAPITAL FUNDING SYSTEM REFORMS

4.7 Ower the past few years, capital resource has been allocared
on a formulaic basis w0 NHS trusts and PCTs, as operational
capital (based on depreciation and thus the current asser-bases),
and to SHAs, as strategic capital (based on weighted capiration),
or from central programme capital budgers, targeted at particular
INVESTMent ﬂhj::cti\-'cs.

4.8 Continuing with this system is likely to have two potential
difficulries:

® capiral resources could be allocated o organisations thar
under partient choice may anract less activity and thus less
revenue income with which to service the capital charges
resulting from its investment; and,

® NHS trusts may develop investment plans under the current
SYstem thart may not be allowable within an eventual prudt.'n[i:ll
borrowing limit (PBL), thereby creating an obstacle o their
transition to foundation status.

4.9 For these reasons, it is planned to move from 2007-08 to a
system for distributing capital investment funding o NHS
trusts that is more similar to that applying 0 NHS Fls.
Consequently, the capital allocations for 2006-07, thar were
announced on 15 January 2006, are expected to be the last.

CAPITAL INVESTMENT PLANS

4.10 The Department’s planned disposition of capital resources
is set out in Figure 4.2. The following paragraphs provide some
explanation of these plans and whar individual budgers are
intended to deliver.

FOUNDATION TRUST CAPITAL
INVESTMENT

4.11 In Figure 4.2, one of the largest single items is the capital
resource set aside for investment by foundation truses. NHS FTs
are not dependent 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 1o
invest more than this, they may borrow o do so, provided their
projections of furure cash-flows show thar they are able 1w
afford the resultant payments of interest and principal when these
would be due.

4.12 They are authorised o borrow from commercial banks bur
‘the Department has established a loan facility to make long-term

loans available to foundation hospitals while they establish the
credit histories thar will enable them to borrow from commercial
banks ar reasonable rates. Loans drawn down from the
Dieparcment’s loan facility will be on commercial terms and several
have been agreed 1o date.

4.13 Capital investment by NHS FTs is charged to the
Department’s capital resource total so funds must be ser aside o
cover this. Although they are independent and not subject ro
capital allocarions, they are subject to the same service targers and
standards as non-NHS FTs and can therefore be expected to make
similar capital investments. Using this assumption, we have
estimated a proportion of all capital resource budgets, whether local
operational and straregic capital er capital resources planned for
SR programme initiatives (see below), that must be set aside. This
£365 million should be sufficient to cover capital investment by
the 32 trusts currently operating as NHS FTs in 2006-07, bue
further amounts may need ro be transferred o this reserve during

the year as more organisations become NWHS FTs,

INVESTMENTS CONTRACTED FOR BY
THE DEPARTMENT AND ITS AGENCIES

4.14 Where it is commercially and operationally appropriate o do
s0, DH signs contracts for the provision of services that may include
the provision of assets. In these circumstances, the expendirure is
counted as expenditure by the Department, even where the main

beneficiaries of the services are MHS truses and PCTs.

4,15 The most 5igniﬁr_':mt L"E;I.m]}l.t' of this s (:umwcting for
Health (CfH), the information technology programme thar will
transform information provision in the NHS. £1,000 million is
available for investment through this programme in 2006-07, with
a further £124 million likely to be allocated to help fund local
implementation,

4.16 The key deliverables of this programme, their benefits wo
patients and clinicians, and their important role in achieving several
PSA rargets are set out in degail in chaprer 5. In summary, the

national programme will deliver:
® clectronic appointment booking;
#* 3 Marional Care Record Service; and,

® an clectronic prescribing service, and an underpinning IT
infrastructure with sufficient eapacity to support the critical
national applications and local systems.

4.17 £144 million 15 also hr'm!.; nvested ::-:ntm'”".' for a range of
other bodies that provide services to the NHS, including bodies
such as the Healthcare Commission that provide regularory
services, and bodies such as the National Blood and Transplant thar
provide essential inpur for NHS services. This sum also includes
some capital funding for initiatives to improve the efficiency of

capital procurement.
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DIRECT CAPITAL ALLOCATIONS TO
SHAs, NHS TRUSTs AND PCTs

4.18 One of the highest investment priorities is to ensure that
local WHS organisations are able to implement the capiral
investments that they consider necessary to maintain the facilities
in which local health services are provided and the further small
and medium sized investments, which they consider necessary o

improve the quality of local services and access to them.

4.19 To fund these local investment priorities, direct allocations
have been made using national needs-based formulae, and will rotal
£2.0:41 mallion in 2006-07. E{:aring i mund thar NHS FT E:il'}il‘.'tl
spend is no longer funded from these resources, this figure equates
to an increase of around 19 per cent on 2005-06. This continues
the trend of increases of the last few years, in line with DH policy
that the NHS should enjoy greater freedom to invest 1:.1pi'm|. Of
this, £1,100 million was allocated to NHS trusts and PCTs as
operational capital and £941 million was allocared 1o SHAs as

strategic capital.

4.20 Operational capital is allocated unconditionally o NHS
trusts and PCTs and is predominantdly spent on maintaining
buildings and replacing equipment. The £1,100 million allocated
for spend in 2006-07 (after allowing for £175 million thar is
expected 1o be accessed by NHS FTs under their own
arrangements) amounts to a 25 per cent increase on 2005-06%
figure of £1,021 million and is alwogether 66 per cent higher than
the £766 million allocated as operational capiral in 2002-03.

4.21 The £941 million allocared as serategic capiral is ypically
used by SHAs 1o fund larger investments that are prioritised within
the health communiries for which they are responsible. Roughly.
after allowing for the £151 million likely to be accessed by NHS
FTs under their own arrangemenes, this equates to a 13 per cent
increase compared o lase years level of £966 million.

SPENDING REVIEW CAPITAL
INVESTMENT COMMITMENTS

4.22 The Department’s capital investment plans are based on the
need to achieve key spending review commirments, including in
particular the 18-week maximum waiting time for rrearment, and
other service targets such as those contained in narional service

frameworks.

4.23 In deciding how this SR programme capital should be
managed, the Department has considered carefully whether it is
essential to manage the funding centrally, for example where the
distribution of need varies from region to region, or whether the
funding is best managed locally because investment needs are best
understood at that level. Whether included in direct allocations or
centrally managed, capital funding has been planned for:

® improvements to access and waiting times, in particular with
capital funding for increasing the availability of the most modern
diagnostic equipment;
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® [ocal implementation of Picture ;"er'tiving and Communications
Systems (PACS);

® cancer screening and finishing the programme of investment in

CHD facilities;

® increasing the availability of drugs misuse treatment and

rehabilitation places;

® children’s health services, including improving hospital
enviranments where children’s services are delivered, in line with
the national service framework and facilities to support the
extension of child and adolescent mental health services o
16 o 18-year-olds;

® mental health facilities, including increasing secure capacity,
improving in-patients psychiatric ward and intensive care
environments and increasing the provision of ‘dedicared places
of safety’ for psychiatric assessment as required by section 136
of the Mental Health Ace 1983,

L FIJFFI'.IET investment to :S-LIPI'.II.'I:I'[ l:{inﬂpﬂ[l’l}" .Sl:rltﬂniﬂg as
recommended by the NSF for diabetes and further increases to
dialysis capacity to meet rising demand;

® improving the environments in sexuial healeh dinies, which have
often received insufficient capital investment in the past and are
frequently in poor accommodation;

® workforce training and in particular expanding the number of
tra'ming plm:r_q for denrises:

® additional physical capacity, including funding to support the
development of further one-stop primary care centres; and,

® further decontamination projects.

CENTRALLY MANAGED CAPITAL
INVESTMENTS

4.24 Figure 4.2 contains a list of the ca.piml hudg:ls thar we
expect to remain centrally coordinated and allocared in 2006-07.
These will be retained, in the main, because allocation through the
capitation-based strategic capiral allocation formula would not
achieve the uneven distribution of :::Fiml Funding necessary 1o
deliver the investment objectives, These centrally coordinated funds
include the following:

Coronary Heart Disease

4.25 A further £79 million is available for capital investment in the
modemisation and expansion programme for cardiac services. OF
this, up to £50 million will be invested during the current vear, with
a significant proportion of thar being spent in the foundation trust
sector. This will complete a major capital programme thar
includes 19 cardiac centres ar a cost of £600 million, which will
expand cardiac services with around 27 additional cardiac theatres,
critical care capacity, diagnostic services, outpatient facilities and 620
extra beds. To date, nine schemes have been completed and a
further four are expected to be completed in 2006-07,



4.26 This investment has already helped 1o reduce waiting
times for heart surgery patients in the arcas served by the units
receiving funding. Capital investment is also being targeted ar
expanding diagnostic angiography to reduce waiting times for wests
and in-patient admissions and catheter laboratorics to support
increased access to angioplasty.

Mental Health

4.27 £108 million of capital is available centrally in 2006-07 for
investment in mental health faciliies. In addition o fu nding
improvements to in-patient psychiatric wards and intensive care
environments and increasing the provision of “dedicared places of
safery” for psychiatric assessment, as required by section 136 of the
Mental Health Ace 1983, there will be continued investment in
developing facilities for people with dangerous severe personality
disorder (DSPD) and high secure facilities. There will also be
investment in facilities o permit the transfer of some paticnts into
more appropriate care settings and to develop specialist faciliries
tor particular client groups, including medium secure facilities for
deaf people and dedicared units for women.

Waiting Times and a New Direction for
Community Services

4.28 The 18-week maximum waiting time for trearment and
the White Paper, Owr Health, Our Care, Onr Say*® will be
important drivers of capital invesement in 2006-07. In addition
to significant capiral furu:ling in SHAS SErategic capital allocations
for investment in diagnostic equipment in primary care and
community sertings, £189 million of capital will be held cenerally
in 2006-07 for these initiatives.

4,29 This includes £107 million of capital resource cover thar has
been reserved to cover the balance sheer implications of the
im]q:rfm.lcnr sector reatment centres ([STCsh because, even
though the set-up investment is provided by the private sector, the
namre of the contract means thar auditors are likely to view them
as WHS assets. The remainder will be used in the early stages of
the programme fo deliver a new generation of community
hospitals, as sct out in the White Paper and also to fund the capiral
incentives scheme to encourage early uptake of 'Choose &
Bool', the electronic appointment booking system.

Decontamination

4.30 A further £37 million of capiral funding will be managed
centrally in 2006-07 to continue improving NHS
decontamination facilities and thereby lessen the risk of
transmitting vC]D and other infectious diseases.

4.31 This will bring to nearly £300 million the amount that the
Department has allocared for decontamination in hospitals since
2001-02 for the replacement of worn-our equipment, the
upgrading of unsuitable premises and the purchasing of surgical
instruments to facilitate centralised processing,

4.32 The initiative is now in its sccond phase, that of purting
arrangements in place to ensure that the redeveloped
decontamination facilities continue to meer the latest standards,
and will require continued investment.

4.33 This will increasingly be through joint venture arrangements.
At the time of writing, 18 projects involving 82 NHS trusts and
NHS foundation trusts are looking to modernise their sterile
services via a joint venture with a private sector sterile services
provider. The first, involving the Bradford, Leeds and Calderdale
Trusts, is expected o award the contract 1o irs preferred bidder in
the early part of 2006 and should be running in the spring of
2007. The other four projects in wave 1 — South Manchester,
Birmingham, Thames Valley and Kent — should be operational
larer the same vear.

Drugs Misuse

4.34 £38 million will be available in 2006-07 to fund the capiral
costs of increasing the number of in-patient places for drug
treatment and drug rehabilitation. In-patient and residential
facilities are under-provided for within drug treatment pathways
and unlike other rypes of drug treatment have not grown in recent
years. A shortage of these facilities reduces patient choice and the
proportion of patients who become drug-free.

Capital Funds for Other Uses

4.35 A turther £63 million is currently set aside in the 2006-07
disposition for a number of smaller investments including
continuation of the investment in digital hearing aids and some
funding for childrens' services, to cover amongst other things
ﬂr:n:iingchﬂd and adolescent mental health services o 16 o 18-
yia r-olds and the requirements of the f_efm:'ng‘ ' report, rcgnrding

child protection.

UNALLOCATED CONTINGENCY

4.36 The capital disposition currently contains a substantial
contingency, that is being held to cover possible additional capital
pressures thar are Fikj:]}'. but not yet ﬁ.irr:l:lH_\\' detailed in 2006-07"
investment plans. Examples include potential further investmene
in implementing the White Paper and a potential acceleration of
capital spend by NHS foundation trusts.

DELIVERY OF PUBLIC CAPITAL
FUNDED BUILDINGS AND WORKS
— NHS PROCURE21

4.37 ProCure2] was launched in April 2000 as the NHS
response o Rethirking Comstruction® and HM Treasurys Achieving
Frcellence'. It provides a standardised approach to the procunement
of public-capital funded healthcare facilities in the NHS, based upon
long-term relationships with pre-selecred supply chains.

4.38 A competitive OJEU (Official Journal of the European
Union) tendering process took place to select principal supply chain
partners (PSCPs) to a national framework. NHS trusts can select
a partner from this framework without the need to go through an
additional OJEU process. The intention is that NHS facilities are
completed on time, within budget and are well designed 1o provide
first class facilities for NHS parients.
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4.39 The MProCure2] programme was rolled out natienally in
Seprember 2003 and is becoming an established method for
publicly funded construction and refurbishment in the NHS.
le has started to deliver tangible benefits for patients. The
progress of the initative is summarised in Figure 4.3,

Figure 4.3: Summary of ProCure21 Schemes

Stage Number of schemes  Value (€ million)
Pre-construction a5 1,400
Chsite 05 575
Completed 74 287
Toral 234 2,262

4.40 Completed schemes include:

® Ormskirk Hespiral - new marernity and paediatric unit

® Phoenix Unit (mental health provision) at Springfield University
Hospiral;

® Milvon Keynes General Hospital - treatment centre; and,

L "\'.;'Iiililil'lgtl::l]'l Hmpim| = {Iiﬂgnmric reatment Cenre,

4.41 The provision of these facilities is :L||nwing p.uicl:[.s [0 BOCCES

these services more quickly since they have been provided

without the need for the NHS trust to go through the OJEU

selection process.

4.42 The ProCure2] programme is being further developed and
improved to ensure thar value for money in the use of public funds
for NHS construction projects is effectively demonstrared.

RESTRICTIONS ON CAPITAL TO
REVENUE TRANSFERS

443 In 2006-07, the Department expects to have no flexibility
to vire capital funds to revenue, except for the flexibilities thar exist
around capital grants to the private sector and public corporations,
which are accounted for as revenue resources bur count as
capital investment in the narional accounts. This means thart che
funding must be used to invest in buildings and equipment assets
and cannot be diverred to other uses, such as financing deficits.

PUBLIC PRIVATE PARTNERSHIPS AND
INNOVATIVE INVESTMENTS

4.44 The NHS is continuing its major programme of investment
through the use of public private parmerships:

® PFl, which continues to deliver most of the major hospiral
hu”dihg schemes: and,

® NHS LIFT, an investment vehicle for modernising primary
CATE Premises.

4.45 The partnering principle is also incorporated in the
Deparement’s ProCure2 1 initiative.

4.46 Recent progress of these initiatives and their plans for
2006-07 are outlined below.
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PFl - 100 Hospital Schemes

4.47 Over the past twelve monchs, PFl contnued o hr:||'.l
deliver the NHS Plan™* target of ensuring that over 100 hospiral
schemes will be delivered by 2010.

4.48 During 2005, a further six PFI schemes with a combined
capital value of nearly £650 million became operational. This
means that in total, 57 hospital schemes are now operational
against the NHS Plan rarger. OFf these, 48 were delivered under the
Private Finance Tnitiaiiod® .,

4.49 In addition to those schemes that became operational in
2005, a further 6 reached financial close and began construction
making 2 total of 31. The new schemes under construction
continue to vary widely in terms of size, purpose and location;
examples are:

® the new £24 million Morthern Neuro Disability Service
Cenrre in Newcastle will bring rogether a range of neurological
specialities currently undertaken across the region;

® £129 million oncology rationalisation by Oxford Radcliffe
Hospitals will provide facilities for a full range of modern
di;lglms:i{“. medical and surgical CAMCET SCTVICES:

® new Daventry Community Hospital costing £28 million will
allow mere local people to receive services closer to home in a
high quality environment; and,

® the £326 million scheme being undertaken by Sherwood Forest
Hospirtals NHS Trust to redesign Kings Mill Hospital and
Manshield Community Hospiral. The scheme also includes the
re-development of local primary care facilities, improvements o
Mewark Hospital and significant investment in information
[L‘Chnﬂ]ﬂg&".

4.50 In The NHS in England: The Operating Framework for
2006-07%, published in January 2006, the Government
reaffirmed its commitment to the hospital building programme
and confirmed that PFl would continue to be the delivery vehicle
for the majority of capital developments in acure services.

4.51 In doing s0, a number of measures were put in place o
ensure the long-term viability of the programme:

® SHAs have been asked o work with PCTs and trusts to
reconfirm their investment plans (including PFI schemes) in
light of current reforms o the NHS. This specifically includes
choice, movement of services into primary and communiry
sertings, and the current and new financial regime. The
Department will issue guidance on assessing the impact of these
reforms on their schemes and on all aspects of affordability.
5HAs will need to have their conclusions rarified |:|:|.' the
Deparement before proceeding;

® trusts with significant deficits will not be allowed to proceed to
market with large capital investment schemes without agreed
plans to deal with those deficits before financial close; and,

® in furure, trusts will be required to obtain formal approval prior
to appointing a preferred bidder on a PFI scheme.

[ v —




4.52 Shortly afterward, the White Paper, Our bealth, Our Care,
Our Say, emphasised this message by confi rming thar long-term
planning of all capital schemes must be consistent with the move
of services out of hospitals and thar all the financial impacts are 1o

be considered by the trust.

NHS LIFT

4.53 The MHS LIFT initative s contributing to the
redevelopment of primary care infrastructure. In doing so, it is
addressing several of the main themes of the White Paper on our-
of-hospital care. It aims o improve the infrastructure of primary
and social care by providing buildings that are fully up-to-dare and
which are located where they are most needed. This helps
improve patient access to primary and social care services and also
helps o improve the quality of those services.

4.54 NHS LIFT also aims to improve quality in primary care
through the delivery of primary care services in purpose-built
buildings that are fit for use in the 21st century, This improves the
morale of staff working there and, therefore, the quality of care they
give, and it helps 1o arrract more G into inner-city areas where,
formerly. conditions were unlikely to attrace GPs. Furthermore,
LIFT is supporting patients to make informed decisions abour
their healthcare through the provision of proactive health
interventions such as community eafes, community space and

COTmImu ﬂl{}' FESOUNCE TS,

4.55 As NHS LIFT enables GGP's and other health professionals
to work together in the same buildings, this helps ro reduce the
number of journeys thar patients must make berween different
health professionals. It alse helps the NHS o move mare
services from hospitals o the primary care sector and so gives
patients easier access to services. In many cases, local authority saff
also work in the same hui]dings.. and in some cases the MHS and
their local authority partners are, in effect, delivering an integrated
health and social eare service.

4.56 Local LIFTs are being set up as limited companies with
primary care trusts {(PCTs), the private sector and Partmerships for
Health (PFH), as sharcholders. Established in Seprember 2001,
PfH is the 50:50 joint venture company between the Department
and Partnerships UK and provides procurement support 1o
local NHS LIFT schemes as well as equity investment.

4.57 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 a mix of
both rural and inner city LIFT schemes, including parts of the
country designated as growth areas by the Office of the Depury
Prime Minister.

4.58 There are now 50 LIFT schemes of which, all 42 schemes
from the initial three waves have reached financial close. From
these schemes, nearly 70 primary care premises are open to patients
with over 50 more expected to open in 2006, Sce Figure 4.4 for
“a full list of NHS LIFT schemes. By the end of 2005-06,
MNHS LIFT will have attracted nearly £775 million of privare
capital investment and this level of investment will continue to

grow in 2006-07 and beyond. This programme is supporeed by
£210 million of public capital.

ASSET DISPOSAL

4.59 The Sold on Health*™ report recommendations regarding the
disposal of surplus NHS estare continue to be implemented. These
required a corporate approach to the disposal of surplus estate to
achieve best value, and proceeds from this central disposal have
made a valuable contribution o the Department’s capital funding
in recent years.

4.60 Following agreement with the Office of the Depury Prime
Minister, in April 2005 a ground breaking partnership was entered
into berween the Department and English Partnerships. The
partnership involves nearly 100 surplus sites in the ownership of the
Secretary of State for Health being transferred to English Partnerships
to assist in the Government's sustainable communities programme.
The majority of the sites will be redeveloped with housing and it is
estimated that they will provide around 15,000 housing units many
of which will be affordable, including for WHS key workers.

4.61 The properties are being transferred in phases during
2005-06 and 2006-07 wich an imical payment of £280 million
received in 2005-06 and a further £40 million in 2006-07. Further
payments will be received in fumure years linked to the onward sale
of the sites by English Partnerships. In addition, during 2005-06
£45 million is expected from the disposal of other surplus
property owned by the Secretary of State for Health.

4.62 Further sales of surplus property thar is owned by NHS

trusts and PCTs are expecred, yielding in the region of a further
£100 million for reinvestment in local services.

INVESTMENT IN PERSONAL SOCIAL
SERVICES

4.63 In social care, new investment has been primarily through
revenue funding, which allows local authorities to commission,
develop or purchase services, to launch joint funded partmerships
and to develop innovation in social care through the privare
finance initiative.

4.64 Nevertheless, in 2006-07, there have been increases in the
mpiml Fundini; available o deliver prrs-crn:l social services
comparable to those for the NHS. Not included in the above capiral
disposition is £101 million carmarked to support investment in
personal social services, as well as £115 million of “PFI Credits” to
support the development of rypically larger social care investments.

4.65 Asser-based services can also be supported via the
mechanisms set out in the 1999 Health Act Partnership
Arrangementt”, which enable:

® pooled funds;
® |cad commissioning;
® integrated provision; and,

® money transfer powers.
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also housing and educarion.

Figure 4.4: NHS LIFT Schemes
Strategic Health Authority

LIFT Schemes reached Financial Close with bulldings open to patients

Avon, Glowcestershire and Wilishire
Birmingham and Back Country
Birmingham and Black Country
Birmingham and Black Counrry
Cheshire and Merseyside

Cheshire and Merseyside

Cumbria and Lancashire

Careater Manchester

Careater Manchester

Grreater Manchester

Hampshire and the Isle of Wight
Leicestershire, Morthans and Rutland
MNaorfolk, Suffolk and Cambridgeshire
MNorth & East Yorks and North Lincolnshire
Morth Central London

Morth Cenpral London

Morth East London

Morth East London

Morth East London

Morth West London
Morthumberland Tyne and Wear
South West Peninsula

South West Peninsula

South Yorkshire

Thames Valley

Trent

Trent

West Yorkshire

West Yorkshire

‘i -ﬁ‘ﬁ -l"l" Ihl—'—"'f ]1‘1""": M" '[:ll.'lt'rl U a5 new fnrms Dr iI'I VESIITICNE [N
Joint services, incorporating a mix of health and social services, and

Scheme

Bristol

Sandwell

Birmingham and Solihull
Wolverhampron

Liverpool and Sefron

5t Helens, Knowsley and Warringron
East Lancashire

Ashron Leigh and Wigan
Manchester, Salford and Trafford
Oldham

East Hants, Farcham and Gosport
Leicester

MNorfolk

Hull

Camden and Islingron

Barnet, Enfield and Haringey

East London

Barking and Havering

Redbridge and Waltham Forest
Ealing. Hammersmith and Hounslow
Mewcastle

Cornwall and the Isles of Scilly
Plymouth

H.:rnﬂqr

Oxford

Seuthern Derbyshire

Grearer Nous (Gedling)

Leeds

Bradfiord

LIFT schemes reached Financlal Close with buildings under canstruction

Birmingham and Black Country
County Durham and Tees Valley
Essex

Kent and Medway

Morth West London

Morth Wesy London

Shropihire and Swafford

South East London

South West London

S-nu:h '!li'ur]-i.ﬁhin'

South Yorkshire

Trent

West Midlands Sourh

LIFT schemes in early stages of procurement

Avon, Gloucestershire and Wilishire
Bedfordshire and Hertfordshire

Essex

Greater Manchesrer

Gireater Manchester

Hampshire and the lsle of ‘Wight
Kent and Medway

Leicestershire, Northans and Rutland
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Dudley Sourth

Tiees Walley

Caolchester and Tendring
Medway

Brent, Harvow and Hillinggdon
Lambeth, Southwark and Lewisham
Morth Staffordshire

Bromley, Bexley and Greenwich
South West London

Doncaster

Sheffield

Morth Mours (Ashfield)
Coventry

Wileshire

Sourh Exst Midlands

Sourhend, Castle Poine and Rochford
Rochdale, Bolvon, Heywood and Middleton
Bury, Tameside and Glossop

5% Hampshire

Sustainable Communiries in Kene

South Midlands



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

THE MODERNISATION AND REFORM PROGRAMME:
5.1 OVERALL STRATEGY

5.43 PROGRESS WITH INVESTMENT AND REFORM
WHAT IS BEING DELIVERED FOR PATIENTS:

5.186 CAMCER -
| improve care of patients with cancer and reduce
i mortality and morbidity from cancer

; 5.227 CORONARY HEART DISEASE AND STROKE -
| improve the care of patients with CHD and stroke, and
| reduce mortality and morbidity of CHD and stroke

;‘ 5.243 OLDER PEOPLE'S SERVICES -
i improve the care provided to older people
| 5.262 MENTAL HEALTH SERWICES -
improve the care of patients with mental illness and
reduce mortality and morbidity from mental illness

5.280 CHILDREN -
improve children's health and social care services

5.298 SUPPORT FOR PEQOPLE WITH LONG-TERM
CONDITIONS {chronic disease management)

5.335 IMPROVING THE PATIENT EXPERIEMCE

5.399 NHS DIEECT

5408 MODERNISING PATHOLOGY SERVICES

5.414 MHS DENTISTRY — REFORM PROGRAMME
5.420 A VISION FOR PHARMACY

5442 AUDIOLOCY MODERMISATION PROJECT
5.444 GENETICS WHITE PAPER

5.448 INDEPENDENT RECONFICURATION PAMEL (IRF)

5.451 NATIONAL SPECIALIST COMMISSIONING ADVISORY
GROUP (NSCAG)

IMPLEMENTING CHOOSING HEALTH:
5,459 HEALTH INEQUALITIES -

improve public health services and reduce inequalities in
health status
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THE MODERNISATION AND REFORM
PROGRAMME

OVERALL STRATEGY

5.1 In March 2000, the NHS was set the challenge to
maodernise and reform its pracrices alongside an historic four-year
increase in funding. The NFS Plan™ set out measures 1o
modernise the NHS to make it a health service fir for the 215t
century and purting patients” needs a its cenre.

5.2 The plan involved the largest consultation exercise ever
undertaken within the health service.

5.3 The first five years of the plan have been about building
capacity and capability. The coming years will be abour improving
quality, making sure that we get best value for money and use the
new capacity and capability to build a truly patient-led service.

The NHS Plan - Step by Step Reform

54 The NHS Plan sets our a programme of change,
underpinned by ten core principles, which aim to tackle the
systemic problems which have undermined the effectiveness of the
NHS. 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 transforming the
NHS. Improvements are being delivered in key areas such as
reduced mortality rates in cancer and coronary heart disease.
Expanded capacity and improved ways of working are delivering
improved access and quality across a range of NHS services.

5.6 The investment and reform initiated by the NHS Plan in
2000 has delivered results for patients. The NHS fmprovement Plan
— Putting People ar the Heart of Public Services™®, published in June
2004, and Creating a Patient-Led NHS™¥, published in March
2005, both build on the commitment to a ten-year reform process
first set our in the NFS Plan.

5.7 Strengthening of the commissioner role has begun to
ensure that patient choice is made truly real. Commissioning a
Fatient-Led NHS™, published in July 2005, started this phase of

reform,

The NHS Improvement Plan - Putting People
at the Heart of Public Services

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

5.2 The NHS Inprovement Plan sets our how this massive
investment will be used in transforming the patients' experience
of the NHS providing faster access o services, choice of services,
more effective treatment of long-term conditions in the
community and action on public health,

5.10 The NHS Improvement Plan sers out how the ongoing
reform coupled o investment will deliver transformed services. The
key objectives are:
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* waiting for treatment will reduce to the point where it is no
longer the major issue for patients and the public with
maximum waits of 18 weeks for hospiral treatment and
patients offered real choice;

*® people with long-term conditions will receive higher-guality care
through the expert patient programme, the introduction of
community matrons and the GP coneract;

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

® NHS foundation trusts, treatment centres, independent sector
providers of NHS services and a wider range of primary care
services will enable patients to have a greater degree of choice;

*® more staff and more flexible working will contribure ro better
quality and more choice;

® berer use of informarion and information rechnology will drive
improvements in patient care, for example electronic booking
and preseribing;

® 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 to PCTz
and the MHS. There will be fewer narional rargets and fewer
arm’s length bodies.

Restructuring and Reorganisation

5.1 Commissioning a Patient-Led NHS was published on
28 July 2005. Its aim was 1o ensure thar the NHS secured the best
possible health and healtheare, for all patients, in every local area.

5.12 Atirs heare was a commitment to deliver stronger PCTs with
a more focused role, especially in relation to the following:

® o commission betrer services for patients;
® o work more closely with local government: and,

® to ensure that we get the best value for money from the system.

Progress to Date

5.13 The first stage of the reorganisation is now underway.
Consultations on proposals for PCT configurations began on 14
December 2005 and concluded on 22 March 2006. It is
anticipated that PCT reorganisation will be completed in
Ocrober 2006. The SHA reorganisation announced on 12 April
2006 ser out the creation of 10 new strategic health authorities:
& March East;

® MNorth Wesr;

® Yorkshire and The Humber:

® East Midlands:

® West Midlands:




® Fast of England;

* [ondon;

® South East Coast;
® Sputh Ceneral; and,

® South West

5.14 The purpose of these ch:lngt: i5 10 see improvements in
health and services. Reconfiguration is not an end in iself. This
process is about ensuring organisations are properly configured and
fully prepared for their new role.

5.15 This is also being followed by the d:w:lnpmcn'[ of a "firness
for purpose’ tool, in conjunction with PCTs, which incorporates
an assessment ol ro look ar financial viabiliry, strategic planning,
governance arrangement and exvernal relationships. Ie also
contains a diagnostic tool which will allow '"CTs to compare best
practice mmmiss'i-:-ning across all services {including those
commissioned jointly with social care), identify gaps and produce
a high level development plan.

Health Reform in England

5.16 Much has been achieved during the last five years of
investment and reform, but we need to go further. The aim is o
achieve an NHS that is ‘self-improving’s 1o provide the highest
possible quality of care, delivered in the most efficient way, led by
the needs and wishes of patients and supported by staff. Such an
in-built dynamic for continuous improvement is essential o enable
the NHS o itr:r:p pace with Fast chnnging !c-l:hnn|ng}.-'. to tackle
inequalities and 1o raise standards of care,

5.17 The reforms will give docrors, nurses, managers and other
MNHS pmﬁ:sinnnh incentives to drive iu:|1|.1-ruv:'||'u:nts in health and
healthcare, and o increase rﬁpnnsiw:ncss 10 patients.

5.18 The reforms are a means to improvement rather than a
blueprint for how services should be delivered. They will support
the development of high-quality services by embedding the right
balance of incentives, transparency, pluralicy of providers and
patient choice into the system. Better commissioning of healthcare
services will be critical.

5.19 These reforms are rooted in the core values of the NHS:
providing equal access to care that is available at the point of need
regardless of ability to pay, personal to the individual patient and
achieved within a raxpayer-funded system thar must demonstrace
value for money.

Independence, Well-Being and Choice - Our
Vision for the Future of Adult Social Care

5.20 This Green Paper, published in March 2005, set out our
vision for the furure direction of social care for adults of all ages
in England, and informed a significant part of the thinking behind
the Owr Health, Our Care, Our Say White Paper®®. In facr, the
White Paper confirms the Green Paper’s vision of high-qualiry
support that meets people’s aspirations for independence and
greater control over their lives, making services fexible and more
‘responsive to individual needs.

5.21 The vision expressed in [udependence, Well-being and
Choice™™, encompasses both older people and younger adults who
need care and support, people with a disability or mental health
problems, and people who care for or support other adulrs,
including care service providers.

5.22 We believe thar services should be person-centred, seamless
and proactive. They should support independence (and not
encourage dependence) and allow all sections of society to enjoy
a good quality of life, including the opportunity to contribure fully
to community life. Services should treat people with dignity and
respect, helping them to overcome barriers ro inclusion.

5.23 Within the next 10 to 15 years, we propose to work with
people who use social care services to help them transform their

lives by:
® ensuring they have more control over the care they receive;

® giving them greater choice, and helping them decide how their
needs can best be mer;

® giving them the chance to do the things thar other people take

for gmntcd. -L'Spt‘:l:i:]“}" within the wider community: and,

® giving the best quality of support and protection to those with

the highest levels of need.
5.24 We aim o achicve this by:

® changing the ways in which social care services are designed. For
example, we will give people more control over services
through self-assessment, and through planning and
MAnAgement of their own services, :tlwa}rs with n|1|1mpri;m_'

levels of advice and support;
® developing new and innovative ways of supporting individuals;

® building and harnessing the capacity of the whole communiry
[0 cnsunc Th;'ll; eVieryons 1'L1.'Z ACTCES [0 lhl‘ FI.I“ nll'lg_[‘ I:!ll'-:i-l.‘n'icl'.'!-i:

I'IIH.‘L

& improving the skills and starus of the social care workforce.

A New White Paper: Our Health, Our Care,
Our Say — A New Direction for Community
Services

Why Do We Need This White Paper?

5.25 Our Health, Our Care, Our Say sets a new direction for the
whaole health and social care system. It confirms and builds on the
vision put forward the Green Paper Independence, Well-being and
Choice, and proposes a radical and sustained shift in service Lir.'ﬁwr_v
— not least by ensuring that services are more personalised. People
will have a stronger voice to drive service improvement.

5.26 People are living longer — therefore services have to respond
to ensure that this longer life is matched by years of health and
well-being. Those aged over 65 with a long-term condition will
double each decade. Cuanu:m]y, |'|l|:'£1.|l;]'|._'|.r li\'ing needs po st
carly. Not being in work affects people’s health and well-being, as
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do feelings of isolation or not being supported. Health inequalities
are still too stark and need 1o be addressed.

5.27 Medical science, assistive technology and advances in the
pharmaceutical industry will also rapidly change the way in which
prople’s lives can be improved by health and social care services.
The organisation of care, whether in hospital or in the community
must fully reflect such technological advances. For example,
procedures that could once only take place in hospital can now be
done in a community serting. Assistive technology will mean that
more people can be supported safely in their own homes.

Four Main Goals
Better Prevention Services with Earlier Intervention

.28 Primary care trusts (PCTs) and GP practices will work more
clasely with local government services to ensure thar there is early
support for prevention. For example, we will introduce a new NHS
“Life-Check’ for people to assess their lifestyle risks and 1o take the
right steps towards making healthier choices. This check is in two
stages:

® on-line or locally available self assessment: and,

® specific health and social care advice and support for those who
need it

5.29 NHS Life-Check’ will be piloted in spearhead PCTs in
2007-08.

.30 We will introduce more support to maintain mental health
and emotional well-being. For example, during 2006, there will
be an announcement on national demonstration sites for
psychological therapies for mental health,

Giving People More Choice and a Louder Voice

.31 We propose to give patients a guarantee of registration onto
a GP pracrice in their locality and simplify the system for doing
this, including the provision of better information. To ensure real
choice, we will introduce incentives for GP practices to offer
opening times and convenient appointments which respond to the
needs of their patients.

2.32 In social care, we will increase the take up of direct
payments by introducing new legislation to extend their availabiliry
to currently excluded groups and, from 2006-07, will pilot the
introducrion of individual hl.ldgcl:ﬁ. hringing together several
income streams from social care, community equipment, Access
to Waork, Independent Living Funds, Disability Facilities Grants
and Supporting People.

Tackling Inequalities and Improving Access to
Community Services

5.33 We will ensure that local health and social care
commissioners work together to understand and address local
inequalities. There will be a clear focus on those with ongoing
needs. We will increase the quantity and quality of primary care
n under-served and deprived areas, and we will ensure that people
with particular needs (e.g. young people, mothers, ethnic
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minorities, people with disabilities, people at the end of their lives
and offenders) ger the services they require.

More Support for People with Long-term Needs

5.34 People with long-term conditions will be supported to
manage their condition themselves with the right help from health
and social care services. If people have a clear understanding of
their condition and what they can do, they are more likely to take
control for themselves. To cnable this, we will treble our
investment in the Experr Parient Programme, developing an
‘information prescription’ for people with long-term health and
social care needs and their carers, and continuing to develop
assistive technologies to support people to stay in their own homes.

5.35 Many people who have to manage a long-term condition
have both social care and health needs. Therefore, to support a
more integrated approach, by 2008 we will put in place personal
health and social care plans and integrared health and social care
records. We will provide more supporr for carers.

How Will We Achieve These Improvements?

Practice Based Commissioning

5.36 Linked to our commitments in respect of commissioning a
patient-led NHS, pracrice based commissioning will give GPs
more responsibility for local health budgers, while individual
budget pilots will test how users can take more control of their
social care needs. These will act as a driver for more responsive and
innovative models of joined-up support within communiries,
delivering better health and well-being outcomes, including an
emphasis on prevention.

Shifting Resources into Prevention

5.37 Given furure demographic challenges, we must re-orientate
our health and social care services to focus wgether on prevention
and health promotion.

More Care Undertaken Outside Hospitals and In the Home

5.38 We aim to provide more care in mare local settings which
are convenient to service-users. This will include the provision of
more care in the home. Over the next year we will work with the
Royal Colleges to define clinically safe pathways within primary
care for dermarology, ear, nose and throar medicine, general
surgery, orthopaedics, urology and gynaecology. We will achieve
this partly through the introduction of a new generation of
community hospitals and facilities with strong links ro social care.

Better Joining Up of Services at the Local Level

5.39 Work will be done 1o encourage more integrated
commissioning at the primary care and social care interface. We
will develop a procurement model and best practice guidance to
underpin a joint commissioning framework for health and
well-being.

540 To assist this, we will align the budger and planning cycles
of PCTs and those councils with social serviees responsibilities



based on a shared, ourcome-based performance framework.
There will also be aligned performance assessment and inspection
regimes. Local Area Agreements will be a key mechanism for joint
planning and delivery. There will be a new role of Direcror of
Adulr Social Services, a strengthened role for Directors of Public
Health, and more joint health and social care appointments.

Encouraging Innovation

5.41 Innevation will be encouraged by greater patient and user
choice. The more that people can ensure thar services are
provided o suit their lives, the more there will be innovative
approaches to service development. For example, in primary care,
we will assise this process by introducing new ‘local wriggers’ on
public satisfaction and service quality to which PCTs will be
expected to respond publicly. In social care, direce payments and
individual budgets will ensure that services have to develop in a
More responsive way.

Allowing Different Providers to Compete for Services

5.42 In some deprived areas of the country there are fewer docrors
per head of population than in others. We will increase the
quantity and quality of primary care in these areas through

nationally supported procurement of new capacity with contracts
awarded by local PCTs,

PROGRESS WITH INVESTMENT AND
REFORM

Increasing Devolution — Driving Extra
Provision Locally

Planning Framework

5.43 In July 2004, the Department published the new planning
framework, Narional Standards, Local Action: Health and Social
Care Standards and Planning Framework 2005-06 = 2007-08"7.
This planning framework sets out the national targers for the NHS
and social care which are closely based on the PSA rgets attached
to the 2004 spending review. It also set out the architecrure of the
new planning and performance system. Its main features are:

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

® a reduced set of national targers to accelerate progress in a
focused ser of priority areas;

® more headroom for local communities ro address local
priﬂritics',

® financial and performance assessment incentives aligned to
support improvements in the system; and,

® local organisations taking a greater lead in service modernisation.

5.44 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 to 2007-08, this focuses only on the few
key priorities set out in the planning framework.

Operating Framework

5.45 In January 2006, the Department published the operating
framework The NHS In England: The Operating Framework for
2006-07%, This document sets out the service priorities for the

year.

5.46 As priorities for 2006-07, the NHS is, and will remain,
committed to dﬂiv:ling the pL’Lm servour in Narfomal Standards,
Local Action covering the three years 2005-06 to 2007-08.

Marionally, we shall be putting a particular focus in 2006-07 on:
® achieving robust financial health;
® pushing forward the implementation of reform; and,

® achicving six specific service prioritics derived from the

planning and priorities framework.

NHS Workforce

5.47 This section sets our the progress in increasing the size of the
NHS workforce since 1997 and 1999 and the new pay

arrangements that have been pur in place for NHS staff.

Nurses, Scientific, Therapeutic and Technical Staff

5.48 Figures for Seprember 2005 show thar since Seprember 1999
there has been an increase of 74,520 nurses and since 1997, there
has been an increase of 85,300, Within this increase, the number
of nurses working in primary and community care settings,
delivering more treatment, advice and support to patients either
in their homes or as close to them as possible, has increased by
23,170 since 1999 and by 28,500 since 1997. These extra
community and general practice nurses are helping o pur

patient needs at the centre of the NHS.

5.49 Figures for Seprember 2005 show that since Seprember 1999
there has been an increase of 32,140 qualified scientific,

therapeutic and technical staff, and 38,240 since 1997,

GPs and Consultants

5.50 Figures for September 2005 show thar since Seprember
1999, the number of consultants has increased by 8.670, GPs
{r_'xc]uding retainers, registrars and locums) by 4,270 and G
Registrars by 1,040. Since September 1997, the number of
consultants has increased by 10,520, GPs (excluding retainers,
registrars and locums) by 4,690 and GI* Registrars by 1,220.
Figures for September 2005 show that the number of Registrar
Group doctors has increased by 5,320 since 1999 and 6,100 since
1997.
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Social Waorkers

5.51 Figures for September 2005 show thar since Seprember 2000
there has been an increase of 12 per cent in the numbser of full tme
equivalent social workers for local councils and since September
1997 there has been an increase of 18 per cent in the number of
full time equivalent social workers for local councils.

Affordable Housing for Healthcare Staff

5.52 Using housing initiatives to support recruitment and
retention in frone-line public services is one of the Government’s
key domestic priorities. The intention in helping key workers to
buy or rent a home is to help keep them in the jobs they have
trained for, thereby retaining essential skills. Regarding health, this
is an integral part of the effort to deliver improved health

SCTVICES,

5.53 Some 3,900 healthcare workers had completed purchasing
their own homes under the Government’s Starter Home Initiative
by the end of Ocrober 2004, A new Key Worker Living
Programme started in April 2004 and 2,648 health staff had
completed on purchasing a home, or exchanged, under the open
market purchase part of this scheme by the end of January 2006.
Over 450 health seaff had, in addition, accessed the new build

product.

5.54 From 1 April 2006, a new set of funding for ‘Key Worker
Living’ will be made available for the 2006 - 2008 period which
will be marketed by zone agents appointed by ODPM/the
Housing Corporation. Subject to other eligibility criteria, all
clinical staff, excluding doctors and dentists, together with social
warkers and qualified nursery nurses employed by the NHS in
London, the South East and East of England, will be eligible

for help.

5.55 Beyond these areas, zone agents will operate throughour
England offering a one-stop shop for low cast home-ownership
products.

Pay Modernisation in the NHS

3.56 Through Agenda for Change and the new consultant
contract (2003) we have demonstrated our commitment to
improving the terms and conditions for all NHS staff. With an
nvestment of over £1 billion, we have seen an increase in the
average earnings of NHS staff at just under five per cent in the last
two years. This compares favourably with the national average of
around four per cent. As we move forward, we will continue ro
balance the need for appropriate pay awards with issues of
affordability within the service.

Agenda for Change

Progress on implementation

5.57 As reported last year, national roll-out of Agenda for
Change began on 1 December 2004, with an effective dare of
I October 2004 for most terms and conditions. The NHS put in
great efforr and by Seprember 2005 had achieved 88 per cent
assimilation. The Department has been working with NHS
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Employers and SHAs to achieve full assimilation as soon as
possible. The position at the end of January 2006 was 95 per cent

assimilarion.

Unsocial hours

5.58 The Department has agreed to a request from the joint
unions and NHS Employers for a delay in producing proposals for
the harmonisation of unsocial hours to allow for rigorous testing
and completion of the negotiation and ballot process with trade
unions.

Benefits Realisation and Productivity

3.59 Achievement of the agreed ‘Parmership Success’ criteria
published within Annex E of the Final Agreement™® can be
measured through a mixture of quantitative and qualitarive
data. The Department has, therefore, been working with NHS
Employers and SHAs to produce a benefits realisation framework
and all NHS organisations were required to produce a benefits
realisation plan. Furthermore, the benefits realisation nerwork, led
by NHS Employers, has produced a proforma for NHS
organisations to use in developing case studies and will work 1o
produce a compendium of these. Benefits from Agenda for Change
will be included within ISIP planning,

Funding

5.60 In line with requirements of the agreement, financial
monitoring during national roll-our was undertaken. This work
identified the requirement for some adjustment to ariff in
2006-07.

Two-tier Workforce

5.61 In October 2005, agreement was reached on the best way
forward on Agenda for Change for contracted our staff working
in soft facilities management. With effect from 1 October 2006,
all private sector staff who benefit from the new approach will be
entitled to rerms and conditions of employment no less Fivourable
than the Agenda for Change equivalent. They will commit ro
mtroducing systems for job evaluation and staff development, and
to working with the NHS on issues such a cleaners progressing 1o
train as health care assistants.

5.62 In the period between 1 October 2005 and full
implementation on 1 October 2006, staff will benefic from the
following interim arrangements:

® from | October 2005 staff covered by the agreement will receive
a minimum of £5.65 an hour basic pay: supervisors will receive
a minimum of £5.93 an hour; in addition, all staff will benefit
from an additional two days annual leave; then,

® from 1 April 2006, the minimum hourly rae of basic pay will
rise to £5.88 (marching the current minimum under Agenda
for Change); supervisors will move to a minimum of £6.17 per
hour; those working in the London area will receive a one-off
payment of £500 in inner London, £375 in outer London and
£125 in London fringe areas.



5.63 The costs of funding the new arrangements are to be shared
in the interim period berween MHS organisations and contractors.
From 1 Ocrober 2006, the costs of the full arrangements will be
met by the Department and this has been provided for in
2006-07 allocations.

Consultant Contract (from 31 October 2003)

5.64 The consultant contract was agreed with the British
Medical Association (BMA) in Ocrober 2003, From 31 Ocrober
2003, existing consultants have had the option of taking up the
new contract or remaining on their current terms and conditions,
All consultants appointed on or after 31 Ocrober 2003
automatically take up the new contracr.,

5.65 A DH survey published in February 2005 showed thar,
as at 29 Ocrober 2004, 76.9 per cent of consultants had signed
up to the new contract, and we now believe this to be around
86 per cent,

5.66 The contrace provides a framework for planning and
rimetabling consultant time and for aligning individual objectives
with local service priorities and patient needs. It includes new rules
governing the relationship berween NHS work and privare
practice. Detailed guidance and a woolkit to assist trusts and
consultants with job planning was published by the Consultant
Contract Implementation Team (CCIT) in January 2005, The
Consultant Contrace Benehirs Realisation Team (CCBRT) has
worked with SHAs and NHS rrusts to ensure thar an effecrive,
pmsp-r:ct]w: appma.ch o iﬂh plnnning ACCIVITIES CONEINUEs [o
be applied.

Benefits Realisation - Consultant Contract

5.67 The key to benefits realisation lies in dear and agreed annual
job plans. New services and service reconfigurations can be planned
and consultant work commitments agreed 1o meet the needs of the
patient. This should allow services to be responsive to patient and
commissioner needs, and help prevent services being maintained
or indeed dr:w:]up:d just because a consultant has an interest (or
skill) in one area of medicine.

Career Grade Doctors

5.68 In Diecember 2004, Ministers asked the NHS Employers
organisation to enter into negotiations with the BMA on a new
contract for staff grade and associate specialist docrors. Negotiations
have been progressing and a proposal will be pur to the
Drepartment in due course,

General Medical Services

5.69 The new contracts were backed by a guaranteed 36 per cent
increase in resources in England, rising from £5 billion in
2002-03 o £6.8 billion in 2005-06. Such increases for primary
care are unprecedented and a measure of the Government's
commitment to improved care for all.

5.70 Evidence from PCT expenditure forecasts show that PCTs
‘have made available additional resources to secure the range of

services and improvements in care to meet national and local
priorities. The overall increase in resources is now forecast to be
more than 40 per cent for the three-year period (equaring o
Spcm‘l on primary medieal care services of around £7.6 billion in
2005-0d0).

5.71 The increased investment is directly benefitting the vast
majority of patients who are experiencing improvements not only
in the range of services available locally bur also improvements in
the quality of clinical services they receive.

5.72 We currently forecast thar PCTs are having to manage a
financial pressure of £150 million in 2004-05 and 2005-06 in the
context of up o a £7 billion allocation as a consequence of
resourcing the conrracts,

5.73 This is a consequence of overspend on allocation primarily
from:

® high achievement in the Quality and Ourcomes Framework;
L III'II:“.'H.‘;{"d EP‘.'I'I'IJ on uut-{:f-hmlm; hll[.
® offser by further efficiency savings in PMS contracts.

5.74 High levels of achievement in the Quality and Ourcomes
Framewaork are 1o be congratulaved. It shows we have a system in
place that motivates general practice to provide high qualicy
evidence based clinical care. This benefits the vase majority of
patients and improves health prevention in ten of the most
common long-term illnesses as well as impacting on the wider
NHS, for example, fewer avoidable hospital admissions due to

better chronic disease management.

5.75 Increased spending on out-of-hours shows that PCTs are
maximising use of their unified budgets in order to establish
integrated nerworks of unscheduled care provision so that when
P:Hiﬂl'lr.‘i. contact out-of-hours services |:|1q|.' can be assured that chear
clinical needs will be consistently met through fast and convenient
access 1o care, delivered b} the most ApProprie pmﬁ.-ssinnal in the
most appropriate place.

5.76 Revisions to the GMS contract negotiated by NHS

Employers ensure the contract will continue te:

® deliver better services for patients — through investment in new

services including incentives for improved access and choice;

® he fair to the profession — in view of the substantial investments
made over the last three years, practices can maintain their profit

lewvels where thuy deliver our priuritirs; and,

® represent good value for money 1o taxpayers — zero increase for
inflation and new service investments funded in the main from

recycled cfficiency savings.

5.77 The agreement also includes an ongoing commitment that
the GP contrace will continue to deliver efficiencies and
productivities in the futare.
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5. The NHS Plan - a plan for

investment: a plan for reform

Connecting for Health — IT and e-Health in the
NHS

5.78 The national programme for I'T (NPAT) in England is being
delivered by the Department’s NHS Connecting for Health
agency. lts work continues to gather momentum and the impact
is beginning to be felt more and more across the NHS and the
wider community. The programme already has 212,034 registered
NHS users across England, has delivered new systems in
thousands of locations and is benefiting millions of paticnts. By
4 April 2006

® over 260,000 hospital appointments had been booked
clectronically at a current rare of over 20,000 per week and

rising:;

® over 790,000 prescriprions had been issued using the Electronic
Preseription Service, at a current rate of over 13,000 per day and
rising;

® gver 21,000,000 digital images had been stored in Picture
Archiving & Communications System (PACS);

® over 14,000 connections to the Nadonal Netwark (N3) have
been installed; and,

® the NHS email service was supporting a registered population
of nearly 170,000 users. In March 2006 alone, the service
handled over 20 million emails at a rate of nearly 700,000

per day.

5.79 Along the way, some local service provider system
deployment activity has been rescheduled because suppliers and
their subcontractors have taken longer than anticipared to deliver
software solutions that interface with national applications.
However, in the contexr of a ten-year programme, the im pact of
the rescheduling has not been significant and the programme
remains within budget, ahead of schedule in some areas and
broadly on track in others.

5.80 The Care Record Guarantee™ ", published in May 2005, now
sets out the rules thar will govern information held in the NHS
Care Records Service (NHS CRS), the national programme’s core
element, when it goes live in some places later this year. The
guarantee deals with people’s access to their own records, the
control of access by others, how access will be monitored and
policed, options people will have to further limit access, access in
an emergency, and what happens when someone cannor make
decisions for themselves,

5.81 Seprember 2005 saw the beginning of 2 major information
campaign about how the NHS CRS will change the way care is
delivered. All NHS staff are receiving an overview of what two expect
when the NHS CRS is introduced. Front-line staff will then
receive more detailed guidance, based on the NHS Care Record
Guaransee, and tailored to their role and level of involvement with
the NHS CRS. This will pave the way for an exercise later in 2006
to inform patients and the public about the arrival of the NHS
CRS, and ensure they have the information they need 1o gain
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maximum benefit and make choices abour storing, sharing and
accessing their health dara.

5.82 The focus of NHS management on delivering the national
programme as a mainstream activity has been reinforced through
commitments made within the performance management regime.
In addition, the appointment of a service implementation
director is helping to provide national influence and guidance for
education, training and development and for benefir realisation
planning through the Integrated Service Implementation Plan
(IS1P).

5.83 There are increasing indications of the effectiveness of this
approach, with NHS staff increasingly believing the Care Records
Service to be an important priority, and supportive of what it and
the wider national programme will achieve. The future focus will
be on further linking the deployment of systems and services with
the necessary improvements in clinical processes thar will help
clinicians, managers and administrators to improve patient care,
delivering better informarion for better health.

Across Government

5.84 The European Health Insurance Card (EHIC) project has
been the largest single card-issuing operation in the UK this year,
and is the most successful Government project to date in
encouraging on-line applications. The project, to replace the old
EI11 form as evidence that UK residents travelling in most
European countries are entitled to receive treatment locally, has
delivered 15 million cards to people in the UK, o time and
budger, using modern e-auction procurement techniques. It has
received a significant amount of positive feedback from members
of the public who have used the system, and has also brought
incidental benefirs, including a significant increase in the number
of people registering as organ donors.

5.85 NHS Connecting for Health is also supporting the Office
of the Deputy Prime Minister’s ‘UK Digital Challenge’ — to use
technology o transform the face of services, including local and
central government services, ro betrer meer the needs of local
communities — by helping the NHS 1o work locally with the
public and other agencies to find high quality, sustainable
solutions for local services to ‘bridge the digital divide’,

Abroad

5.86 The UK is in the vanguard in implementing e-Health in
Europe and beyond. The national programme and relared ICT
initiatives are central to meeting the UK’s commitment to the
European e-Health action plan to develop a national roadmap for
e-Health, focusing on the deployment of e-Health systems and the
usc of electronic health records. The Department actively
collaborates with the Commission and other European health
administrations on sharing expertise and best practice. On an even
broader canvas, NHS Connecting for Health and SNOMED
International (a Division of The College of American Pathologists)
have announced a proposal to establish an international standards
development organisation to diversify the development, ownership
and maintenance of Systemised Nomenclature of Medicines



Clinical Terms (SNOMED CT). The aim is to encourage
international interest in establishing SNOMED CT as a
worldwide clinical terminology. SNOMED CT is considered to
be the most comprehensive standardised, multilingual clinical
healthcare terminology available in the world.

Clinical Quality and Patient Safety

5.87 The Department’s broad strategies for promoting clinical
quality and partient safety in the NHS were first set our in A Firse
Class Service™"" in 1998 and in An Organisation With A Memory
#%in 2001, Larer this year the Department will publish a further
strategic document which will review progress since 1998 and give
further guidance on how healthcare and social care organisations
can continue to seck continuous improvement in the quality of
their services in the context of the Department’s reform programms
(see Health Reform in England: Update and Nexs Steps™™).

5.88 Broadly speaking, the quality strategy has three key
components:

® serting clear national standards;
® local delivery; and,

® gssessment and feedback.

MHS Healtheare Standards

5.89 The first ser of national standards for che NHS, Stendarsds
for Better Health™ ', were published in July 2004. They sit at the
heart of the relationship berween the Department and NHS and
cover the full range of services for NHS patients, including services
provided by NHS foundation trusts, NHS treatment centres and
the independent sector.

5.90 The standards are required to be taken into account by all
MHS bodies when discharg'mg the duty of quality in healtheare,
This duty requires the WHS to put and keep in place arrangements
for monitoring and improving the quality of health care provided
by, or, for them.

5.91 Standards for Better Health contains 24 core standards and
13 developmental standards, covering seven broad domains:

® safery;

#® clinical and cost effecriveness;

® governance;

® patient focus;

® accessible and responsive care;

® care environment and amenities; and,
® public health.

5.92 NMational service frameworks (N5Fs) and guidance from
NICE are integral ro the standards system. They have a key role
in supporting local improvements in service quality. Organisations’
performance is assessed not just on how they do on national rargets
‘but increasingly on whether they are delivering high quality

standards across all domains, and across the broad range of NSFs
and NICE guidance.

5.93 The core standards set our in one place the key requirements
on providers and the standards which patients can expect from the
MHS. The dﬂ'rlupm:ntni standards are d.q_'siyu:d 0 promofe
continuous improvement over time and to help the public to see
the progress which is being made year-on-year. The standards are
used by the Healthcare Commission as part of the annual
*health check’ assessment process for rating organisations,

5.94 The Health Care Standards Unit ar Keele University
continue their work to improve the use of Standards for Better
Health throughour the NHS. They have published a range of
resources supporting the standards including:

® information banks mmalning pu]ir}' documents, n:glﬂarinns
and ](’gisl:ltiun which undcrp'm the standards; and,

* twols to help understand the standards.
These are available at their site at: hope/fwww.hesu.org.uk/

5.95 It is the intention in the coming year o berter align
Standards for Berter Health and the standards applied to the private
and voluntary care sectors. This will complement the Healthcare
Commission’s work to harmonise and align its inspection and
review methodologies for the two sectors.,

Clinical Governance

5.96 The concepr of clinical governance was first introduced in
the White Paper The New NHE — Modern, Reliable™' in 1997, 1t
I:Il.".i-fl'i.hﬂﬁ bﬂl'h d EI.'Il[l.I.I'L' E.E'Il'j d 5CT ﬂF ﬁFL“{iFIE Fn]{ﬂﬁﬁ[‘ﬁ lhﬂ!l]gh
which healthcare organisations can ensure the quality and safery
of their elinical care and seck continuous improvement in
standards. Clinical governance processes are now well established
in all NHS organisations, but more work is stll needed o embed
EI.I] m I'.'I.l. fhﬂl]gﬂ ."I.l'ld o ensure '[I'Iﬂ.[ i'l“ El'fl:l:l'- ar ﬂ” JL"'."L"15 darc I-'Ll“.'-'
involved. The narional clinical governance support team (CGST)
are carrying out a series of visits to hospital trusts and PCTs 1o
enable them to take stock of their current clinical governance

Rlﬂli‘lg‘.‘lﬂ.{ﬂtﬁ EI'I:I'J o |.'|-|.1n ﬂl]’[l'li.'r IIIZI"I[.ilI'li.'l'il't.'i"l"l.t'III!.

Quality and Health Reform

5.97 The health reform agenda will support the drive for
quality in three main ways. Firstly, commissioners will have a key
role in ensuring that the organisations from which they
commission services are giving high priority to quality and parient
safety and have appropriate clinical governance systems and
culture. Secondly, patient choice — with funding following the
patient under Payment by Results — will reward these providers
that are providing innovative, high-quality services in appropriare
environments, and will provide an incentive to others to raise their
game. Thirdly, the Healthcare Commission will continue to assess
both existing and new providers to ensure that all organisations
providing treatment to NHS patients meet the core national
standards. We will be publishing more detailed guidance on the
new arrangements for system regulation in the summer.
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5. The NHS Plan - a plan for

investment: 4 plan for reform

Clinical Audit

5.98 Clinical audit= the process of reflection on patient outcomes
in order to improve the quality of care — is a key aspect of clinical
governance. The Healthcare Commission has continued the
development of a programme of narional clinical audits. Full details
can be found ar: www.healthcarecommission.co.uk

Patient Safety

5.99 The vast majority of NHS patients receive safe and effective
care, bur we have ro recognise that in our modern, increasingly
complex health service, mistakes can and will inevitably happen.
Often it is systems that have failed, rather than any individual
being ar faule.

5.100
country in the world can claim o have solved. Our own MNHS

Patient safety is an international problem which no

patient safety programme is amongst the first in the world to give
priority to tackling patient safery at a national level, and we are seen
as one of the world leaders in the international drive o improve
the safety of healch care.

5.101
systematic measures to improve safety — and the rransformations

Whilst the NHS is clearly responding well to these

in culture, staff, attitudes, leadership and working practices
necessary to drive thar improvement — we must recognise thar we
are only still at the beginning of this process.

5.102

message about our patient safery programme through key policy
reforms and initiatives.

We have continued to provide a clear and coherent

5.103  The first set of standards in the Department’s Standards
for Bester Health requires NHS health care organisations to ensure
that patient safery notices, alerts and other communications
concerning patient safery are acted upon within required

timescales.

5.104  The ‘Modernising Medical Careers’ initiative has allowed
the Department to promore the importance of developing junior
doctors” skills in relation to patient safety.

5.105
2004, continues to be an important ool for issuing nationally
endorsed safery guidance ro the NHS and collate the NHS'
assessment of how far cach piece of guidance has been
implemented. To date, 170 alerts and safety notices have been
issued via this roure,

The Safery Alert Broadcast System (SABS), set up in

5.106  The National Patient Safery Agency (NPSA) was
established in 2001 to help take forward the recommendarions set
out in the Chief Medical Officer's seminal repore An Organization
With A Memory. Its role is to promote a culture of reporting and
learning from adverse events.

5.107  All trusts have reported 1o the NPSA’s Marional
Reporting and Learning System (MRLS) and the NPSA published
its first report on patient safery information derived from the
NRL5 and its Patient Safety Observatory (PSO) in July 2005.
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Reporting levels continue to increase significantly and the NPSA
15 receiving approximately 60,000 reports per month.

5.108  Learning from patient safety problems has been
translated into practical solutions for safer care. Since 2002, the
NPSA has developed solutions in 15 key areas related to parient
safety that warranted a national response. Specific NPSA
interventions should achieve resules either in rerms of lives
saved or value for money. For example, 321 safery incidents relaring
to infusion devices were identified in a six-month pilot. Since the
NPSA’s safer practice notice was issued, opportunities for high risk
incidents identified with infusion pumps have been reduced by half
and savings of berween £21 — £122 million have been achicved
(based on a 63 per cent implementation race).

5.109  In addition, the NPSA has released a number of very well
received guidance materials, training packages and other practical
tools to help ensure the NHS can provide safer care. This includes
a casebook ‘Medical Error’ to promote reporting amongst junior
doctors that complements the ‘Modernising Medical Careers'
initiative which has allowed the Department to promote the
importance of developing junior doctors’ skills in relation o patient
safery.

5.110  The arm’s length body (ALB) review was an opportunity
to refocus efforts on promoting patient safety in the NHS. As of
April 2005, the NPSA work encompasses safety aspects of
hospital design, cleanliness and food (transferred from NHS
Estates). It ensures research is carried our safely, through irs
responsibility for the Central Office for Research Ethics
Comminees (COREC). It is supporting local organisations in
addressing their concerns abour the performance of individual
doctors and denists through its responsibility for the National
Clinical Assessment Service (NCAS), formerly known as the
National Clinical Assessment Authority. It also manages the
contracts with the three national confidential enquiries.

5.111  Patient safery was a priority theme for the UK's
Presidency of the European Union in 2005. Work highlighting
European and world action to improve the safety of patient care
culminated in a highly successful ‘Patient Safery’ summit held in
London on 28-30 November 2005, which brought rogether
international and European politicians, experts, patients, clinicians
and many other stakeholders from 56 countries.

5.112  The National Audit Office’s November 2005 review A
Safer Place for FPatients: Learning to Improve Patient Safery™'
highlighted the progress we have already made in implementing
this agenda. The NAO found thar the safety culture within NHS
trusts is now more open and fair. Most trusts have established a
clear and strong focus on patient safery, driven largely through
implementing the clinical governance initiative and the
development of more effective risk management systems, The
increase in reported incidents 1o the NPSA's national reporting and
learning system — all NHS trusts in England and Wales are now
reporting to the national system — demonstrares that truses are
making progress in creating a culture in which staff are prepared
to report. The NAO report’s reccommendations provide a useful
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focus for further work to embed patient safery as part of our wider
quality and NHS reform programmes.

Provider Side Reforms - Patients Need a
Range of Different Services to Exercise Choice

NHS Foundation Trusts

5.113  NHS foundation trusts were set up under the powers in
the Health and Social Care (Community Health and Standards) Ace
200317, There are now 32 NHS foundation trusts in operation
and a further 24 NHS trusts are currently progressing their
application to Monitor (Independent Regulator of NHS
Foundarion Trusts) with a view to being authorised berween April
and July 2006. Further waves will follow. The Government is
committed to providing all MHS trusts with the opportunity to
ﬂ.pply for foundation stams ar the carliest available -::lppﬂn:unir}-. For
most acute and mental health trusts we expect this will be within
the next three years. The decision on when to apply remains one
to be taken locally.

5.114  Modelled on cooperative and mutual traditions, NHS
foundation truses are independent, not for profit public benefit
corporations — with accountability to local communities rather
than central Government control. NHS foundartion trusts exist to
provide and develop healthcare services for WHS patients in a way
that is consistent with NHS values and standards. Monitor has
SEAtULory durties to authorise trusts as NHS foundation trusts,
oversee compliance by NHS foundation trusts with their terms of
authonsaton (licence’ to ::pcratu} using a risk-based cnmpl'trmc::
regime and intervene in the event of significant non-compliance
with the authorisation and other statutory obligations.

5.115 MNHS foundation trusts can use their management and
capital freedoms to respond much more quickly to the needs of
patients. They can retain any operating surpluses and access a wider
range of options for capital funding to invest in the delivery of new
services. Examples include:

® Rasildon and Thurrock — £60 million cardiothoracic centre is
under construction at Basildon University Hospital. The
centre was the Trust's first major business case after becoming
an NHS foundation trust. As a resule, from 2007 p:jliﬁ'l'll:s in
Essex will no longer have to wavel out of the county for life
saving heart and |ung surgery; and,

* Moorfields — capital spend has more than doubled by use of a
loan facility. This has allowed the hospital 1o build a new
Children's Eye Hospital ar least two years in advance, as well as
providing capital funding to enhance the patient environment
on its main City Road site and at some of its ourreach centres.

5.116 INHS foundation trusts are helping the NHS sustain the
progress that is being made to improve services by giving more
power to the elbow of front-line staff and their local communities
cover the delivery of local healthcare. Their governance
arrangements increase patient and public involvement beyond the
CUrrent arrangements for other NHS bodies and give greater
' opportunity for more local involvement in decision making. NHS

foundation trusts have members drawn from patients, the public
and staff and are governed by an independent board of governors
comprising of people elected from and by the membership base.
Local stakeholders such as PCTs are also represented. Membership
in NHS foundation trusts is now heading rowards the half a
million mark. Members and governors are providing a new way
for local citizens to become involved in and help shape their local
health services. Examples include:

® Chesterfield Royal Hospital - all 10,000 staff and communiry
members had their say on plans to adopr controlled visiting
hours 1o achieve balance between infection control and visitor
access. They have also contributed ro the organisation’s plans
10 become a smoke-free site. Public governors are helping ro
decide how more than £9 million of capital budger should be
spent — by gerting involved in capital schemes from the
planning stage onwards;

® Gateshead — working with the board of directors, governors
contributed to work to develop the trust's top 10 priorities,
included in the trust’s annual plan; and,

® Royal Devon and Exeter — engaged with saff and public
members to determine a number of core service strategies,
including improved access to services, building betrer
p.'irtm:rshipfs and improved use of the skills of staff,

5.117  The Healthcare Commission’s independent review into
NHS foundation trusts, which was commissioned by the Secretary
of State and published last year, confirmed that NHS foundation
trusts are making good progress in improving local aceountability
to their local populations, as well as developing new services and
providing better quality services to NHS parients. The review also
found thar nriginril concerns about NHS foundation trusts have
nor marerialised, Ocher inrlr:ps:nf,lm'l: rEpOrTs h].r the Foundanion
Trust Nerwork have also highlighted the significant benefits and
epportunities presented by foundarion stats.

5.118
specialist and mental health trusts o apply for foundation

The recent announcement al]uwjilg 2 star acute;

status, in addition te 3 star organisations, supports our
commitment to rolling out NHS foundation trust implementation
as soon as possible, The requirements of Monitor for authorisation
as an NHS foundarion trust will remain as rigorous as before, The
Department will revisic entry requirements for foundation starus
in line with the Healtheare Commission’s annual ‘healthcheck

p::rﬁ:rm:mn: T.H.I-IIIE E}TS.IZL‘TI'I "-H.'“TI NEXT Year.

5.119 A national analytical or diagnostic programme (Whole
Health Communiry Diagnostic Project) is now being rolled our
to all acute trusts to improve financial management in the NHS
by assessing the financial robustness and viability of all acute trusts
that have not yer applied to become NHS foundation trusts. The
programme is allowing NHS rrusts to develop action plans with
SHAs thar ser our whar needs ro be done in order o become a
viable NHS foundation trust, and give an indication of when they
might be ready to apply. The project will provide an assessment of
what needs to be done to get NHS trusts in England ready to
apply for foundation status.
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Treatment Centres

5.120  Treatment 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
highest waiting times (in orthopaedics and ophthalmology, for
example). They are at the heart of the drive to modernise the NHS.

5.121

are to:

The core objectives of the treatment centre programme

® improve access 1o acute elective; and,

® spearhead diversity in NHS clinical services by allowing
companics from the independent sector to run some treatment
centres. Independent sector run trearment centres provide the
MNHS with extra capacirty quickly and urilise the talents of some
of the world’s leading independent healthcare companies to
deliver high quality care for NHS patients.

5.122
further two in development, expecred to be open during 2006.
Over 275,000 patients have been treated in NHS treatment centres
since the programme was launched in April 2003, over 128,000
of whom have been treated in this financial year, from April to
January 2006,

44 NHS treatment centres are currently open, with a

Independent Sector Procurement

3.123 By the end of 2005, the Independent Sector Treatment
Centre (ISTC) Programme had delivered almost 200,000
procedures and diagnostic tests o NHS patients. The programme
has increased access 1o a range of elective and diagnostic facilities
and is helping ro offer alternative choices for NHS patients. The
activity has also contribured to the reported reduction in waiting
times for cataract and orthopaedic procedures.

5.124
wave | contracts have reached financial close with the remaining

In the first wave of ISTC procurements, 16 out of 17

contract expected to close in March 2006, There are currently two
mobile ophthalmology units and 12 mobile MRI units operating
nationally. In addition to this, there are 17 further static ISTC sites
offering services for a range of procedures including a minor
injuries walk-in service, diagnostics, general surgery, orthopacdics
and ENT,

5.125

comprise two main areas — elective procedures and diagnostic

procedures:

The next wave of procurements are well advanced and

® wave 2 electives may deliver up to 250,000 procedures per year
and create an extended choice network (ECN) of independent
sector providers who will deliver up to an additional 150,000
procedures per year, on an ad hoc basis. Overall, this could
represent an investment of up to £3 billion over five years. The
additional capacity will be provided through a variety of
facilities, such as existing ISTCs, new build centres,
refurbishments and existing NHS facilities, and will collectively
contribute towards the provision of patient choice; and,
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® wave 2 diagnostics is expected to deliver approximarely two
million additional diagnostic procedures per year for NHS
paticnts, and could represent an investment of up to £1 billion
over five years. The addinional capacity will help cur "hidden
waits' brought about by patients waiting for diagnostic tests
ahead of any further treatment required. It will also help the
NHS to meet the Government's target thar by 2008 all NHS
patients should be treated within 18 weeks of their GP
referral.

5.126  In addition, two NHS Walk-in Centres with a commuter
focus also began service delivery in 2005, The NHS Walk-in
Centres are set up and run by the independent sector close to busy
commuter stations, in order to increase access to services ourside
of hospitals for commurers and people who live in busy commuter
cities where the primary care resources are strerched by transient
patients. The Manchester Piccadilly NHS Walk-in Centre opened
on the 17 November 2005 and was the firse WHS Walk-in Cenrre
10 be set up and run by the independent sector. The London
Liverpool Streer NHS Walk-in Centre began delivering services on
19 Diecember 2005, Both centres will be open from 7am to 7pm,
Monday to Friday.

5.127 A pharmacy based chlamydia screening pathfinder
project also began in November 2005. The free service targets
18 to 24-year-olds who can pick up a chlamydia testing kit from
over 200 Boors stores in London, The ki is then returned to the
store and sent away for analysis. Results are then issued via the
chlamydia screening officer through the chosen patient method,
which can be a rext message. If the results are positive, the
treatment can be obtained from Boots though a number of options
are discussed.

5.128  The aim of the project is to evaluate the pharmacy sewing
as an access point for chlamydia screcning. If the project is
successful throughout its two-year pilot period, it could be
rolled our nationally.

Owverseas Treatment

5.129  The Department ceased the central coordination in
relation 1o overseas treatment initiatives and the use of overseas
treatment reams as of 31 March 2005, Local NHS commissioners
are responsible for decisions about patient mobility and the use of
CFCANTIENT teams.

Commissioning Reforms

5.130  The objective of the structural reforms (see paragraph
5.11) is to build stronger PCTs and increase their focus on
commissioning the best services for patients, to work better with
local government and to achicve value for money from the system.

Practice Based Commissioning

5.131  Practice based commissioning gives practices and
professionals greater freedom to make commissioning decisions,
and develop innovative, high quality services for patients.



5.132  Asindicated in the NHS Improventent Plan, since April
2005 GPs have been able to receive an indicative budger. This
enables practices to review how their patients use health services,
and to redesign services to provide high quality local alternatives.

5.133 Practice based :ummissinning gi\l-:s front-line
professionals and managers the information, levers and incentives
to improve services in response to the needs of their patients and
local populations. Ir will facilitate clinical engagement, improve
access and extend choice for patients.

5.134  Our intention is to maximise clinical innovation and
qualicy within a support and accountability framework, which
ensures proper and efhicient use of public money on behalf of the
taxpayer and helps to provide the rools to make change happen.

5.135 The Department has committed all PCTs to establishing
arrangements o ensure the right environment for practices ro
engage in practice based commissioning by December 2006.

5.136  These arrangements were outlined in Practice Based
Commissioning: Achieving Universal Coverage™'™, published in
January 2006. PCTs are accountable to, and will be performance
managed by, SHAs over their provisions for universal coverage.

5.137 By the end of 2006, all GI* practices will be significantly
engaged in practice based commissioning. To help with the take
up of this F-ulic].r. the l".h:parl;mr:n[ has puhliﬁht‘d Practice Based
Commissioning: Early Wins and Tap Tips™™", a clinically focused
document which has been sent 1o all GPs in England.

Redesigning NHS services around the needs of the
patients

5.138  Giving patients more choice and control over their
healtheare and services is one of the key elements of the
Government's programme of reform for the NHS. 76 per cent of
patients who ook part in our national choice consultation in
autumn 2003 said thar they wanted to be more involved in
decisions made about their healthcare and trearment.

5.139 Enabling paticnts to choose services that best meer their
needs and preferences not only improves their patient experience,
bur will also encourage providers to develop more responsive,
patient-centred services.

5.140  Creating a Patient-led NHS, published in March 2005,
sets out how choice is to be introduced for patients across the
whole system to deliver more personalised care, Wherever
possible in the NHS, patients will have an informed choice of
treatment options, treatment providers, location for receiving care,
type of ongoing care and choice at the end of life. It also
emphasises the importance of providing patients with easy access
to information to help them make informed choices about their
healthcare,

5.141  Ower the past year, patients have had increasing choice
of how, where and when they receive their treatment in primary
care, MHS Direct has in excess of 2 million patient contacts per
month. NHS Walk-in Centres, which allow quick and easy acoes
o a range of NHS services, are increasingly popular with the

public. Seventy-three Walk-in Centres are now open and over six
million people have atrended since the first one opened in 2000,
Two independent sector Walk-in Centres aimed specifically ar
commuters have recently opened ar Manchester's Piccadilly
station and London's Liverpool Street.

5.142
medicines, A new contractual framework for NHS communiry
pharmacy services came into operation on 1 April 2005. It provides
PCTs and pharmacies with opportunities to work effectively
together o meet the needs of the local population and will help
to shift the focus of the health service rowards healch improvement,

Partients also have inf_'rf.*u:ing choice in how :h:-:,.l ACCESS

self-care and disease pn:\.'r:nl:inn.

Choice of Hospital

5.143  Creating a Patient-Led NHY also set our how we are
increasing choice in elective care to giu: Fm:i-:n:s the npp:jr[unin_.'
to choose from a wide range of hospirals and services.

5.144
patients have already had the opportunity to choose their

This choice is being introduced in stages. Where

hospital evidence shows that this is proving popular. From April
2004, approximately 80,000 patienis, who would otherwise wait
more than six months for treatment, have taken up the
opporunity 1o choose an alvernative provider for Faster treatment.
Research conducted by Dr Foster and the University of
Nottingham in March 2004 has also demonstrated that patients
value i:n:ing able to exercise choice over where they are treared.
They become more involved in decision making when this is
offered and wanr to use this epportunity 1o access berrer qualicy

CATd.

5.145
a chioice of ar least four Im':rviﬂ:rﬁ, where c|ini<::1|i_'f nppmprinu:. and
a booked appointment when they need a referral for elective care.
PCTs are responsible for commissioning the choice options for
their local communities and may include NHS rrusts, NHS
foundation truses, NHS or Independent Sector Trearment

Since 1 January 2006, eligible patients are being offered

Centres and other independent sector providers,

5.146  The new electronic booking system, Choose and Book,
will enable patients to choose their hospital and book their
appn:tintm:nl:s ¢]:ctnmi:{.':l||}r either from the GI%s SUrgery or laver
from home or work 11} wnm:ling a call centre (Choose and Book
Appointments Line). They will also be able 1o make or change
appointments via the Internet and eventually via digital relevision.
Where Choose and Book has not yet been implemented, we have
inl’l’{lducﬂd I'I"Iﬂl‘l'l,lal ﬁ.ﬂ]ul'.lﬂﬂﬁ o ensure lhi’lt ﬂ]] Piﬂ'il‘.'l'.l s are
being given choice.

5.147  Patients need easy access to high quality informarion o
help them make an informed choice. Early research and
consultation has shown thar patients want information on
waiting times, access and location, clinical quality and patient
experience. To support the introduction of choice ar referral, we
have pmduc-cd a patient information booklet, tilored 1o each PCT,
which gives patients and GPs comparative informarion abour the
hospitals available to them. It also includes a ser of indicarors raken
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5. The MHS Plan — a plan for

inwestment: a plan for reform

from the published Healthcare Commissions performance
ratings. This information is also available on the nhs.uk website
which has been enhanced to support choice. PCTs are providing
further information and support tailored 1o meet the needs of their
local communities, for example using voluntary and communiry
services, patient advice and liaison services (PALS) and libraries.

5.148  As we increase choice in elective care, we anticipate that
patients will want more derailed information on both clinical
quality and patient experience to help them make their choices.
We are already piloting a website in South Yorkshire called *Patient
ﬂpinlc-n', which plm'ir]r;-i an innovanve way for patients (o share
their experiences of hospirals and services. We will be developing
further information to support free choice, in particular on clinical
quality, and to respond to patients” and GPS' expectations.

5.149
addition te the four or more locally commissioned providers,

During 2006, we will be extending choice further, in

patients will also have the opportunity to choose from appropriate
NHS foundation trusts, all centrally procured Independent
Sector Treatment Centres and other subsequently centrally
procured independent sector providers. By 2008, patients will be
able to choose to be treated by any healtheare provider thar meets
NHS standards and can provide care within the price the NHS is
prepared 1o pay.

Choice for CHD Patients

5.150  The initial CHD choice pilot 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 treatment ar an
alternative hospiral o that ar which they had been waiting. Most
of the patients that took up the choice of treatment elsewhere did
so for heart bypass surgery. About 50 per cent of those patients
offered a choice went for treatment ar an alternarive hospital.

3.151
valve and coronary angioplasty operations were offered a choice

From April 2005, patients referred for heart bypass, heart

of two hospitals for thar treatment, ar the time that they are
referred for treatment. Since 1 January 2006, this was extended to
a choice of at least four hospitals in line with the wider choice

policy.

Cataracts and Chronic Eye Conditions

5.152 The introduction of choice ar referral for cararact
patients has built on the major success of the NHS in reducing
maximam waiting times for cataract treatment:

® the maximum waiting time for cataract operations was reduced
from six months in March 2004 1o three months in January
2005. This target was achieved four years ahead of the
timescale set our in the NHS Plan;

® the use of a new streamlined care pathway for cataracr services
is allowing optometrists to refer patients directly o hospital.
This means fewer appointments, better patient experience and
more effective use of skills in primary and secondary care;

#® since January 2003, patients who need a referral for cararact
surgery have been offered a choice of ar least two providers. In
January 2006, this increased to a choice of ar least four
providers; and,

® Since February 2004, 20,323 NHS patients have been treated
in mobile cataract units run by the independent sector, which
help promore fast access to high-quality care.

5.153  The Deparrment is funding eight pilots testing new care
pathways for glaucoma, age related macular degeneration and low
vision. In 2003, the Department launched seven associate sires 1o
undertake further work on low vision services. Evaluation of the
pilots will be completed in 2006-07.

Better Information, Better Choices, Better Health

53.154  Access w good quality information at an appropriate
time is fundamental to making informed choices abour personal
health and care. The need to improve the information available to
people continues 1o be amongst the loudest messages from
recent national consultations, including Your Health, Your Care,
Yauer Say in 2005 %, Cheasing Health?"™ in 2004 and the national
choice consultation in 2003, We are now one year into our three-
vear strategy. Setter lnformarion, Better Chaices, Beeter Health™®,
which was developed to address these issues. This programme of
action, at both national and local level, is designed o pur
information at the centre of health so people have the information
that they need and want to exercise choices about their personal
health and care.

5.155 The strategy places an emphasis on enhancing the
relationship berween care professionals and service users through
opening up dialogues within consultations and supporting the
move towards shared decision-making. It also sets out to build
further narional resources and make access to informarion easier
and more equitable. We have already made progress in a number
of areas, including resting the NHS Patient Information Bank,
providing support to NHS organisations to target informarion to
specific audiences, and incorporating communications training as
part of the post graduation foundation programmes for all
medical graduares. Work has also started on development of an
information acereditation scheme, power questions for patients to
ask their care professional, and information prescriptions.

Access to GPs Out-of-Hours

5.156  When general practice (GP) surgeries are closed in
evenings, weekends and bank-holidays, patients who contact
out-of-hours services can be assured thar their clinical needs will
be consistently met through nationally set quality requirements
which will ensure fast and convenient access to care, delivered by
the most appropriate professional in the most appropriate place.

5.157  All out-of-hours services must be delivered 1o the
national quality requirements, ensuring patients have access to
consistently high quality and responsive care, regardless of where
they live. Providers must deliver services thar meet the quality



requirements, as a contractual obligation. The requirements
stipulate that:

® patients will be guaranteed a GP consultation — including a
home visit if there is a elinical need;

® patients are treated by the clinician best equipped to meet their
needs in the most appropriate location; and,

® services will be regularly audited to ensure that patients are
receiving quality care.

5.158 PCTs have the responsibility of ensuring that they
provide, or secure provision of 2 high quality, sustainable cur-of-
hours service for their local popularion,

Expanding Prescribing by Nurses, Pharmacists and
Other Health Professionals

5.159 The MNon-Medical Prescribing Programme aims to
expand preseribing by nurses, pharmacists and other health
meﬂs]nnals. Lo pmv':dt: Pa.tiunm with impm'.'nd and -:Iuiclcr:r ACCESS
o medicines.

5.160 From May 2006, qunliﬁtxl rse inf]fpcmll:nr pn-_ﬂ:rihcrs
(formerly known as extended formulary nurse prescribers) and
pharm.u:ist ind:pc,'nd::nr Fn"_m:rihl:rs will be able to prescribe any
licensed medicine for any medical condition within their
competence. Pharmacists will not be able to preseribe controlled
drugs, but nurses will be able to prescribe some. These extended
prescribing powers will improve choice for patients and enable
more flexible team working within the NHS,

5.161 The MNurse Prescribers Extended Formulary (NPEF)**
currently comprises a wide range of medicines to treat a variery of
medical conditions. Around 6,600 nurses are qualified and
registered to prescribe independently from the NPEE Over 29,000
Community Practitioner Nurse Prescribers are also able 1
prescribe from a more limited formulary (consisting mainly of
dressings, appliances and some medicines) for parients in
COMMUNILY settings.

5.162  We have expanded the range of health professionals thar
can act as supplementary preseribers (in partnership with a doctor)
to include radiographers, physiotherapists, podiatrists/chiropodises
and optometrists. In addition o these professions, over 6,000
nurses and over 500 pharmacists (England) are now qualified and
registered as supplementary prescribers. Supplementary prescribing
is primarily used for the management of long-rerm medical
conditions and health needs.

Transactional Reforms

Payment by Results

5.163 The implementation of payment by resuls (PbR) is
continuing, In 2005-06, approximately £9 billion worth of
INHS services were covered by PbR with all NHS hospitals being
fanded ar national tariff rares for elective activine: NHS foundation
trusts were also funded at taniff for non-elecrive acrivity,
outpatients and accident and emergency services.

5.164 From 1 April 2006, approximately £22 billion worth of
services will be covered with the tariff applying to all admirted
patient care, outpatient and accident and emergency services falling
within the scope of PbR and directly commissioned by primary
care trusts and commissioning consortia from MNHS truses, NHS
foundation trusts or primary care trusts.

5.165 Initial information on the scope and structure of the
tariff to be used in 2006-07 was published on 31 January 2006
together with a Code of Conduct for Payment by Resuls™**. This
code establishes core principles, with some ground rules for
organisational behaviour, and expectations as to how the sysiem
should operate. During the course of 2006-07 we will also
implement an assurance framework which will focus on improving
the quality of patient-level data thar underpins the effective

operation of PhR.

5.166  In the aurumn, we will also publish a framework for the
furure operation of PhR in 2007-08 and beyond. This document
will address wider imhc}' issues and how PhR could and will be
used as a tool o achieve overall policy objectives. The document
will also inelude a palicy update on the extension of PbR 1o cover
critical care, mental health, ambulance services and long-term

conditions.

System Management and Regulation

The Healthcare Commission

5.167 The Healthcare Commission was setv up under the
Health and Social Care (Community Health and Standards) Act
2003 and started work in April 2004. lts responsibilities in
England include:

® awarding annual performance ratings to NHS organisations in

England;

® carrying out reviews and investigations of healthcare and public
health;

® co-ordinating reviews and assessments carried out by other
bodies;

® registering and inspecting providers of independent healthcare;
® reviewing second stage complaints about the NHS; and,

® reporting annually to Parliament on the state of healthcare in
England and Wales.

5.168 The Healthcare Commission have devised a ser of criteria
for assessing the provision of NHS services against the national
Standiards for Better Health. This will contribute to the annual
rating given to each NHS body in the Commissions annual
‘healthcheck” assessment process. The new process, which replaces
the previous ‘star ratings' process following a consulation in
Movember 2004, was first gppl'u:d to performance in 2005-06 and
the resulting ratings will be published later in 2006.

5.169  In 2005-06, the Healthcare Commission received a grant
in aid of £69.7 million. The Commission also derives income from
the registration and inspection fees it charges private and
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voluntary healthcare providers. By April 2005, 1,400
establishments were registered with the Healthcare Commission;
it estimates that fee income for 2005-06 will be £7.5 million. From
2006-07 the Commission will be responsible for setting its own
fee levels. In December 2005, the Commission launched a
three-month consultation period on its proposed fee structure.

Complaints

5.170  Since the end of July 2004, the Commission has been
responsible for the independent review of complains against the
NHS not resolved at local level. The Commission received aver
B,000 referrals in the first year of the new system, under the
previous MHS system some 3,600 complaints were referred for

TEview:

NHS Performance ‘star ratings’ 2004-05

3.171  The performance ratings system awarded three stars to
the highest performing trusts, 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, selected to reflect the
Governmenrts priorities and assess a wide range of performance
issiics,

5.172
Commission, and were published in July 2005 A taral of 590 star
ratings were awarded to trusts for their performance in 2004-05.

The ratings are produced by the Healtheare

Trusts that provided services to 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,
5.173  The overall results were as follows:
165 ek

262 drk

139 *
24 0
5.174
follows:

For NHS acurte and specialist trusts, the results were as

73 Hkk
33 Kk

38 &
2 0
5.175  For primary care trusts, the results were as follows:

58 ik
158 ek
B0

i 0

5.176  For ambulance truses, the results were as follows:

66

13 %k

6 ok

LR

3 0

5.177  For mental health trusts, the results were as follows:
21 Hhkk

45 4k

12

¥ 0

5.178  The results show a rise in the overall number of rrusts

with the maximum three stars, from 146 to 165. There was also
a fall in the number of trusts with zero stars, 35 o 24. Further
derails of the ratings published in July 2005 can be viewed on the
Healthcare Commission’s website:
www.healthcarecommission.org.uk

The Commission for Social Care Inspection (CSCl)

5.179  The Commission for Social Care Inspection (CSCI)
became operational on 1 April 2004, when it replaced the
Marional Care Standards Commission. Its aim is to improve the
quality and consistency of care provided to people who use social
care services. It aims to ensure thar service providers deliver services
of an appropriate standard whether in the statutory or the
independent sector. It promotes continuous improvement and high
performance in social care organisations, providing an authoritative
source of information on whar service users should be able o
expect.

5.180

The Commission:

® assesses the performance and quality of local councils in
ensuring the delivery of social services by drawing rogether
relevant quantitative and qualitative 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 1o 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;

® regulates and inspects social care providers, making information
available to the public abour these services, and ENCOUTAgEs
improvements in the quality of registered services, offering
guidance and advice to providers; and,



® takes appropriate enforcement action where service providers
do nor meet minimum standards.

5.181 The Commission publishes an annual report to the
Department of Health and Parliament on the way in which it
discharges its functions and on its findings on the provision of
social care. It works closely with the Healthcare Commission and
other badies involved in t,]l,l..’llil_’}",

5.182 Health Ministers announced a review of the national
minimum standards in autumn 2004. This is aimed ar achieving
a regularory system that works in the best interests of service users,
and which assesses the effectiveness of services and their outcomes
fior users. The aim is also that inspection of services is proportionate
to risk, avoiding unnecessary burdens on service providers who
provide good quality services, rargeting inspection where
improvement is needed, while giving the necessary assurance 1o
service users and their relatives thar services are of appropriate
quality and safety.

5.183 CSCl is in the proces of modemising its regulatory activity
(its Inspecting for Betver Lives Programme, which complements the
DH review of national minimum standards and regulations).

5.184 In 2005, the Government announced plans for CSCI o
be merged with the Healtheare Commission by 2008, and the
rransfer of children’s services from CSCI o Ofsted, due 1o ake
place in 2007. Final decisions on the merger will be taken in the
|ighl: of a wider review Dfn:gu]:lti.un in health and social care, which
is expected to report in early 2006.

Feedback from Patients

5.185 A vital element of the process through which healthcare
and social care organisations assess and improve their performance
is feedback from patients and users. This can take various forms;
for instance, results from the national patient survey are an integral
part of the Healthcare Commission’s annual ‘healthcheck’.
Complaints are also a key form of feedback to help NHS
hospitals learn constructively when things go wrong,

WHAT IS BEING DELIVERED FOR
PATIENTS

CANCER
- improve care of patients with cancer and
reduce mortality and morbidity from cancer

5.186  The NHS Cancer Plan®* was published in 2000. It is
a ten-year national strategy to prevent, diagnose and treat cancer;
to reform the way cancer services are delivered; 1o standardise care
and improve patient experience; to coordinace research and 1o
invest in equipment and the cancer workforce.

5.187 The Department published The NHS Cancer Plan and
the New NHS " in October 2004. This sets out progress made
since the Cancer Plan was published, as well as showing how cancer
fits within a changing NHS.

5.188  Significant progress continues to be made in cancer care
and this includes:

® almost a 14 per cent reduction in cancer morality in the under-
75s in the last seven years;

® over 99.8 per cent of patients urgenty referred by their GI* with
suspected cancer, are now seen by a specialist within two weeks,
compared to 63 per cent of patients in 1997;

® almost 99 per cent of women with breast cancer received their
first treatment within one month of the decision to trear them
being made, and over 98 per cent received their first treatment
within two months of being urgently referred by their GP;

® figures published in August 2005 showed thar in the firse three
vears of the Cancer Plan additonal investment in cancer
services reached £639 million;

® since 1997 there has been a 44 per cent increase in the number
of cancer specialists;

® over 1,200 items of the most modern equipment has been
delivered to diagnose and treat cancer since 2000; and,

® on the latest evidence available, the number of cancer patients
enrering clinical trials has doubled in the last three years. The
percentage of people entering trials in England is owice as high
as in the United Stares.

Prevention
5.189  Smoking is still the leading single cause of avoidable ill

health and death and is responsible for a third of cancers.
Increasing fruit and vegetable consumprion is the second most
effective strategy for reducing the risk of cancer, and has major
preventative benefits for heart disease. The incidence of some

cancers is also linked o physical inactivity (see paragraph 5.517).

Breast Screening

5.190  As of March 2006, all of the 85 local breast screening
units in England were inviting women aged 65 ro 70 for breast
screening as part of the expansion of the NHS breast screening
programme. Since the age extension began in April 2001, over
600,000 more women have been invited for breast screening, In
addition, all units are now taking two views of each breast at every
screen (two-view mammography), which has led vo a 40 per cent
increase in the number of breast cancers diagnosed in the
programme since roll-outr began in 2001,

Cervical Screening

5.191  The national roll our of liquid based cytology (LBC),
part of the modernisation of the NHS cervical screening
programme begun in October 2003, will not only speed up result
times, but also provide a more reliable rest than previously
available. When fully implemented, LBC will mean 300,000
women a year will not have to undergo repear rests. The retraining
of staff and installation of new equipment is a major undertaking,
and we do not expect full implementation until the end of 2008.
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Half of cervical screening programmies will have converted to LBC
by summer 2006,

5,192  The Government is commited o speeding up the rsuls
of cervical sereening (Labour Party Manifesto, May 2005 General
Election). Work has begun on considering how this commitment
might best be implemented.

NHS Bowel Cancer Screening Programme

5.193  The Secrerary of State for Health announced in Ocrober
2004 thae the NHS bowel cancer screening programme would
begin in April 2006, Men and women aged 60 o 69 will be
invited for screening using a testing kit they can complete in their
own homes before sending it off to the laboratory for analysis.
Around two per cent of those who are screened will be positive,
and they will be invited for a full colonoscopy (examination of the
interior of the bowel).

5.194
callfrecall services, send out the testing kits, interprer the

Five programme hubs across England will provide

completed kits, and send results our. 90 1o 100 local screening
centres will provide endoscopy services for the two per cent of men
and women who have a positive test result. Roll-our will expand
over subsequent years and we expect full national coverage in
England by 2009,

NHS Prostate Cancer Programme

5.195 Since the Department published the repore Making
Progress on Prostate Cancer "™ in Movember 2004, further
progress has been made in tackling the disease that is the most
commonly diagnosed cancer in men.

5.196  In 2004, Rosie Winterton, Minister for Health Services,
announced a new public awareness pilot programme for prostate
cancer. The pilor, which will begin in 2006, is intended to raise
the awareness of the prostate and its function. It will rake place in
an NHS primary care trust area and its results will be evaluared.
IF successful, the initiative could be replicated across the country,
The pilor will be jointly funded by the Department and
signatories to the Prastate Cancer Charter for Action *™ (voluntary
organisations, patient groups and professional groups).

5.197  In summer 2005, the Department issued for consultation
a draft framework of advice for SHAs, cancer nerwaorks, PCT: and
NHS rtrusts in England considering the introduction or
continuation of low dose brachytherapy for the trearment of
localised prostate cancer. This is a form of radiotherapy in
which radiation is targeted directly by the implantation of small
radioactive pellets. The responses to this consultation are being
considered and a revised framework will be issued later in the year.

5.198 UK Prostate Link was launched on 4 November 2005,
another joint venture between the Deparement and the Prostate
Cancer Charter for Action. This is the first comprehensive
independent online source of informarion of its kind, and will help
prostate cancer patients, their families and health professionals o
access the information they need about the disease, UK Prostare
Link can be viewed at: hups//prostate-link.org.uk/
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5.199 The prostate cancer risk management programme,
which is designed to help men make an informed choice abour
being tested for prostare cancer, is being evaluated by the Cancer
Research UK Primary Care Education Research Unit at the
University of Oxford, and papers will appear in the academic press
in 2006. The primary care information packs sent to all practices
in the country will be revised, based on the results of the
evaluation, and the packs will be re-launched in summer 2006.

5.200  Decisions about treatment for prostate cancer can
often be difficult and complicared. The first phase of the ‘Action
On Urology: Implementation of Decision Aids’ programme ended
in 2005. The pilot was designed to help make sure thar the NHS
is able ro use decision aids for men with prostate cancer as part of
its routine practice. The programme found thar parients and
professionals found the decision aids helpful in the decision-
making process. The second phase of the programme has now
begun, aiming to enhance effectiveness before any national roll-
out rakes place.

Cancer Waiting Times

5.201  Whiting for specialist 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 thar all patients referred
urgently by a GI* with suspected cancer should be seen within wo
weeks, two key targers covering diagnosis and treatment are due
to be implemented from the end of 2005. These are that:

® all patients with cancer should commence treatment within one
month of decision to crear: and,

® all parients with cancer whe are referred urgently by a GP should

commence treatment within two months of referral,

5.202  NHS performance towards the NHS Cancer plan
targets for the maximum time cancer patients should wair for
assessment and treatment has been very impressive. In 2005:

® over 99 per cent of patients referred urgently by their GP for
sllspcc:cd cancer were seen within owo weeks:

® 98.9 per cent of women with breast cancer were treated
within one month of a decision 1o rear;

® 98.1 per cent of women with breast cancer were treated
within two months of being referred urgently by their GP; and,

® the 2005 cancer waiting times targets became live ar the end of
December 2005. The NHS has been working hard to redesign
services and introduce new, crearive and more efficient ways of
working, so that cancer patients treated from 1 January 2006
onwards can expect to be treared within target times.

5.203  Achievement of 2005 waiting times targets will be
measured on performance in the quarter from January to
March 2006 and data for this period will be published in early June
2006. The National Cancer Waits Project will continue to
support the NHS in achieving and maintaining these standards in
2006,



In addition, the last manifesto included further commitments to
ensure that we will go further to improve on the currenr cancer
walting rimes targer.

Cancer Treatment

5.204  Improving Outcomes "™ guidance is now available from
the Marional Institute for Clinical -Exr;r:"n:nc-.: on eleven tumour
groups (breast, colorectal, lung, gynaecological, upper
gastrointestinal, urological, hacmarological and head and neck
cangers, skin cancers, sarcomas and cancers in children and young
people) as well as adult supportive and palliative care. Guidance
of this nature makes recommendations to the NHS abour how
health services should be organised w improve ourcomes for
patients. Guidance on one further group of cancers (brain
cancers) will be published during 2006.

5.205
Ohnircomes series of guidance is currently being assessed by the

Implemmt:tiﬂn of recommendations in the J'mj,n-mw'ug

national cancer peer review programme. By the end of May 2006,
27 Nerworks will have been visited and the programme is on
schedule 1o have completed the main visits to all the cancer
networks in England by November 2006. A national report
summ:lrising the outcome of the peer TEVIEwW programme 15

expected to be published around spring 2007,

5.206  Sixreen cancer drugs have been appraised by NICE and
a further nineteen drug appraisals are in progress or planned. The
new appraisals will address trearments for brease cancer, lung
cancer, colorectal cancer, head and neck cancers, mesothelioma,
prostate cancer, brain cancer and cancer treatment-induced
anaeri.

5.207
June 2004 showed |.|r|;|.ﬂ;¢pmi:]:: variations across the country
in the uprake of cancer drugs approved by NICE. In response,
the Department set out a broad programme of action

The National Cancer Director report™" published in

to support the NHS in implementing NICE guidance.
This included the development of local action plans to address
areas of concern. These action plans were encouraging, confirming
that the profile of implementing NICE appraisals had
increased and that where problems had been identified they
had been, or were in the process of being, addressed. A repeat
analysis is being conducted to confirm if variations have been
reduced as a result of these actions. This should be available in
the summer.

5.208 NICE also produces clinical guidelines on the
appropriate treatment and care of people with specific diseases and
conditions within the NHS. NICE published referral guidelines
for suspected cancer in June 2005 o help primary care staff
identify those patients who are most likely to have cancer and
therefore require urgent assessment by a specialist. They also issued
guidelines on the diagnosis and rtrearment of lung cancer in
February 2005. Clinical guidelines are also in development for the
‘diagnosis and treatment of breast and prostate cancers.

Supportive and Palliative Care

2.209  In recent years, the Government has announced a
range of activities to improve the provision of high-quality
supportive and palliative care, and to provide people with greater
choice at the end of life,

5210 The £12 million End of Life Care ["mgmnm'u;
(2004-2007) is tackling inequalities in the provision of palliative
care services, and supporting people ar the end of life ro make
choices about the treatment they receive and where they die.
Central 1o the programme is the provision of palliative care trining,
tor general staff, so thar all patients, regardless of their diagnosis,
have access to high quality end of life care. This is being
achieved through the dissemination of three key tools: the
Liverpool Care Pathway, the Gold Standards Framework and the
Preferred Place of Care. Now entering its second year, the
programme has made significant progress. The latest figures show
that 28 per cent of all GP* practices in England have now
implemented one or more of these tools, and thar 60 per cent of
acute rrusts have jmph:m:nn:d the |j\"t,‘lpﬂﬂ] Care Pathway on one
or more wards. Additionally, 47 per cent of hospices have
implemented one of the wols.

5.211 The Cancer Plan made a commitment to invest an
additional £50 million per annum for specialist palliative care, This
commitment has been delivered. It has increased overall levels of
funding for specialist palliative care by about 15 per cent, and
NHS funding by about 40 per cent, over 2000 levels. So far, this
extra money has funded 44 additional consultants in palliative
medicine, 172 new elinical nurse specialists and 46 new specialise

palliative care beds.

5.212 Action plans have been developed by the cancer
networks to ensure thar the NHS implements the
recommendations in the National Instioute for Clinical Excellence’s
gu'td;m:r on .Suj.u-‘r:l.::rrﬂ'ﬂ.r and Palliaeive Care™ . Whilst the
guidance was developed for the care of those with cancer, the
recommendations are applicable to other conditions. The action
p[ans are hw:ing monitored b}r the SHAs.

5.213 Funding of £6 million has been provided for an
Integrated Cancer Care Programme, which is now in its second,
and final, year. The programme will explore models of delivery to
help patients get the best quality of care possible, and w find out
the most effective ways 1o use resources. It will also support patient
choice by engaging patients more actively in decisions about
their care.

5.214 The Government has made 2 commitment to double the
investment in palliative care services for all people, regardless of
their age or condition, so that more people have the choice ta be
treated and die at home. This will be delivered through the White
Paper Owr Health, Owr Care, Our Say, which sets out a programme
for action for end of life care. We will be working with key

stakeholders in taking this forward.

5.215 A Public Accounts Commitree report on improving the
patient experience for those with cancer, Tiackling Cancer:
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Improving the Patient Journey ™™, was published in January
20046, Although recognising that there is still work ro be done, the
report acknowledges that the cancer patient experience has
2000 and 2004, These
recommendations will be taken into account in the Department’s

improved markedly berween
continuing work.

Cancer Workforce and Training

5.216 The cancer care group executive is overseeing a
programme to ensure that we have l.‘I'LﬂLIEh pm-plc, with the n'ght
skills, available in the right locations, at the right times, to provide
the care that cancer patients need. The programme includes
projects within endoscopy, histopathology, radiology and improved
trearment and these are already well underway.

5.217 A nartional rraining programme for colorecal cancer has
been designed as part of the NHS bowel cancer programme. This
training is for the whole colorectal cancer multi-disciplinary team.
It brings together members of the team to learn about roral
mesorectal excision (TME), which has consistently resulted in
lower rates of local recurrence of bowel cancer, reduced the need
for expensive and unpleasant procedures, and improved survival
rates. By March 2006, 140 colorectal reams will have participared
in TME rraining courses.

5.218  Also, to prepare for the NHS bowel cancer programme,
mre than £9 million over three years was committed in 2003 o
expand endoscopy training capacity further. Three narional and
seven regional rraining centres have been established and are
training medical staff, general practitioners, nurses and allied health
professionals in endascopic procedures. The new training centres
are inr.'n:asing the pool of staff able to undertake these diagnostie
procedures and, therefore, reducing waiting times and making
services more convenient, which will facilicare the introduction of
a national bowel cancer screening programme.

5.219 A national training programme has been developed in
sentinel node 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 to undergo and not
only lessens the risk of pain and swelling, burt also reduces the
amount of time they need to spend in hospiral. The programme
is being rolled-out through workforce development direcrorares
co-ordinated by the North East London SHA.

3.220 A national training programme is also being developed
and piloted for prostate cancer teams with the aim of enhancing
team working and improving the quality of surgical techniques
(focusing initially on open prostatecromy).

5.221 Competency frameworks have been developed, by
Skills for Health for staff working in endoscopy; chemotherapy;
supportive and palliative care; MDT co-ordinators; and eystoscopy.
National workforce competences will ensure skills are recognised
and are transferable across the UK, and can be used o underpin
a range of national qualifications and training programmes. For
2006, the care group have commissioned Skills for Health 1o
develop new competency frameworks in breast assessment,
cervical cyrology sample taking, new roles relating ro Aexible
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sigmoidoscopy and to scope the comperencies relating to
urclogical assessment.

Cancer Equipment

5.222  The Department has continued o invest in facilities o
ensure thar parients have betrer access to diagnostic scanning and
radiotherapy services by increasing machine capacity and replacing
ageing equipment. £128 million capital investment was made
during 2005-06.

5.223  Figure 5.1 shows the total number of the larger items of
diagnostic and radiotherapy equipment thar were available in the
NHS in 1997, January 2000 and now in March 2006. It also
shows the percentage increase thar the equipment programmes
have contributed 1o,

Figure 5.1: Diagnostic and Radiotherapy Equipment

b I Illm, : _ N

January  March % increase
CT scanner 200 285 Er e 835
Linear Accelerator 140 152 215 54.0
MRI scanner 110 182 273 148.0

Sonrce: Intewtional Medical ¢ Envirmnmenal Expasure (IMEX) Depariment
Narional Radiological Prosection Board — March 2006

5.224  Deliveries of a further 56 items of new and replacement
diagnostic imaging equipment and 56 linear accelerators via the
central programmes are anticipated in 2006-07.

5.225  Savings made by organising the equipment procurements
centrally have been used to extend the programmes. Because of
these central programmes, the NHS in England will have a stock
of CT and MRI scanners as modern as any country in Europe.
This equipment provides higher quality images and faster
scanning times for patients. The new linear accelerators have
enabled the latest radiotherapy eatment techniques t be provided.

Positron Emission Tomography

5.226  In Ocrober 2005, A National Framework for the
Development of Positron Emission Tomagraphy Services in England **
was published on the Departmental websire. This framework

provides advice to commissioners and providers on the
development of PET CT services.

CORONARY HEART DISEASE AND
STROKE
— improve the care of patients with CHD and

stroke, and reduce mortality and morbidity of
CHD and stroke

Prevention
5.227  ‘The section on key risk factors for delivering the health

inequalities target ar paragraph (see paragraph 5.472) gives details
of how the Department’s work will contribute to reducing the
incidence of CHD.



In Primary Care

5.228 Primary care has a key role o play in preventing,
diagnosing and managing coronary heart disease. Heare failure in
particular is a long-term condition with a poor prognosis, but
effective management in primary care, with good links to
secondary and o palliative care, can improve patients’ and
carers’ quality of life and avoid unnecessary hospitalisation.

5.229 The new GMS contract includes a range of quality
indicators for CHD and heart failure, reflecting the high
incidence and prevalence of these conditions. 2004-05 was the first
year of the contract and practices achicved an average of 95 per
cent of the points available in these areas. Spearhead PCTs achieved
an average of 93 per cent of these poins, suggesting both the
additional challenge they face and their determination to meet the

qualiry requirements. This is consistent with the continuing rise
in prescriptions for key drugs for secondary prevention of CHD.,

5.230  In particular, statin prescribing o control cholesterol
continues to rise at 30 per cent a year. See Figure 5.2. The
Martional Institute for Health and Clinical Excellence has
published a technology appraisal on the use of starins,
reccommending thar they be prescribed to patients ac a 20 per cent
10-year risk of developing cardiovascular disease (including
stroke) as well as ro those with diagnosed disease. Previous
guidance, set out in the NSE recommended a prescribing
threshold of a 30 per cent 10-year risk of coronary hearr disease.
We can, therefore, expect statin prescribing to continue to rise
sharply, though reductions in the price of the most commaonly-used
statins (see Figure 5.3) means thar costs will not rise at the
same rare.

Figure 5.2: Total Number of Statins Prescription Items Prescribed and Dispensed in the Community, in England,

since January 1991

Figure 5.3: Net Ingredient Cost of Statin Prescription Iltems Prescribed and Dispensed in the Community, in

England, since January 1991
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5.231 The Quality and Ourcomes Framework has been
revised for 2006 and will incliede a section on atrial Abrillation as
well as updating some of the other quality indicators, Acrial
defibrillation is a key risk facror for stroke and these additional
points should therefore have a significant impact on early
diagnosis and treatment of atrial defibrillation,

In Emergency Care
5.232
attacks. 681 auromaric external defibrillacors (AEDs) were placed
in 110 public places around the country in the first phase of the
programme, which started in February 2000. Sites include

There have been improvements in the treatment of heart

railway stations, airports and one shopping centre. Management
of these AEDs has been devolved to the NHS as of | February
2005. Ambulance trusts will be responsible for the training (and
retraining) of volunteers and for maintaining the equipment in the
sites where the AEDs have been installed. Up to January 2006,
evidence suggests that 71 lives have been saved through the work

of this programme.

5.233 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
defibrillation efficers in 31 ambulance trusts. The Department is
responsible for delivering the programme in the light of experience
gained o date.

Clot-busting drugs

5.234  The narional service framework goal is thar eligible heart
artack patients should receive clot-busting drug treatment
(thrombolysis) within 60 minutes of calling for professional help.
The proportion treated within 60 minutes continues to increase
bur further improvement is proving very challenging in some of
the more rural areas. Early progress was largely in treatment after
arrival in hospital. 88 per cent of people are now treared within
30 minutes of arrival. Good progress is being made in some more
rural areas on reducing time trearment with the roll out of
pre-hospital treacment by paramedics giving thrombolysis. To date,
almost 4,000 patients have received paramedic thrombolysis and
29 our of 31 ambulance trusts have paramedics trained to do this.
The proportion of patients receiving treatment within 60 minutes
of calling for professional help is now 58 per cent, compared to
24 per cent in 2000 when the NSF was published. There is new
evidence that thrombylosis can be beneficial for a proportion of
stroke patients, but thrombylosis is clinically more complex than
for CHD. Growing numbers of stroke services are actively
nvolved in delivering thrombylosis, bur developing systems of care
and ensuring adequate training rake time.

Primary Angioplasty

5.235  Primary angioplasty is use of angioplasty as the main or
first trearment for patients suffering from a heart amack. Some
mainly urban cardiac centres have been developing primary
angioplasty services over the last few years and in 2005 they have
started to expand them beyond their immediate carchment.
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5.236  The Depantment is investing £1 million in a study to test
the feasibility of rolling ourt primary angioplasty services across the
whole country. There are seven pilots. Different service models and
geographical challenges are being studied and there will be a
detailed economic evaluation and patient experience evaluartion.
The project reports early in 2008, The project steering group has
produced guidelines for any trust considering sctting up this service

in the meantime.

Rapid Access Chest Pain Clinics

5.237  Rapid access chest pain clinics (RACPCs) are designed
to ensure that people who develop new symptoms of chest pain
can be assessed by a specialist within two weeks of referral from
their GE: The roll our of RACPCs started in 2000 and national
coverage was achieved in 2003. Moniroring of performance began
in March 2001, when 75 per cent of patients were seen within
14 days of referral. The most recent data, covering the quarter to
September 2005, showed that 97.7 per cent of patients were seen
within 14 days of referral.

Angiograms
5.238  In 2004-05, nearly 145,000 angiograms were carried out
in the NHS compared to only 74,000 in 1995-96. No-one should

be waiting more than six months for an angiogram by the end
of 2005.

Heart Operations
5.239  In 2004-05, the NHS performed nearly 70,000 coronary

revasculanisations (a collective term for coronary bypass operations
and angioplasty procedures), nearly 29,000 more heart operations
than in 1999-2000. There have been radical reductions in the
length of time patients wait for treacment. Only a few years ago
it was not uncommon for parients to wait over two years for
surgery. Now, no-one waits over three months and heart patients
are being offered a choice of hospital for their treatment ar the time
of diagnosis. See Figure 5.4 and Figure 5.5.

Figure 5.4: Trend in Number of Heart Procedures
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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

5.240
the MHS to improve recruitment, retention, training and
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The Department is working with professional bodies and

development of staff in key areas, including cardiac physiologists,
perfusionists, critical care nurses and primary care. A competency
framework for CHID has continued to develop. The first part of
the competency framework covering prevention, heart failure and
rehabilitation was launched in Movember 2003, The second part
covering acute care was launched in March 2005. The third part
covering abnormal heare rhythms is currently under development.

Long-term Investment

5.241
capital infrastructure needed 1w support further expansion of
cardiology and cardiac surgery. In addition to the major capiral
developments announced in March 2001 and November 2001 (at
Papworth, South Tees, Wolverhampton, Bristol, Liverpool,

There has been continued long-term investment in the

Blackpool, South Manchester, Central Manchester, Leeds,
Shetheld, Southampron and Plymouth), 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 network of Kent laboratories was
announced in February 2004, and schemes at Dorset, Somerset
and Newcastle were announced in March 2004. The total cost of
these developments is £600 million.

5.242  £65 million from the Big Lottery Fund is being used to
provide new angiography labs, which provide diagnostic facilities
for heart disease. The Department has made available an extra £60
million to enable 90 labs to be installed, which will speed up
diagnosis significantly for patients with suspected heart disease.

OLDER PEOPLE'S SERVICES

- improve the care provided to older people
5.243 There arc around eight million people over 65 years
living in England roday. We are committed o ensure that we work

to improve the quality of life and independence of older people so
that they can live at home wherever possible by

® increasing the proportion of older people being supported 1o live
in their own home from 2006, by ane 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 being
supported to live ar home or in residential care.

5.244 We are making good progress 1o meet this rarger. In
2005, 32 per cent of older people being supporting to live at home

or in residential care were supported intensively to live ar home,

Encouraging Local Innovation:

Partnerships for Older People Projects (POPDPs)

5.245  To further ensure we apply local innovation help older
people to live independendy we are also investing £60 million ring-
fenced funding over 2006-07 and 2007-08. Partnerships for Older
People Projects (POPPs) will test and evaluate innovarive ways of
enabling health and social care communities to create a sustainable
shift in their ‘whole system’ towards prevention for older people.

5.240
successful partnerships in Bradford, Brent, Camden, Dorset, East
Sussex, Knowsley, Leeds, Luton, Manchester, Morfolk, North
Lincolnshire, Morthumberland, Morth Yorkshire, Poole, Sheffield,
Somerset, Southwark, Wigan and Worcestershire covering about
150,000 older people. In March 2006, we invited bids to the
second phase of the POPP programme for projects running
from 2007,

In Movember 2005, we announced the first wave of

5.247  The learning and experience of each of the partnerships
will direcely inform our forthcoming integrated comprehensive

spending review bid for health and social care.

Telecare

5.248  In our last spending review we announced £80 million
(2006-07 and 2007-08) for a ‘Preventative Technology’ grant wo
support 160,000 older people stay in their own homes. The
purpose of the grant is to initiate a change in the design and
delivery of health, social care and hmming services and prevention
strategies to enhance and maintain the well-being and
im{:pcnd:nc:: of individuals.

5.249 The grant will be allocared o all local authorities in
England with social services responsibilities using the Formula
Spending Share for Older People formula. £30 million will be
made available in 2006-07 and £50 muillion in 2007-08.

Transforming Choice — Individual Budgets
5.250  The recently published White Paper Our Health, Our

Care, Our Say, stresses our commitment o pilot individual
budgets. These will help vulnerable older and disabled people take
contrel of their lives and choose the services that suit them best.

5.251  Individual budget pilots are being led by the Department
of Health working with the Department for Work and Pensions
(W) and the Office of the Deputy Prime Minister (ODPM).
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The central idea behind the individual budget concep is to place
the person who is supported, or given services, ar the centre of the
process and to give them the power to decide the nature of their
own support. The concept builds on the successful features of
direct payments and on other initiatives to develop self-directed

SUPpPOTE.

5.252  Opportunity Age™™ committed the Department to
begin the pilot process (for older people) before the end of 2005.
The first pilot site — West Sussex County Council — is focusing on
older people and came on stream in December 2005, The
remaining twelve pilot sites will come on stream throughour the
first half of 2006. Pilor projects will continue for 18 months to two

years.

5.253  The thirteen pilor sites are West Sussex, Barnsley,
Oldham, Manchester, Norfolk, Essex, Lincolnshire, London
Borough of Barking and Dagenham, Kensington and Chelsea,
Leicester, Coventry, Bath and North East Somerset and Garteshead.

5.254 Each of the pilot sites will implement individual
budgets in a different way, and with different groups of social care
service users, but they will all test the basic core components of the
individual budger approach.

The National Service Framework for
Older People

5.255  The National Service Framework for Older People is now
mid-way through its ten-year delivery programme.

5.2506
Care Inspection (CSCI) and Audit Commission have published
Living Well in Later life: A Review of Progress Against the National

Service®*, This is a joint report on the NSF's implementation in

The Healtheare Commission, Commission for Social

ten inspected communities across England.

5.257  That report will then inform our National Director for
Older People’s Neer Steps report, due in May 2006, on key
remaining priorities for the NSF's further delivery.

3.258
older people’s lives and major progress has been made in
promoting older people’s health.

The NSF has enabled significant improvements in

Delayed Discharge

5.259  Enabling smooth transfers of care berween the NHS and
social care is critical to the delivery of people centred services. Since
the implementation of the Community Care (Delayed Discharges)
Ace 2003 " the number of delayed discharges have continued to
fall. Berween October 2001 and October 2005 the number of
delayed discharges fell from over 7,000 to below 2,500. In 2005,
over 4,800 fewer people were experiencing a delayed discharge on
any one day compared with 2001.

Life Chances for Disabled People

5.260 In January 2005, the Prime Ministers Strategy Unit
published a joint repore with the Department of Work and
Pensions (DWP), Deparement of Health, Department for
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Education and Skills (DfES) and Office of the Deputy Prime
Minister (ODPM) on Jfmproving the Life Chances of Disabled
People ™. The report scts out a twenty-year cross-government
strategy with the aim thar by 2025, disabled people in Britain
should have full opportunities and choices to improve their quality
of life and will be respected and included as equal members
of sociery.

5.261  The Department is committed to working with the new
Office for Disability Issues and other government departments to
drive forward this strategy.

MENTAL HEALTH SERVICES

- improve the care of patients with mental
illness and reduce mortality and morbidity
from mental illness

5.262

improve life outcomes of adults and childven with mental health
problems through year-on-year improvements in access to crisis and
child and adolescens mental bealth services {CAMHBS), and reduce the
miartality rate from suicide and wndesermined injury by ar least 20 per
e .ﬁ_'].l 2000

The PSA agreement stares thar we will:

Suicide Rate

5.263  The suicide rate for 2004, the most recent data available,
is amongst the lowest recorded. The rarget requires a reduction
from the 1995-1997 baseline of 9.2 deaths per 100,000 population
to 7.3 deaths per 100,000 in 2009/2010/2011 (this targer was
revised from 7.4 following a change in the methodology used by
the Office for National Statistics to record the cause of death). The
larest suicide monitoring dara for the three-year period 2002-2004
shows a reduction of 6.6 per cent from the baseline to 8.6 deaths
per 100,000, We are continuing to take action at local and national
levels to help reduce the number of suicides in our communities.
Significant progress has also been made in reducing the rates of
suicide by people in touch with mental health services and by
young men, both of which groups have higher risks of suicide.

5.264  Implementation of the National Service Framework for
Mental Health®™ (MHNSF) contributes to the suicide rarget.
Mental health services in the community are being strengthened.
Mental health services continue to take grear strides to improve
access to effective treatment and care, reduce unfair variation, raise
standards and provide quicker and more convenient services. As
at the end of March 2005, there were around 343 erisis
resolution, 262 assertive outreach and 109 early intervention teams
established in England. In the first three quarters of the financial
year 2005-06, crisis resolution teams provided 61,130 home
trearment episodes. At 31 December 2005, around 16,950
people had received care from assertive outreach teams, an
increase of 14 per cent over the previous year.

5.265  In addition, progress has been made in establishing other
new workers: around 1,500 community gateway workers are being
employed 1o coordinate and ensure prompe access o mental health
care; and around 650 graduate primary care mental health



workers, trained in brief therapy techniques, are being appointed
to provide first line treatments within primary care teams and
support clinical governance in primary care.

5.266 In July 20035, we announced an extra £130 million of
capital funding o be available from 2006-07, o ensure the
continued development of safe and therapeutic environments in
mental health care, and also o ensure that each mental health truse

has access vo an appropriate place of safety for making asscssmenes
under the Mental Health Ace 198354,

Delivering Race Equality — One Year On

5.267  The Count Me In: Mensal Health and Ethnicity Censas® 9,
?ublishﬂ:l on 7 December 2005, was commissioned as part of the
five-year action plan for tackling inequalities and discrimination
in mental health, Delivering Race Equality in Mental Healeh"*
{DRE).

5.268 Other progress during the year includes:

® |7 focused implementation sites for DRE — “hothouses of
reform”, helping o develop and spread good practice with up
to £50,000 each to fund innovation;

® community engagement pilot projects, supported by £2 million
funding — 40 by the end of this financial year, with another
40 to come next year;

® £16 million a year o help PCTs recruir 500 community
development workers: and,

® the development of twelve new training modules in race
equality and cultural capability, to be piloted in 2006.

Strengthening the Workforce

5.269 There have been significant increases in the numbers of
consultant psychiatrists (51 per cent), mental health nurses (21 per
cent), clinical psychologists (75 per cent), non-medical
psychotherapists (125 per cent), and art/music/drama therapists
(23 per cent) working in the NHS since 1997. Guidance to help
impmv: the recruitment and retention of the mental healch
workforce was published in 2005. The final report on the New
Ways of Working™*" programme for consultant psychiatrists was
published in Ocrober 2005 and an implementation programme
is now under way. The review of mental health nursing, to ensure
thar we maximise the skills of mental health nurses, has been
gathering pace and the report is scheduled to be launched in April
2006,

Future Developments

5270  As part of the 'From Here o Equality’ strategy. a five-year
national programme, SHIFT, has been purt in place to reduce
stigma and discrimination amongst people with menral health
problems. The SHIFT report on media coverage of mental health
issues, published in January 2005, will seek closer working
between the media, the mental health secror and the Government
' when covering mental health issues. SHIFT also plans ro provide

marterial to raise awareness about stigma and discrimination in all
schools around England.

5.271 The National Instimute fior Mental Health in England,
part of the Care Services Improvement Parcnership, is co-
ordinating action on the Social Exclusion Unit’s 2004 report on
mental health, through the Narional Social Inclusion Programme
(NSIP). NSIP published its firse annual report in November 2005
and recently issued guidance on direct payments, day services and
vocational services for people with severe mental health problems.,
The NSII* annual report outlines key successes in its first year, such
as the changes to the Incapacity Benefir ‘Linking’ rules so that the
return to work and claiming of benefits is more flexible and
supportive for people with mental health problems and the launch
of the Social Inclusion website which publicises progress made in
this field to all stakeholders — www.socialinclusion.org.uk.
NSIP" is also working with the Department for Work and
Pensions to develop an ag:nrja on vocational advisors in

primary care.

5.272
context of choice and other key national initiatives is continuing,

Work dm'f]ﬂp'mg mental health services wichin the

We will make more informarion available abour mental health and
illness to help people with mental illness manage their own care.
Work is also continuing on the commirments in the public health
White Paper, Choosing Health, which promotes the physical health
of those with severe mental illness through guidance to the service

ain I'I'.If.HiflS Hl'- -cln:li!.rcr_'r'.

5273

(IAPT) Programme will be launched shortly as a prelude w

The Improving Access ro Psychological Therapies

making the case for a national rollout of stepped increases in access
to psychological therapies for people with common mental
health problems. IAPT will run for 18 months, and is a key
component of the Government's ‘Health, Work and Well-being
— Caring for Our Furure' strategy. It sees the Department, the
DWP and the Health and Safety Commission join forces to
improve the health and well-being of the working age population.
IAPT will help to ensure that where work-related mental illness
occurs, that there is improved access to evidence-based
peychological therapy services as an adjunct or alternative o
medication, to creare well-being at work.

5.274
legislation, ensuring that the framework for treating the small
number of people with a severe mental illness who require
compulsory treatment will be fir for the 21st century and fully

We are continuing work to reform mental health

compatible with our obligations under human rights legislation.
On 23 March 2006, we announced plans to introdisce a Bill o
amend the Mental Health Ace 1983 which would focus on key
policy changes.

Child and Adolescent Mental Health Services
(CAMHS)

5.275  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
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a comprehensive service in all areas by 2006. This aim is not only
supported by the extra investment, bur 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,

5276 CAMHS regional development workers are actively
helping both commissioners and providers to expand and
improve services in line with guidance set our in the narional
service framework. The main measure of progress is the annual
CAMHS mapping exercise. The results of the 2004 CAMHS
mapping exercise were published in July 2005. Iv indicated an
increase caseload of 21 per cent and the rotal number of staff
employed in CAMHS reams growing by almost 15 per cent.

Prison Mental Health
5277
general population although there was a welcome decline in actual
numbers, from 95 apparent self-inflicted deaths in 2004 0 78 in
2005. Suicide prevention measures have continued across the

Suicide rates in prison remain higher than in the

prison estate following collaboration berween Prison Health (the
Department of Health), the National Institute for Mental Health
in England (NIMHE), the safer custody group (part of the Health
and Otfender Partnerships direcrorare of the Marional Offender
Management Service) and the Prison Service. Forty-ane prisons
have implemented a new care-planning system, ‘Assessment, Care
in Custody and Teamwork” (ACCT) for at risk prisoners. ACCT
will be extended to all prisons across the estate by mid 2007,

5.278 360 prison in-reach workers now provide mental health
services for people with severe mental illness in 102 prisons. A
project that aims to reduce waiting times and provide seamless
transfers to hospital for those prisoners in the acute phase of a
severe mental illness starred in April 2005, Procedures for the
Transfer of Prisoners to and from Hospital Under Sections 47 and 48
of the Mental Health Act 1983 "* has been provided following a
national consultation. It explains each stage of the transfer
process. It is available as a Prison Service Instruction and can also
be viewed on the Department’s website. The number of people
transferred 1o hospital under sections 47 and 48 of the Menval
Health Act 1983 rose from 721 people in 2003 to 831 people
in 2004,

5.279 A mental health awareness training package has been
developed and produced specifically for Prison Service staff. A
comprehensive support pack is included and has been sent to all
prison mental health leads. It is particularly rargeted rowards
meeting the training need of prison discipline staff, especially those

involved with escort and reception duties,

CHILDREN

— improve children’s health and social care
services

Children’s National Service Framework for

Children, Young People and Maternity
Services
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5.280  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,
secting standards across health, social care, and some education
services. It is consistent with and forms an integral part of the
Government’s strategy for children and young people, Every Child
Matters: Change for Children®*". The priorities for the

Department’s work 1o support local implementation was published
in December 2004,

5.281  The NSF has been hailed internationally for the quality
of its thinking. It ser our, for the first time, five standards which
apply o all children:

® promoting health and well-being;
® supporting parenting;

® child-centred care;

® rowing up into adulthood; and,

® safeguarding and promoting the welfare of children and young
people.

5.282  Iralso set standards ro cover children who are ill, disabled

children and these with complex health needs, the mental

health, the mental health and psychological well-being of

children, medicines and maternity services. The NSF was

supported by information and delivery strategies.

5.283
underway. For example:

The NSF is a 10-year strategy, and progress is well

® progress is being made to meet the manifesto commitment that
by 2009, all women will have choice over where and how they
have their baby and what pain relief to use. An advisory group
of key stakeholders meets quarterly o identify the blocks and
the levers to change in maternity services and we have engaged
SHA maternity leads on implementation issues; focus group and
omnibus survey work on user experience of maternity services
has been undertaken and research into the midwifery-led birth
centre method of care and outcomes for mothers and babies has
been commussioned: and,

® a series of emerging pracrice workshops around the country o
disseminate examples of good local practice covering issues such
as access for vulnerable groups, including reenage pregnancy. and
delivering materniry services through children's cenrres.

5.284  The NSF set out details of the Child Health Promotion
Programme — a comprehensive system of care that encompasses:

® childhood screening;
® imimunisaions;

® health promotion;

® the needs assessment; and,

® carly intervention to address identified needs.

5.285 It will be delivered in a range of settings such as
primary carc practices, children’s centres and extended schools by




midwives, health visitors, school nurses, GI* and other healthcare
professionals. Over the coming year we will be working with
Departmental colleagues and healthcare professionals to develop
a best practice guide o support implementation of the programme.

5.286  To help with local implementation of the NSF for
Children, Young People and Maternity Services, the Department of
Health and the Department for Education and Skills published
exemplars during 2005 on complex disability and acquired
brain injury. Exemplars illustrate good practice and aim ro help
people working locally to improve local commissioning and
delivcrf of children's services,

5.287 The NSF tor Children, Young Peaple and Maternity
Services promotes the role that managed children’s clinical
nerworks (standard 6) and managed marernity and neonatal care
networks (standard 11) can play in helping 1o achicve the
delivery of safe, comprehensive and integrated local services. We
published in 2005, A Guide To Promote A Shared Understanding
Of The Benefits Of Managed Clinical Networks " to support this.
Recognising that children with life-limiting and life-threatening
conditions are living increasingly longer, we published in
November 2005, Commissioning Children’s and Young People'
Palliarive Care Services: A Practical Guide ﬁ!r Primary Care Trusts
and Practice-based Commissioners® ", This sets out a model for
commissioning and providing children’s palliative care services that
moves seamlessly across health, social care and education which will
help them implement the high standards required by the
Children’s MSF as they plan and deliver children’s palliative care.

Screening

5.288 Significant progress has been made in developing
screening programmes in England and improving coverage 1w
liisﬂd\'&l"a.gt‘{l gl.'ﬂllPE .‘md Arcds. FL'IF ::xampll:.. [l.'“! DUWIIIS'-
syndrome screening programme aims to ensure equitable access
around the country and screening is now offered in around
95 per cent of marternity units to women of all ages. The
Mewborn Hearing Screening Programme is now screening
99 per cent of newborns in England and neary 1,100 babies have
been confirmed with a hearing loss before six months. Early
identification improves communication skills, leading ro better
educational achievement and quality of life.

5.289 A linked newborn and antenaral screening programme
for sickle cell and thalassaemia disorder is being implemented
across England. The aim of the newborn programme is to
achieve the lowest possible childhood morality rates and o
minimise morbidity from sickle cell disease in childhood. By July
2005, newborn screening for sickle cell covered 90 per cent of
newborns with completion of implementation due by April 2006.
In the first seven months of the programme, 103,000 were
screened and 125 babies identified. The rollout of antenatal
screening for sickle cell and thalassaemia is almost completed in
high prevalence arcas. Low prevalence areas are due to have
implemented antenatal screening using a family origin
, questionnaire by the end of 20006.

Every Child Matters: Change for Children

3.290
every child, whatever their background or their circumstances, 1o

Every Child Matters sets out the Government's aim for

have the support they need to:

® be healthy;

® gray safe;

® cnjoy and achieve;

® make a positive contribution; and
# achieve economic well-being.

5.291

contriburor.

These outcomes are interdependent and health is a key

Children Act 2004

5.292  The Children Act 2004 "% provided the legislarive
spine for the above programme. It ser our a duty for local bodies,
including PCTs, 1o cooperate with each other to improve
outcomes. It also included a number of key reforms which have

I'.H'..'l:.'ﬂ ngﬁ.‘m{l:

® AL Aynsley-Green was appointed to the office of Children's
Commissioner to champion the views and interests of children
and young people;

L Wﬁnﬂ’fﬂg ?&gﬂ&rg.ti:{]:mcu'*“' 15 o be puhhshr:ci in 200G

L] r:.-gl.d:t'aum; t0 SUpport Local Eafg'gljﬂrding Children Boards have
been publiﬁhq:d: and,

#® the first round of joint area reviews have taken place.

Chief Nursing Officer's Review

5.293
rnidwifcr}r and health viﬁiring contribution 1o the healch and
well-being of vulnerable children and young people. Progress has
been made against the recommendations of the review, most
notably in the development of a practice nurse checklist, on child
protection competencies and on school nursing.

The CNO published in 2004, a review of the nursing,

Development of Children's Trusts

5.294 The Children Act 2004 sce our the intention for
childrens trusts 1o bring wgether all services for children and young
people in an area to focus on improving outcomes. Thirty-five
‘pathfinder’ children's trusts have been integrating services — resting
the ideas behind children’s trusts and helping to design policy. The
learning and best practice emerging from the experience of the
pathfinders will be used as children’s trust arrangements are
extended acrass all 150 local authority arcas.

Regional Change Advisors

5.295
Department of Health and Department for Education and Skills
and have been based in the regional government offices to engage
directly with local authorities, strategic health authorities,
primary care trusts and other local partners, to support the

Regional change advisers were appointed by
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development of integrated provision and improved outcomes for
children and young people. Work is ongoing to ensure that new
regional support roles are aligned to maximise the potential of
integrated services.

Care Services Improvement Partnership (CSIP)

5.296  CSIP was launched in April 2005 following a formal
consultation process te provide local, regional and national
SUPPOIT 1o the dfﬁvt'l}' of a range of services, in¢|uc|in5 better

services for children and families.

Joint Inspection Arrangements

5.297  The Healthcare Commission has joined up with other
inspectorates, including Ofsted and CSCI, o develop both a joine
framework for the inspection of children’s services, and
ArrANgEMents for E'EIIIdLI.{IiI]g JOINE Ared reviews which will look ar
an area in terms both of the five Every Child Martcers: Change for
Children outcomes and the contribution thar different services
make to those contributions. The frst joint area reviews were
published in December 2005, providing a high level picture of the
outcomes for children and young people in five local areas.

SUPPORT FOR PEOPLE WITH
LONG-TERM CONDITIONS

(chronic disease management)

Improving Care for People with Long-term
Conditions

5.298
have a long-term condirion (such as diabetes, asthma or arthriris).
This includes children, adults and older people. For some
people, particularly the most vulnerable, these conditions go
unmonitored and unmanaged until a hospital visit becomes
necessary, resulung 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, bur

Seme 15 million people in this country report thar they

are frequently not there to stop crises from happening in the first

place.

5.299  The NHS lmprovement Plan ser our the Government’s
priority to improve care for people with long-term conditions by
moving from reactive care towards a systematic, patient centred
approach. To help take this forward, a national public service
agreement (P'5A) target has been ser and a long-term conditions
maodel developed.

PSA Target

5.300  Centrally, the Government has taken the lead in serting
a PSA rarger to improve health outcomes for people with long-
term conditions by offering a personalised care plan for vulnerable
people most at risk, and to reduce emergency bed days by five per
cent by 2008, through improved care in primary and community
sertings. ['rogress has already been made in achieving a two per cent
reduction in emergency bed days for 2005-06, which in the main
has been driven by reductions in long lengths of stay. The delivery
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of the target is being driven by the implementation of a model for
supperting people with long-term conditions.

An NHS and Social Care Model to Support
Local Innovation and Integration

5.301  The model, An NHS and Social Care Model to Supporr
Local Innovation and Integration ** published in January 2005,
provides a structured approach ro help health and social care
communiries embed locally more effective systemaric approaches
for the care and management of their chronically ill populations.
It highlights the infrastructure needed to support better care as well
as a delivery system which categorises patients according to their
degree of need. namely:

® level 1: supported self-care — applies to the 80 per cent of
patients with a long-term condition who, given the knowledge,
skills and confidence, can care for themselves and their
condition effectively. Supporting People with Long-term
Condittons to &JE{—C&J‘:’ = A Guide to Dreveloping Local Strategies
aned Best Practice ™ was published in February 2006. It is the
most recent publication in the long-term conditions ‘family’ of
documents.

The document sets out the context for why MHS and social care
organisations need ro embrace the philosophy of self-care and
advocare it, in order to support patients with long-term
conditions to adopt self-care behaviours. The document
identifies four key areas in which patients need support (skills
and rraining, information, tools and devices, and support
networks) and gives examples of good practice together with the
role of patients, professionals and PCTs/trusts in supporting
these areas. The aim of the document is to help NHS
organisations develop local self-care strategies;

level 2: disease-specific care management — is for patients who
have complex single need or multiple conditions, which
require responsive, specialist services using mulri-disciplinary
teams and disease-specific protocols and pathways. The narional
service frameworks and the Quality and Outcomes Framework
will be key drivers for improving care and services; and,

® level 3: case management — is for the most vulnerable people,
who have highly complex, single or mulriple long-term
conditions and who will benefir from a case manager or
community matron, specifically allocared to help anticipate and
coordinate their health and social care needs. A competency
framework for case managers has been developed by Skills for
Health, which outlines good practice guidance for developing
community matron and case manager workforce competencies.

Patients at Risk of Re-hospitalisation (PARR)
Case Finding Tool

5.302  The Department launched a software vool in Seprember
2005 designed to predict parients at risk of repeated hospital
admissions. The tool, which was developed by the King's Fund in
partnership with Healeh Dialog Analytical Services and New York
University, offers a more systematic and accurate approach ro



patient identification using data extracted from hospital based
systems. It is free to use by the NHS and a number of PCTs are
already using it. The tool will help PCTs determine which parients
will benefic most from a case management approach.
Enhancements were made ro the tool in January 2006, which has
been rolled into a package of algorithms called PARR plus.

5.303  Further work is being undertaken by the King’s Fund 1o
develop a risk predicrion model thar will combine hospital and
community based data, which in the main will be from GP
practices and other community services, bur could also include
social services data. It is anricipated thar this will have a higher
power of prediction and this model should be available by summer
2006.

National Service Framework for Long-term
Conditions

5.304 Strong general practice, social services, community
nursing and hospital outreach services are at the heart of high
quality services for people with long-term conditions. The
national service frameworks (NSFs) are already demonstrating thar
new systems and approaches in primary care can have a radical
improvement on outcomes for people. The NHS and social care
are pa.ving the way towards beteer care, impmvcd t|unli|;].r of life and
increased independence for people with long-term conditions.
However, more needs to be done to establish a robust, systematic
approach.

5.305  There is commaon gmum:l berween the N5F for Enng—
term conditions™™ (and other disease management relared
NSFs) and the long-term conditions strategy, for example around
person centred care planning, information and support, self care
and improving the management of specific conditions.

5.306 The long-term conditions strategy sets out the key
principals for a fundamental shift in the way services are delivered
to people with long-term conditions. The NSF for Long-term
Conditions, published in March 2005, provides a neurological
focus for the strategy by aiming o improve services for people with
neurological conditions whilst also drawing out some lessons that
could be applied o other long-term conditions. It is importane that
the NSF maintains this focus during implementation and its own
diserete identity under the broader agenda.

5.307 Ower the last year, we have established a strategic
advisory panel of experts from health, social care and the
voluntary sector to identify and address issues affecting successful
imp]cm:nmrion of the NSE We have also :ng:lg:f] with a wider
group of stakeholders from the NHS, social care and the
voluntary and independent sectors to raise awareness of the NSF
and to promote and support local and national implementarion.
We have put in place a research initiative for long-term
neurological conditions to underpin implementation, which
will provide the “baseline’ data needed to assess the subsequent
impact of the NSE

5.308  We are working closely with the Healthcare Commission
and Commission for Social Care Inspection to identify different

ways in which the NSF for Long-term Conditions can feature in and
inform the Commissions’ service improvement, monitoring and
inspection programmes. We have developed a set of clinical
indicators, which the Healthcare Commission may use to assess
progress towards achievement of the developmental standards in
the Srtandards for Better Health™, which include the
implementation of NSFs. We are aiming to develop a minimum
dataser for long-term neurological condirions using data
extrapolated from the electronic patient record.

5.309  Ower the next year we will build on this activity by
working with SHA and PCT leads to make sure thar
implementation of the NSF for Long-term Conditions is taken
forward across the country.

Your Health, Your Care, Your Say: Improving
Community Health and Care Services (White
Paper Consultation)

5.310  The Whire Paper, published at the end of January 2006,
supports the long-rerm condition approach and considers ir to be
a key challenge coming out of the consultation process, We will
ensure that ilzipirmcntati:m of the J"u".‘ﬂ"ﬁr .I',ﬂng—m*m Corredsiares
is consistent with this and other mainstream health and social care
policy such as the NHS End of Life Care Programme, Carers
Strategy and the 18-week patient pathway from GP referral to the
start of treatment by 2008, as well as system reform issues such as
practice based commissioning, payment by results and specialised
commissioning, so that the needs of people with long-term
neurological conditions are addressed across all of these areas.

Renal Services NSF

5.311 We published part two of The Mational Service
Framework for Renal Services™™ in January 2005, and in
Er:ptr_'mh:r 2005 we puhlis}lcd .E.}rfiu-rrmg the Nartonal Service
Frameweork for Remal Services™*, sewing out progress o dare
towards implementation of the standards and early actions in the
NSF, ogether with a review of the modernisation programme
supporting delivery of the NSF as a whole.

5.312  [n 2005-06, £14 million in capital funding was allocaed
to health trusts to expand renal dialysis facilities. There has been
significant expansion of capacity ar existing renal units, and a
number of new satellite units have opened, helping reduce the
burden of travel on kidney patients and families. Since the renal
MSF was published, ar lease swelve new units have opened, at least
three :xisring units have ::xp:md::r.l. and huilding work has
commenced on a further seven units. The NHS has also been
working closely with the privare sector to build up capacity and
improve access, with several new private satellive dialysis units
opening since the publication of the N5F and the construction of
a number of new independent sector satellite units in the

pipeline.

5.313 The Department funded six action learning sets in
different parts of England. which brought practitioners from a
range of disciplines and patient representatives together to
develop new ideas for improving transport to renal units,

79

L
=
1
-
(= 1§
=
I
£
k.
B
i
n =
=
e
=
=
wi

E
&
k2
T
g
o
=]
s
1=
K. .
=8
L
o
=
@
E
=
£
[
=




5. The NHS Plan - a plan for

Inwestment: a plan for reform

palliative care and the treatment of kidney disease in primary care,
In keeping with the new style working ser our in the NHS
Improvement Plan, the NH5 Modernisation Agency was
commissioned 1o run two projects designed to develop robust local
workforce development models to be used as a model by strategic
health authorities. Four renal workforce group commissioned pilots
helped develop a competency framework for staff in renal
dialysis units, while a further seven, including one each in
scotland and Wales, are working to produce a parallel framework

for staff in the area of renal transplantation.

Diabetes NSF

5.314
ar the leading edge of developing approaches to some of the big
Departmental challenges such as inequalities, public health in
terms of obesity (and smoking) but also those underpinning system
reform. Examples from diabetes are helping to highlight and

Diabetes is the exemplar of long-term conditions and is

suggest solutions in these areas. One such example is ‘A Year of

Care” for diabetes.

Year of Care

5.315
to commissioning diabetes services was introduced in Choosing
Health: Making Healthy Choices Easier ** and reinforced in the
new Whire I’apl:l 00 COMMUNITY SErvices.

The commitment to test the ‘A Year of Care’ approach

5.316
a l:ang—n:rm condition should expect to receive in a year,

‘A Year of Care’ describes the on-going care a person with

including support for self-management, which can be costed and
commissioned. The approach involves shared decision making
berween patients and healthcare professionals in the design of a
package thar meers the parient’s individual needs. The approach
will resulr in more effective use of the care planning process 1o open
up choice for patients with long-term conditions.

5.317
contribute to a number of Departmental programmes, including

The ‘A Year of Care’ project has the potential to

developing new commissioning approaches, supparting choice for
people with long-term conditions and contributing ro the
development of payment by results. The project will aim to rest
the application and impact of system reform policies in an
important group of patients with long-term conditions through
a number of pilot sites. The project will also assess the extent 1o
which these policies and the related improvements in the fir of
services to personal preferences for care translate into berter health
ourcomes and value for money for taxpayers.

5.318 A full-time project manager has been appointed 1o lead
development of the project. A project board has been set up and
should meer for the first time in April 2006,

Diabetic Retinopathy Screening

Background

5.319  The Priorittes and f’;".rmn_l'ﬂg Framewerk 2003 = 20006
(PPF) **" and Diabetes NSF Delivery Straregy “* both include a
target thar

80

® by 2006, a minimum of 80 per cent of people with diabetes ro
be offered screening for the early detection (and treatment if
needed) of diabetic retinopathy as part of a systemaric
programme thar meets national standards, rising to 100 per cent
coverage of those at risk of retinopathy by end of 2007.

5.320 Dara from local delivery plan returns indicare that the
80 per cent target for 2006 specified in the Priorities and
Planning Framework 2003 ~ 2006 (PPF) will be met at national
level.

Action to Deliver the Target

5.321
support the NHS in delivering this target:

The Department has a range of work in hand 1o

® Recovery and Support Unit (RSU) are actively performance
managing all 5SHAs to ensure that they have arrangements in
place to ensure del ivery;

® PCTs are monitored on their progress towards achieving the
targer. The targer is included within the local delivery
agreements berween SHA and PCTs (which are reviewed
quarterly through a data return to DH);

® the Healthcare Commission recognised the importance of this
condition and included retinal screening as an indicator in the
balanced scorecard for PCT performance ratings for 2004-05
in summer 2003%; and,

# the GMS contract includes an indicaror on screening for diaberic
retinapathy, which reinforces delivery of the national PPF target.

5.322  Funds have been made available to suppor the purchase
of digital cameras and related equipment for diabetic retinopathy
screening (£5 million in 2003-04, £9.6 million in 2004-05 and
£12.4 million in 2005-06).

5323 A UK Matonal Screening Committee (NSC) Programme,
carried our with professional organisations and Diabetes UK, is
supporting local delivery. A programme of work is in hand ro:

® reduce variabilicy;

® help the development of a systemartic approach where none
exists; and,

® improve performance and quality.

Case Example

5.324 The Exeter programme is a good example of how an
effective retinopathy service can work in practice. This started in
1986 with 2,000 patients, bue by 1993 that figure had risen 1o
4,000 and now stands at about 12,500, showing thar in 14 years
the numbers of people with diabetes within their remit has grown
more than six fold. They have successfully treared abour 350 people
who would atherwise have suffered loss of sight.

Structured Education

5.325 The Diabetes NSF highlights the importance of
supporting self-care through structured patient education. The aim



of patient education is for people with diabetes to improve their
knowledge, skills and confidence, enabling them 1o manage their
condition more effectively.

NICE Recommendation

5.326 NICE Health Technology Apprisal #60 — Guidiance on the
Uke of Patient-education Models for Diaberes ** recommends thar:
“structured patient education is made available to all people with
diabetes at the time of initial diagnosis and then as required on an
ongoing basis, based on a formal, regular assessment of need”.

5.327
accompanies NICE rechnology appraisals was waived when the

The usual three-month funding direction thar

guidance on patient-education models was published in April
2003, However, Ministers have a.grcud to 105 reinstarement from
January 2006, at which point the NHS will need to make funds
available for patients to be treated in line with this guidance.

5.328 The Department has worked hard to promote structured
education programmes. E.x:ln'iplcs of national parient education
programmes available ro PCTs, which meert the criteria covering
type | and type 2 diabetes, are:

® the DAFNE (Dose Adjustment For Normal Earing) patient
education programme for type 1 was already available in 2003
and was specifically recommended in the NICE guidance. There
are currently 17 DAFNE centres in England; by February 2006,
this will have increased 1o 32 centres; and,

# the DESMOND {Diabetes Education and Self Management for
Ongoing and Mewly Diagnosed) patient education programme
is a new programme for type 2 diabetes. This is now available
to PCTs following a pilot in 2004,

Review of Children’s Services

5329  The Diaberes NSF has set standards on diabetes services
for children and young people and the Childrens NSF highlighes
the i.mpurt: nce of holistic care for those with long-term
conditions. In the light of this, the National Clinical Director for
Diabetes and MNational Clinical Director for Children have set up
a time limited working group with a remir ro:

# “Esrablish what needs to be done to enable the WHS and local
care services to meet the needs of children and YOUNE adules with
diabetes as framed in narional guidance including the Diaberes
and Chaldren, Young Peaple and Maternity Services NSF% and
N]CE g,l.“ldflirlﬁ a.l'ld. ﬂFFf-TiE:lI!’n“

5.330  The group first met on 14 October 2005 and is likely to
meet approximately four times before reporting in the autumn of
2006. The group is considering type 1 and type 2 diabetes looking
at children and young pmpl: up o age 25.

Outcomes
5.331 The group will publish a report which will act as an
implementation support tool and use any resources available to

enable people to commission and deliver the services necessary to
meet the commitments as framed in national guidance including

the Diabetes and Children, Young Peaple and Maternity Services ™
national service framework’s NFss and NICE guidelines and
appraisals.

5.332
maoxdels detailing how services for children and young people with

The hnal report will include a number of service

diabetes should be structured in different clinical 5"“5"15?‘ and the
standards of care that should be provided.

Diabetes NSF the Way Forward —
2006 and Beyond

5.333  The Diabetes Strategic Programme Board, chaired by the
Mational Clinical Diirector for Diaberes agreed to examine the nexe
S[eps in diaberes diaberes MSF delive ry for the I‘n]inwing FCASOTIS:

* March 2006 = thres YEArs Into the [aberes .“nr'.";.f-'imp|mu-|1|;ui- i
and alse at the end of wo naronal targees in the PPF
(retinopathy and registers); and,

® new initiatives — such as Crenting a Patiene-Led NHS, Your
Health, Your Care, Your Say made this a good time to re-cvaluare
the diabetes programme direction.

Future Work
5.334

implementation on the Diabetes NSF and the common

The focus of work in diabetes for next year in supporting

Department of Health agenda will include the continuation of
current work programmes and new work streams involving
inequalities and black, minority and ethnic groups and prevention
and public health initiarives.

IMPROVING THE PATIENT EXPERIENCE

Patient Prospectus

5.335  The concept of local NHS organisations producing Your
Guide to Local Health Services™ (originally called Parient
Prospectus) was first outlined in the NHS Plan, as part of the
Government'’s drive to strengthen local accountability, provide
berter information for local peaple about their local NHS and o
place patient views ar the centre of service improvement.

5.336  Annually, every primary care trust (PCT) continues to
publish ¥orr Guide to Local Health Services vo demonstrate that the
local NHS is acting on information gained from service users and
reporting back to the public about the performance of the
healtheare providers in their area.

5.337 It contains information about health services across
individual PCTs, ranging from how to access primary care to a
hospital’s performance in the annual health check. Improving the
quality of informarion to patients helps them make the right
decisions and choices about their own care.

Complaints

5.338 Complaints reform is an essential and integral element
of the Department’s programme for improving patients’ overall
experience of health care,
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5.339
procedures, and wider initiatives, to introduce improvements that

The complaints reforms will build on the existing

place the focus on what patients want from the complaints
procedures, rather than on process and timescales. In doing this,
we will have regard to the recommendartions of the "Shipman',
‘Ayling’, “Neale’ and ‘Kerr & Haslam' inquiries.

5.340  The White Paper Our Health, Our Care, Our Say, has
recently announced our commitment to developing a
comprehensive single complaints system across health and social
care by 2009. NHS and social care complaints colleagues are
working closely together, with the involvement of key stakeholders,
to take forward the integrated approach ro complaints handling,
ensuring greater consistency berween health and social care and a
focus on resolving complaints locally. We are working closely with
the Healtheare Commission and the Ombudsman, to introduce
new standards for complaints handling ar local level.

5.341
Commission for Secial Care Inspection provides us with the

The merger of the Healthcare Commission and the

opportunity 1o review where best to place the independent review
stage of a joined up complaints procedure.

5.342  In the short term, we are working with SHA complaints
leads to build their capacity and develop the necessary skills to
deliver a more patient focused NHS complaints system. We have
been working with the Institute of Healthcare Management o
consider how best to suppore complaints managers locally. This
work included setting out options for the development of a
professional qualification in complaints handling ro improve both
the status of the profession and the jobholder. We are also liaising
with complaints staff in local NHS organisations o discuss what
the Department can do at national level t support their role, as
well as whar should be delivered ar local level.

Patient and Public Involvement in Health

5.343  Padents’ Forums (also known as Patient and Public
Involvement Forums) have been in place since 1 December 2003.
There is one for each MHS wrust, PCT and MHS foundarion trust
= there are around 4,500 forum members altogether. Since forums
have been in operation, they have been working with lacal
communitics, the NHS and other key stakeholders to seck the
views of the public about the NHS and through their reports and
recommendations aim to improve patients’ experiences of the
NHS.

5.344 The Commission for Patient and Public Involvement in
Health (CPPIH) was established in January 2003 and is
responsible for providing support and advice to forums as well as
performance managing them. The CPPIH will be abolished as part
of the review of the Department’s arm’s length bodies.

5.345  The forthcoming changes to the configuration of PCT,
their changing role to be one of commissioner rather than provider
of services, the move towards greater choice of service delivery are
just some examples of how significantly the healtheare system is
changing,. In light of these changes, we used the opportunity of the
Your Health, Your Care, Your Say consultation to take a straregic
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look at patient and public involvement to ensure that furure
paticn, user and carer involvement, as well as public engagement
is as fir for purpose as possible.

5.346  The White Paper Owr Health, Our Care, Owr Say sets out
the principles for the way forward 1o ensure our commitment to
giving people a stronger voice is maintained at every stage of how
health and social care services are planned, designed and delivered
locally. The key elements of the principles include:

® a strong emphasis on all commissioners to engage with their
populations to ensure they develop a thorough understanding
of their population’s needs, experiences and preferences;

® much greater compliance with section 11 of the Health and
Social Care Ace 2001 %% — the duty to involve and consult
patients and the public — with rigorous assessment of fulfilment
by the regulators and support provided by a new Patient and
Public Involvement Resource Centre;

® an cxamination of the strengthening of the existing health
overview and scruriny arrangements, performing a focused role
to empower local people ro hold commissioners to account for
the decisions they are taking and the ways in which their money
is spent;

® a new requirement for the health and social care regulators to
put in place systematic and robust arrangements to involve
patients and users in their work to inspect and assess the qualiny
of services; and,

® a single complaints procedure, which spans health and social

CAne services.

5.347  We will look at how these principles will be delivered as
part of the ongoing review process and consider options for
introducing, for example, strengthened overview and scrutiny
arrangements. We have committed to completing this review by
April 2006,

Overview and Scrutiny Committees

5.348  Since January 2003, every local authority with social
services responsibilities (150 in all) have had the power o
scrutinise local health serviees.

5.349 In Ocrober 2003, the Centre for Public Scrutiny
(CHPS) was awarded £2.25 million to support and facilitare health
scrutiny = this programme of work will run from April 2004 o
March 2007. This support includes an implementation advisory
team offering up to five days advisory support for cach OSC and
a series of publications tackling the key aspects of scrutiny.

Independent Complaint Advocacy Service
(ICAS)

5.350 The Independent Complaints Advocacy Service (ICAS)
was established to support patients and the public wishing to make
a complaint abour their NHS care or treatment. This statutory
service was launched on 1 Seprember 2003 and provides for the
first time a national service delivered to agreed quality standards.




3.351  ICAS is a patient centred service, delivering support
ranging from provision of self-help informarion, through to the
assignment of a dedicated advocate 1o assist individuals with letter
writing, form filling and attendance ar meetings. ICAS aims to
ensure complainants have access to the support they need 1o
articulare their concerns and navigate the complaints system,
maximising the chances of their complaint being resolved quickly
and effectively.

5.352  Suaristics from ICAS are shared with complaints leads,
Patient Forum members and other stakeholders involved in
improving the patient’s experience. This provides another layer of
information which can help alert the NHS o potential problem
areas and ensure lessons from users’ experiences of the NHS are
fed back into the service to affect positive change.

5.353  Ower the second year of ICAS delivery (1 September
2004 — 31 August 20035) advocates dealt with approximarely
29,000 calls and went on 1o provide full advocacy SUPPOIT [0 just
under 13,000 complainants.

New and Improved ICAS - the Future

5.354 The current contracts with ICAS providers run until
March 2006. We have recently complered a rigorous procurement
process, against a new and improved [CAS spﬂciﬁc.uinn, a5 3 resulr
of which we have awarded new contracts that will be launched on
1 April 2006:

Carers Federation

North East
Ionth West Carers Federation
Yorkshire and Humberside Carers Federation
East Midlands Carers Federation
 Wes Midlands PORWER
East of England PORWER
London PORWER
South East SEAP
South West SEAP

Director for Patients and the Public

5.355 Harry Cayron, the Mational Direcror for Patients and the
Public, has made a signiﬁr;qn: contribution to ensu ring a pa[:'ml:—
centred vision for the Department and the NHS. Harry ensures
that the views and experiences of service users are integral to policy
development and service delivery. During 2005, a web-based best
practice guide on patient and staff consent to filming in NHS
premises was published. Reward and Recognition """ — best
practice guide on the payment and reimbursement for user
involvement — was also published in January 2006.

5.356 Harry has continued his work as Chair of the Strategic
Management Board of the Expert Patients Programme (EPP) and
during the first six months of 2006 will be overviewing the
transition of the EPP to a community interest company. Harry's
appointment as Chair of the care record development board has

also expanded to cover ethical and policy issues for Connecting
for Health.

5.357 Furure work includes:

® strategic leadership of self-care policy and the establishment of
a Departmental self-care policy nerwork;

® a review of arts in health which will report to the chief executive
in 2006;
® 3 guide on ethics and patient and public involvement; and,

® continued liaison with patient organisations in the voluntary and
COMMUNILY SECtor.

Voluntary and Community Sector

5.358
plays an important and valuable role in supporting service users

The Voluntary and Community Sector (VCS) already

and carers, having a long madition of working with the NHS and
social care to deliver quality services for a wide range of people with
diverse needs. We remain ﬁ.L|]].' committed o the recommendanions
in the 2002 Treasury crosscutting review of the VCS in publi:
service delivery. We are working with the Home Office to
implement its recommendations and to make the review’s

conclusions a reality in the specific health and social care contexr.

5.359
review of the Section 64 grant scheme review have been

The majority of the recommendations from the 2003

implemented. A two stage application process used for the first
tme in the 2005-06 Funr_!ing round, wicth a 50 PET Cene increase
in the number of VCO'%s applying for 564 funding. The
Department will also be making improvements to the operation
of its ‘Opporwunities for Volunteering’ scheme (OFV) in 2006 1o
strengthen its support for volunteering in health and social care.
Both 564 and OFV are part of a wider strategy to build a
progressive, dynamic and innovative parenership with the VCS.

5300 Launched in Seprember 2004, Making Partmerships
Wark __,I’@r Parients, Carers and Service Users — .E'r.r;-r.r.rgfr .-‘!grwmrm Ere)
is the first exclusive agreement between the Department, the NHS
and the VICS. It reflects and complements the *Compact’ and its
codes of good practice ar all levels of partnership working.
A national strategic partnership forum (NSPF) has been established
to build on the strategic agreement and enable the VCS 1o
contribute ar a national level to the health and social care
reform agenda. The forum has published is statement of purpose
and high level objectives, and agreed s work plan. Specifically the
forum has established working groups to:

® define and demonstrate the distinetive added value of the VCS;
® review the st:mt:g'n: AgreCment;

® build 2 common understanding berween the public sectors in
health and social care; and,

# in partnership with the Third Sector Commissioning Task Force
(see below) influence and streamline regulation and accreditarion
of VCS providers.
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5.361 A Third Sector Commissioning Task Force has been
established to complement the NSPE The task force will develop
solutions to the barriers that stop third sector organisarions,
including the voluntary sector and not for profit social enterprises,
having a much greater involvement in delivering innovative person-
centred healch and social care services. The task force has

established working groups te:

# inform development of greater expertise amongst commissioners
across health and soctal care;

#® srreamline accreditation and n:gulal;iun of third secror
organisations; and,

L I'ﬂ.'i:i]]'l'l.l]'ll'nd E.":JI'IB:i_‘iH.'I'II PIEM:IJI'L'I'I'I.EI'“ FJ"KHEEI‘.'E ﬂl'.lft Pll;}l:i:l:ll.'l!'ﬁ

as well as standard frameworks for conrracting with the third

SECLOr ACT0sSS |'|1:a||:'|1 ill!d. E'D'L'I:al o |

Supporting Self Care

5.362
MHS Plan vision for a health service designed around the patient.

Self care is one of the five named huilding blocks in the

There is growing evidence to show thar self care support
improves health. For example, emerging ﬁndings from the
Expert Patients Programme indicare thar self care skills training
can be cost-effective and leads to beneficial health outcomes for
people. Developmental standard [0 in the Metional Standards
stares thar service users are to be provided opportunities and
resources 1o develop comperence in self care. In the White Paper
Chur Health, Our Care, Our Say, the Department has made a
commitment to develop networks through which people can
support one another to self care. There is also commitment to
treble investment on the Expert Patients Programme. In addition,
it commits to taking action to change profoundly how health
professionals are educated so as to encourage support for
individuals' empowerment and self care, involving, for example,
work with professional bodies to embed self care in core
curricula. Ar the end of February, the Department also published
a guide for the services 1o help them develop local self care support
strategies and good pracrice.

5.363
and social care. The NHS Direct family of services, the Expert
Paticnts Programme, the policy for the care of people with
long-term conditions and the national service frameworks (NSFs)
all focus on supporting self care, This is also in keeping with public
expectations = a deliberative consultation on the White Paper
found that patients and the public want more support for self care.

Self care support has become a major pﬂliq,' in the MHS

Our plan is to build further en our existing priorities. We will
continue to make collaborative efforts within all our policies, and
dt'-'clup partnurﬁl‘li.pﬁ with ﬂl}I'I:'II'I'lIJI'Ii.I:f'.. x'ntunra:}r and pri\.'a[f:
sectors and other Government departments to encourage
innovation and best practice in supporting self care. As stated in
the White Paper, the Department will seek ro ensure thar GP
practices are engaged in supporting self care and will ask NHS
employers to consider this as one of the highest priorities for future
changes to contracrual arrangements.
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5.364 The main driver for this work is patient-centred care,
increased choice and more appropriate use of services through the
d.m-'rlnprn.cnt of a culture in which self care 15 :l:cccpmd as part af
the integrated care solution. In 2005, we published a guidance, Self
Care — A Real Choice: Self Care Suppert — A Practical Option ™,
which describes why and how NHS and social care practitioners,
professionals and managers can provide self care support in their
routine business. In 2006, we produced an evidence base of
research which details the impact of self care support, as well as a
compendium of local good practice examples of successful self care
support initiatives. We have also been helping the “Working in
Partnership’ programme (established in the GMS contract) o
develop and implement three innovative projects for setting up an
integrated self care support resource in several PCT economies.
These pilor projects and their evaluation are progressing at full
Spﬂ:d and the resules will be known h}r the end of 2006,

A Safe, Clean, Comfortable, Friendly Place to be

5.365
very heart of ﬂ-‘i:rfrhing that we do in the MHS. Grearer

The patient experience is now firmly established ar the

artention is being given to getting the basics of care right — cleaner
hospitals, better food, and a more pleasing hospital environment
whiere services are provided by staff who are attentive 1o patients’
needs and proactive about improving standards.

Clean Hospitals

5.366 The 2005 PEAT results show thar out of the 1,284
hospitals assessed over 95 per cent were assessed as being rated
“acceptable” or better.

5.367 Each year the PEAT programme is adapred w reflect
changing expectations and to support the drive for higher
standards. In 2005, infecrion control was added to the assessment
and, following a major review, the structure of PEAT assessments
have been closely aligned with the core national standards in
Standards for Bester Health. The 2006 assessments will also take a
more stringent look at issues of cleanliness.

The Matron's Charter

5.368 The Matrons Charter: An Action Plan for Cleaner
Hospitals“* was launched in Ocrober 2004 to support improved
cleanliness and lower raves of healtheare associated infecrion. The

charter is one of a series of measures o rackle cleanliness in
hospitals, announced in Towverds Claaner Hospitals and Lower Rates

of Infection ™", published in July 2004.

5.369
of personal responsibility, teamwork and the importance of

The clear, non-rechnical decument reaffirms principles

involving nurses, in particular matrons and infection control
nurses, when setring up cleaning contracts.

5.370  An evaluation of the impact of this programme on staff
across the NHS is to be undertaken and the informarion gained
from this will be used to inform further work.




ON THE GROUND

As parr of their implementation of the Matron’s Charver principles, a
msulti-alisciplinary team at Hull and Ezst Yorkshire NHS Trust developed
a ‘Bedsice Checklin"to raise standards of cleanliness in the wards and 1o
- give pattents the power to sell seaff i igh standnds were not maintained.
The Team alse wed the Patienis Aseciations “Top Ten Tips™ to shorw
patients how they could suppore saff fn smproving cleanlines and tackling
bogpital acquired infections.

The team of modern matrons, @ patient representasive and staff from
Sacilities, aperational support, honsckeeping and infection control teams
wseed the Exeence of Care approach to develop o new benchnark for
cleanliness. To monitor scores and record actions, the team alio developed
an eleceronie database which has now beconie the model for monitoring
all Essence of Care benchmarks, srust-wide.

Use af the checkiise has led 1o a marked improvement in standards of
cleanfinet, parient sarisfacrion and saff reamworking.

Hospital Food

5.371 2005 food scores for hospirals show thar 84 per cent of
hospitals are providing an excellent or good service, delivering
higher quality and better choice of feed. Initiatives introduced
through the better hospital food programme, such as protecred
mealtimes and 24-hour catering, have ensured thar saaff in the
NHS play a key role in ensuring that patients receive and eat
nutritionaly balanced meals.

Patient Environment Networks

5.372  Previously known as ‘Basic Care Services’ networks, the
‘Patient Environment’ networks have expanded o include all non
clinical issues effecting patient areas. Nursing staft and support and
facilities staff come together to discuss common issues, share good
practice and devise local solutions, the networks have evolved in
ways that suit them and their sites best.

A Healing Environment

5.373 The Department continues to support the nationally
recognised Kings Fund ‘Enhancing the Healing Environment’
initiative. By the end of 2006, over 120 NHS trusts and primary
care trusts will have taken part in this innovative programme,
launched and supported by HRH the Prince of Wales.

5.374  An independent evaluarion of the national programme
was published in January 2006, adding to the growing stock of
evidence thar good healthcare environments have a positive impact
on patients, staff and visitors.

5.375
architecture and design positively contributes to healing and
promotes well-being for patients, staff, and visitors through
pasitively influencing design quality within the environment of
care. Continuing work with the King’s Fund and the construction
industry is being driven forward to ensure that the investment
being made in NHS buildings produces well-designed, therapeutic
' buildings of which we can all be proud.

Our vision is to create a future where healtheare

Design and Costing
5.376

of fic for purpose, value for money, patient centred facilities
underpins the delivery of modern healtheare. The Design and

The design of the physical environment in the provision

Costing section within the Department promotes quality
standards and ensures the accountability of the NHS in the

renewal or refurbishment of its buildings.

5.377 The Departments design programme Betrer Health
Buildings' demonstrates its commitment to the Prime Minister's
cross-government initiative ‘Berrer Public Buildings'. During 2005,
the section continued to carry out the appraisal of the estates’
Aspects ufs{m[:gic, outline and full business cases submirted o the
Department in line with the major capiral investment approvals
process. This included the NHS Design Review of 20 major capiral
schemes and 13 NHS Design Review workshops were held ar the
carliest stages aFmring dL‘sigﬂ objectives.

5.378
three enquiry-by-design projects were held 1o assess the benefits

Working with The Prince’s Foundation a pilor process of

of an inclusive, patient and puH'u: involvement consultation and
contribute to the NHS sustainable communities agenda. The
support to the design of primary care faciliies was undertaken
through work programmes with stakeholders such as the
Commission for Architecture and the Built Environment (CABE].

5.379
NHS to improve PFI design through better bricfing and exemplar

The implementation of framework guidance for the

public sector comparator design and the development of design
evaluation tools for the NHS o better measure the :Ir.‘si.gn quality
of the patient and saff environment, were completed. Cost
intelligence was maintained to advise the NHS of {apil.‘ll cost
benchmarks and inflationary pressures.

5.380
design programme encompassing quality, safery and value for

In 2006, the section will conrinue 1o implement the

money in the physical environment. The section will continue the
estates’ appraisal of business cases and the undertaking of NHS
Dr:sign Reviews,

5.381
The Prince’s Foundation, to support PCTs in the commissioning
of well {Icsign:d and sustainable local health facilities. Tr will also
maintain and develop support for the ‘Dresign Champinn'
programme, with HRH the Prince of Wales as the NHS Diesign

The section will maintain its partership with CABE and

Champion. Learning from its international partnerships, the
section will develop an evidence based design approach w
imprave the physical environment.

5.382 A prime objective will be to contribute to the continuous
improvement of the cfficiency and effectiveness of investment
initiatives through the standardisation of construction requirements
and the updating of standard facilities management requirements.
The development of a life cycle approach to capital cost
intelligence and benchmarking will be undertaken to promote the
appropriate modelling 1o demonstrate value for money of NHS5
capital works.
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Engineering, Technology, Environment and Technical FM

5.383 Providing evidence-based strategic advice and guidance
on all aspects of healthcare engineering is essential 1o ensuring the
performance and continued safety and quality of the physical
environment. New I:c]'mnlngius and incn:nsing]}' complr::r:
huilrjingﬁ require hmpitniﬁ with high—qwli[}r ngincr:ring SEFVICES,
By incorporating the latest scientific rechnologies and best
practice, we can ensure that we get the most our of our healthcare
estate, and provide safe and efficient healtheare buildings for
patients, staff and visitors.

5.384
to promote safer, better quality environments have the capacity to
deliver long-rerm social and economic benefits. Work continues
tw establish strong working relationships with a wide range of other

There is a cdlear understanding that policies and straregies

Government departments, leading sustainable healthcare and
engineering organisations and professional bodies to bring
together expert knowledge to inform Departmental policy and
strategy. Collaboration with a wide range of organisations
promotes a move towards a national approach on a number of
engineering and environmental issues.

5.385 During 2005, the Engineering and Science Advisory
Committee on the Decontamination of Surgical Instruments
including Prion Removal (ESAC-PR) was established. The work
of this group, chaired by the Department’s Chief Engineer, focuses
on ensuring thar decontaminarion is underpinned by appropriate
knowledge and takes into account relevant new research and
developments. ESAC-PR will continue to encourage research and
the translation of new technologics into the hospital setting 1o
ensure the continued high standard of decontamination of

surgical instruments.

5.380
control of infection. In addition o developing new specialist

The built environment plays a critical role in the

engineering ventilation models, work continues on the broader
concepts of designing and engineering our infection. This
includes the development of best practice guidance as well as
establishing working groups o develop features that will reduce
reservoirs of infection and support the work to improve standards
in clinical pracrice.

5.387  The work being undertaken within the Government's
Capabilities (Essential Services (Health)) Programme emphasises
the need for robust utility resilience within the critical national
infrastructure. The Department’s engineering group continues to
provide technical and strategic advice and guidance across
government to consider the im;.'m:l: af p{:tfnti.'ll furure scenarios,
This includes major emergency planning in respect of hospital
services infrastructures including elecrrical resilience and
fuel supplies.

5.388  Work on developing national occupational standards
relating to engineering disciplines as part of the workforce
development strategy has been expanded to include health
specific competencies for critical engineering services. In addition,
analysis work undertaken has identified an ongoing and increasing
reduction in the availability of experienced and qualified staff in
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estates and facilities management. A furure objective for the group
will be to provide consistent and integrated support to the NHS
and link to the Department’s national framework policy to support
local workforce strategy development.

5.389 2005 has been a wartershed for sustainability in the NHS.
The NHS in England is using the ‘NHS Environmental
Assessment Tool” (NEAT) for use with its existing sites and o form
part of the business case approvals process for capital development
schemes. This software roolkit is proving invaluable as a sustainable
healthcare estare gains importance and the NHS becomes more
aware of its responsibilities to protect the environment,

5.390
to assist the NHS to comply with its obligations through the
Climare Change Programme and meet the NHS mandarory
energy/carbon efficiency targets. This has resulted in 2 new

In partnership with the Carbon Trust, work is continuing

‘one-stop shop’ of energy guidance to assist healthcare providers
throughout the UK. As part of this conrtinuing approach to
providing the NHS with advice and guidance on sustainable
development, further guidance documents have been produced
on waste management, carbon/energy management and
tTaﬂ!FDlt.

5.391
enhanced through the Department’s work with the Sustainable

Social aspects and community involvement will be

Development Commission in producing practical assistance
through the ‘Good Corporate Citizenship' assessment model,
which was launched in February 2006.

5.392  These activities mean that the NHS is well placed o
meet the Government’s sustainable development requirements
encapsulated in new and forthcoming legislation.

Patient Advice and Liaison Services (PALS)

5.393
information, advice and support to patients, families and their
carers. Operating to national service standards PALS provide a focal
point for patient feedback, acting as a catalyst for service change

PALS services are available in all truses, providing

to improve the patient experience of using the NHS.

5.394  In 2005-06, funding has been used to further develop
the service nationally in the following ways:

® development of PALS Online — a web based twol to enhance
service access and best practice information exchange for
PALS and members of the pilhﬂ T

® development of SHA PALS networks; and,

® strengthen parnerships with other key agencies to enhance
mainstreaming and development of PALS.

5.395 In addition, a two-year national evaluation of PALS
began in March 2005, 1o assess the extent to which PALS are
contributing to a change in NHS culture thar places patients and
other service users at the heart of service planning, delivery and

imPrnw:mt:m_




| Single-sex Accommodation

5.396 The Department has given a strong public commitment
o pmming patil:nts' pr't\'aqr and dignit}r. “We ser the pm\risiun
of single-sex accommodatjon as the first step in our programme
of action because we know that many hospiral patients feel more
comfortable ifl:h.qr are in an area with others of their own gs:nq,‘l.f:r,

5.397 Figures released in May 2005 showed thar:

® 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 dignity;

® 99 per cent of NHS trusts mex the additional criteria to ensure
the safety, privacy and dignity of people who are menrally ill;

and,

® 97 per cent of NHS rtrusts provided properly segregared
bathroom and toilet facilities for men and women,

Ending Nightingale Wards

5.398 The elimination of Mightingale wards for older people
is one of the key aims of the NSF. To date, over 338 Nightingale
wards for older people, plus another 500 Nightingale wards for
other patient groups, have been replaced or converted into
more modern multi-bedded bays, which give patients more peace
and greater privacy.

NHS DIRECT

5.399 NHS Direct is a nurse-led relephone helpline providing
health information and advice 24 hours a day. The NHS Direct
principle is to provide people at home with easier and faster advice
and information about health and the NHS. NHS Direct nurses
are highly experienced, qualified nurses who provide patients with
the same high quality, consistent, safe level of service across the
country. The benefits apply not only to patients whe ger fast and
appropriate advice on the best way of tackling health problems, but
also o the MHS because it provides an efficient way of using NHS
resources. It allows other services, such as GPs co-operatives and
accident and emergency departments, to concentrate their efforts
where they are most needed.

5.400 The NHS Plan committed NHS Direct to a number of
key access rargets: NHS Direct, in collaboration with the British
Dental Association, health authoriries and the NHS Information
Authority, has been able to direct parients ro NHS dentistry since
Seprember 2001, The clinical algorithms were developed by dental
professionals and implemented in NHS Direct. These algorithms
introduced an element of clinical consistency and safery for dental
calls that had not previously been available through the NHS.

5.401 A single call to NHS Direct will provide access to local
providers of out-of-hours services. A patient will ring NHS Direct,
and their details will be transferred 1o the provider, withour them
having to make a separate phone call. NHS Direct has been able
to refer directly patients to pharmacists where appropriare, for
advice about 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 of pharmacists and helps relieve some pressure on GIPs,

5.402 NHS Direct has also been involved in contriburing 1o a
responsible and coherent response to public healeh. NHS Direct
has worked with the Department to provide a public helpline in
the event of health alerts. These have ranged from local incidents,
for example, chemical spills, to handling calls during a multi-
regional hepatitis C look-back exercise, as well as the Alder Hey
independent inquiry. NHS Direct has dealt with 1,235 health
scares o dare.

5.403
evidence based health information. This accounts tor up o 30 per

MNHS [Drect continues o pn:widf a highr:r level of

cent of telephone calls to the service and in excess of 75 per cent
of visits to the website. NHS Direct continues to uxpand and
integrate the range of access channels to the service. The on-line

channel now receives in excess of Tmillion visits per mionth.

5.404  In addition 1o expanding the range of services oftered by
MHS Diircct Online, NHS Direct will further extend choice

through the new NHS digiral interactive service.

5.405 The NHS Direct Interactive service was launched on
digiral sarellite in December 2004 and will be extended o other
!ﬁmﬁmns including Freeview during 2006. MHS Direct Interactive

will provide the following informarion:

® an A-Z of health-relared issues, including hundreds of topics
covering illnesses and conditions such as fu, diabetes, coronary

heart disease;

® advice on looking after yourself, on diet and nutrition, on
exercise, on quitting smoking and on sexual health;

® video clips on a range of health topics; and,

® ips on how to use the NHS — such as how to register with a GI*
— and information in 16 different languages, directing users to
the NHS Direct telephone interpretation service.

5.406 MNHS Direct Interactive will open up a major new
gateway that will further improve the speed and convenience of
public and patient access to the NHS and health information from
the NHS.

5.407 The expanded role for NHS Direct Online and the
launch of the NHS Dircct digital TV service will not only greatly
increase access but is symbolic of a changing role for patients as
co-partners in care. NHS Direct is continuing to develop new
services to support local health economies and empower patients
to better care for themselves, these will include supporting
patients with long-term conditions and providing advice to patients
with dental problems, particularly in the out-of-hours period o

suppor PCTs.
MODERNISING PATHOLOGY SERVICES
5.408 In September 2005, the Department published

Madernising Pathology Services: Building a Service Responsive to
Patients ™, This detailed progress made since the launch in 2004
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of Modernising Pathology Services and focused on the challenges to
come in 2005-06 and beyond. It also announced an independent
review of pathology services to determine the feasibility of and
benefits from wide-scale service reconfiguration and modernisation.
The review panel, chaired by Lord Carter of Coles, is expected 1o
make recommendarions to Ministers in spring 2006.

5.409
number of initiatives to improve and modernise pathology

In the last year, the Department has taken forward a

services. These have included:

® a national pathology action learning programme to test ideas and
new ways of working, with a strong focus on delivering
quicker, more effective and timelier services to the partient;

® a national pathology service improvement programme to
il'r'll.'rh:l'l‘i('l'lt the tools and :::c]mi'ql.u.-s of service impm'ur{-mm:,
linking process, workforce and rechnology:

& the hmdingand launch of a natonal nerwork ufhistnpn:holng:,-
training schools to bring more pathologists into the NHS. This
has enabled an increase in the number of schools from three o
12 and raised the annual intake of senior house officers
(SHO)s from 18 in 2002 to 108 by 2005-06; and,

® the development of good practice advice for staff working in
NHS mortuaries.

5.410
service improvement pilots is being shared and disseminated

The learning from the six action learning sets and the six

nationally.

5.411 A key arca on which the National Pathology Oversight
Group (NPOG) has focused is how the NHS can be supported o
deliver the qualiry agenda in pathology in line with Commissioning
a Paviene-led NHS.

5.412  The framework for the nexr stage of the Modernising
Pathology Programme will be set by the torthcoming
recommendations of the Review of Pathology Services and the
White Paper on healtheare outside hospirals.

5413 Over the period 2003-04 to 2005-06, specific funding
of £9 million revenue and over £53 million capital has also been
made available to support modernising pathology services.

NHS DENTISTRY -
REFORM PROGRAMME

5414 In July 2005, the Department confirmed thar from April
2006 responsibility for commissioning primary dental care
services was to be devolved to primary care trusts, in conjunction
with the implementation of new contracrual arrangements for
dentists and a simpler system of patient charges.

5.415  These wide-ranging reforms are designed ro provide a
range of benefits for NHS patients:

® primary care trusts will be able to commission dental services in
ways that are sensitive to local needs. For the first time, PCTs
will have local control of resources for denristry, enabling them

a8

to commission replacement capaciry if a local dentist ceases to
provide services;

® the new contractual arrangements will promote a more
preventative style of dentistry, with more tme for denrises o
provide oral health advice;

® the new ways of working will also reflect the new clinical
guidelines on patient recall intervals produced by the National
Institute for Health and Clinical Excellence (NICE). Many of
those patients who currently receive routine six-monthly
check-ups are likely to be able ro attend at less frequent intervals
that better reflect their oral health needs; and,

® the new system of patient charges will be simpler, fairer and
more transparent. Instead of over 400 separate charges for
individual irems of treatment, there will be just three bands of
charges for overall courses of treatment, The maximum NHS
charge will be halved.

5.416  The reforms are also designed 1o significantly improve
the qualiry of denrists’ working lives:

® dentists will have the sccurity of a guaranteed annual NHS
income, worth at least the value of their previous NHS
earnings (in the reference period October 2004 1o Seprember
2005); and,

# there will be a 5 per cent reduction in the courses of rreatment
thart denrists are expected to carry out thar will enable dentists
to carry out simpler courses of treatment. Evidence from
personal dental services (PDS) pilots, which have been popular
with both dentists and patients, has shown thar this frees up
significant time that can be spent with patients, focus on
preventative activity, and better manage workload.

5417  In December 2005, the Department notified PCTs of
their devolved 2006-07 funding allocations for commissioning
denral services. These allocations included a Further £65 million
investment (net of contriburions from patient charges), building

on the existing £250 million investment berween 2003-04 and
2005-06.

5.418  In Ocrober 2005, the Department announced thar the
NHS had met and exceeded the rarget of recruiting the equivalent
of an extra 1,000 whole time dentists. Since April 2004, the
equivalent of an extra 1,459 dentists have joined or returned to the
NHS, rargeted at areas of the country that have faced particular
access difficulries.

5.419  In Ocrober 2005, an additional 189 home dental
students were admitted to dental schools in England, a 28 per cent
increase over October 2003. The Government is funding an extra
170 wraining places per year berween 2005 and 2009, with capiral
investment of up to £80 million over four vears and new
revenue funding reaching £29 million per year by 2010-11, As part
of this programme of training expansion, the Deparement for
Education and Skills and the Department of Health announced
in January 2006 thar the Higher Education Funding Council for
England had approved a bid from the Universities of Exeter and
Plymouth for a new ‘Peninsula Dental School’.




A VISION FOR PHARMACY

5420 A i"'i‘:‘iduﬁr Hmrmﬂ:} in o N NHS B published in
July 2003, has built on the excellent progress achieved following
Pharmacy in the Future "™ with pharmacy becoming an integral
part of the NHS, contributing to the delivery of high quality NHS
services to all patients, wherever they live and wherever they
are treated.

New Contractual Framework for Community
Pharmacy

5421 The new contractual framework for community
pharmacy, which contractors voted overwhelmingly to accept, went
live on 1 April 2005, completing a long-held ambition 1o
modernise and shape NHS community pharmacy for the future,
rxt:nding services available wo pal!il:nts and |1'Lal-:i|'|y'l better use of
pharmacises” skills and expertise. Following the wransition, all
communiry pharmacies are expected to provide essential services
from 1 Ocrober 2005. By the end of November 2005, 33,269
‘medicines use reviews' had been undertaken by pharmacises, as
part of advanced services.

The OFT Report on Pharmacies

5.422
package of reforms to the control of entry system for NHS

1 April 2005 also saw the introduction of a balanced

community pharmacies through changes to the NHS
(Pharmacentical Services) Regulations™ .

5.423  This package designed to raise standards for patients, to
support the needs of small businesses, and to do so withour
jeopardising the vital role played by community pharmacies,
particularly in poorer and rural arcas, comprises three main strands:

® introduction of new criteria of competition and choice 1o the
current regulatory test;

® cxemption of four types of applications from that test; and,
#® reform and modernisation of the current procedures.

5.424 Two remaining elements of the package — introducing
cha[g:s for appﬂimtinns and enabling the NHS o take account of
improved access to over the counter medicines and advice when
considering competing applications — are included in the Health
Bill currently before Parliament.

Repeat Dispensing

5.425 Further progress has been made on the repeat dispensing
of prescriptions, an important element of improving access to
medicines highlighted in Building on the Best"™. Repeat
dispensing is now an essential service in the new contractual
framework for community pharmacy. By 1 October 2005, all
community pharmacies were expected to be able to undertake
repeat dispensing. As a result, patients will be able to ger their
medicines supplied in instalments from their pharmacy, without
having 1o go back to their GP each time they need a new
| prescriprion.

Better Advice, Better Knowledge

5.426  Building on the medicines’ management collaborative,
involving nearly half of PCTs helping people make the most of
their medicines, a specific collaborative to realise the benefits from
the new community pharmacy contractual framework was
launched in July 2005. 28 PCTs are participating and will spread
their learning to other PCTs in their SHA.

5.427
abour Medicines' week was held in November 2005, o imprm'ir

];n“nwing Wi ],uc'vinus successtul evens, the third ‘Ask

communication and shared decision making berween people and
their health professionals, to support effective medicine mking by
enabling patients 1o ask questions abour their medicines.

5.428 Following the pilot phase of Local Pharmaceutical
Services (LPS) pilot schemes, which have been successhul in
]er-'iding opportunities for existing pharmacy contractors and
others o get involved in innovaove local PCT [J]lillll'l.;ll;.'}"
contracts, the Department is taking steps to mainstream these
arrangements for 1 April 2006.

Pharmacists as Prescribers

5.429
prescribers across Grear Britain, OFf those, over 500 are in

England.

5.430 Supplementary prescribing involves a voluntary
partnership between an independent prescriber (who must be a
docrar or dentist) and a supplementary prescriber o implement
an agreed patient-specific clinical management plan with the
patient’s agrecment.

There are now over 730 pharmacist supplementary

5.431 Following public consultation and recommendations 1o
Ministers from the Committee on Safety of Medicines, qualified
Pharmacist Independent Prescribers will be able 1o prescribe any
licensed medicine for any medical condition, with the exception
of controlled drugs.

Pharmacy Public Health

5.432 Honouring the commitment made in Choosing Health
— Making Healthy Choices Easier, the Department published
Choosing Health Throngh Pharmacy: A Programme for
Pharmacentical Public Health™™ on 1 April 2005. The strategy
aims to maximise the contribution of pharmacists working in all
sectors of the profession to improve health and reduce health

im.'qu;tlil'lrs.

5.433 A multi-professional implementation advisory group has
been established to bring together key stakeholders nationally:

* 10 provide leadership and support for the implementation of the
strategy; and,

® 1o work with-relevant stakeholders to develop an education and
training framework for pharmaceutical public health.

Modernising Hospital Pharmacy Services

5.434 By the end of March 2006, we invested £46 million
capital in support of the on-going modernisation of manufacturing
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of medicines in hospirals. In addition, £12 million over the last
three years was committed to helping reduce antimicrobial
resistance primarily by building on the important role of hospiral
pharmacists in improving the prescribing of antimicrobial
medicines.

5.435  Promoting the involvement of multi-disciplinary reams
in improving medicines management in hospirals continues to be
high on the agenda. The Department’s funding for the hospiral
medicines management collaborative rotals £1.5 million since
2004. Adding to the 20 wusts, which have participated in the
collaborative, a third wave of 24 trusts, including 9 mental health
trusts, joined in 2005 and will complete the programme by
June 2006,

Better Use of Pharmacists’ Skills and Those of
Other Staff Working in Pharmacies

5.436  The Department continues to strive to make better use
of the skills of pharmacists and their staff, through improved skill
mix and use of information rechnology. In March 2005,
consultation ended on proposals thar, in certain circumstances,
pharmacists should not have to supervise personally the dispensing
and sale of medicines, though they would rerain overall
responsibility for the conducr of business within the pharmacy. The
Healehy Bl inrroduced in Parliament in Ocrober 20035, reflects the
outcome of that consultation. Amongst other things, the bill seeks
to clarify starutory requirements on the pharmacist in charge of the
pharmacy and pharmacist supervision of the sale and dispensing
of medicines. These changes will allow pharmacisis greater
flexibility in how they use their own skills and those of
pharmacy seaff.

5437  Since guidance on the development of consultant
pharmacist posts was issued in April 2005, SHAs have been
developing and putting in place the processes needed to approve
the new consultant pharmacist posts. The first appointments are
now coming on stream.

5.438
support developments in primary care and community settings,
including the provision of more care for patients outside hospitals.
Guidance on establishing these new posts is being produced.

Pharmacists with a special interest can be expected ro

Pharmacy and IT

5.439  The elecrronic prescription service (EPS) (formerly
known as the electronic ransmission of prescriptions (ETP)) is
being developed by NHS Connecting for Health, In October
2005, the implementation strategy of the service was published
highlighting thar EPS will be rolled out in phases, with two releases
of EPS compliant software. Release 1 requires paper prescriptions
to be maintained alongside the electronic messages. However,
release 2 enables the use of paper prescriptions w0 be vasily
diminished. It also enables patients to nominare a pharmacy they
wish to dispense their medicines and the electronic preseription
can be sent 1o the Prescription Pricing Authority for
reimbursement. Learning from the initial implementer sires
(paired GI practices and pharmacies), wider deployment is

90

gathering momentum, as the major GP system suppliers rollout
the release 1 software.

5.440  As part of the wider NHS IT programme, the
Department, and NHS Connecting for Health, are continuing to
support the development of community pharmacy IT to ensure
it will support pharmacists’ expanding role and, in particular,
services thar they may undertake as part of the new community
pharmacy contractual framework. These developments include
e-miail, access to on-line information and appropriate community
pharmacist access to patient records. Access to patient information
is sensitive and we need ro ensure such access is only given when
needed to supporr safe effective treatment for patients, there is
patient consent and there are safeguards in place w ensure
confidentiality is maintained. To this end, the Department is
looking to issue a consultation document on pharmacist access to
patient records and patient confidentialiry,

Modernising the Home Oxygen Service

5441 1 February 2006 saw the introduction of a modern NHS
home oxygen service. This replaced the fragmented service,
which made use of a limited range of equipment. In each
oxygen service region, a single supplier provides all home oxygen
needs, offering a wide range of up 1o date equipment that can help
patients better manage their symproms and improve their quality
of lite. The new service provides advice and supporr 10 NHS
clinical staff and patients on a 24/7 basis, via a free phone
a.rl.'lrlgcll‘ll:l‘l[.

AUDIOLOGY MODERNISATION PROJECT

5442 Berween September 2000 and March 2005, the
Department invested £125 million in the Modernisation of
Hearing Aids Services (MHAS) project. It was run by the Royal
Mational Institute for the Deaf (RNID) on behalf of che
Department. Modernisation includes offering digital hearing aids
to all patients that will benefic from them, and improving
service facilities and audiologists” training. The MHAS project has
been very successful and achieved the targer thar all 164 NHS
audiology services in England should be rourinely firting digiral
hearing aids by April 2005. RNID estimared that, by November
2005, the NHS had now fitted more than half a million people
with digital hearing aids.

5.443  The Institute of Hearing Research’s evaluation of the
MHAS project has shown significant increases in hearing aid use
and patient satisfaction owing to the fitting of digital hearing aids
as part of 2 modernised service.

GENETICS WHITE PAPER

5.444 The Department has continued to implement the
commitments set out in the genetics White Paper Our Inberitance,
Our Future — Realising the Potential of Genetics in the NHS ™,
published in June 2003,

5445  The new laboratory equipment funded through £18
million of investment announced in the Whire Paper has been
commissioned over the last year and the service is on track to meet




the faster genetic test turnaround times as ser out in the White
Paper. We have continued to invest in training places for
counsellors and laboratory scientists, and to work with the
NHS through the UK generic testing network 1o evaluate and
improve equity of access to genetic tests within the context of NHS
system reform.

5.446 Developing the skills and knowledge of non-genetic
healthcare professionals continues to be a high prioriry. The NHS
Genetics Education and Development Centre is working with key
stakeholders 1o identify the educational needs of various groups
and support the development of appropriate competences and
curricula to meet these. We are also funding development
projects in a range of clinical areas spanning primary, secondary

and tertiary care.

5.447
White Paper commitments to support genetics research in key

The Department has also progressed the remaining

areas. We have awarded £1.5 million for seven projects in
genetics health service research looking at topics such as how o
communicate risk and the use of family history in primary care.
Building on the £4 million-worth of projects in pharmacogenerics
we have now invited bids for funding of £3 million over 5 years
for a university chair in pharmacogenetics. In addition to the
£6.5 million already invested in gene therapy research for single
gene disorders, we have now provided financial support for vectors
for two gene therapy cancer trials.

INDEPENDENT RECONFIGURATION PANEL
(IRP)

5.448
independent expert on changes to clinical services. The Panel

The Independent Reconfiguration Panel is the

advises Ministers on proposals for NHS service change in
England thar have been contested locally and referred to the
Secretary of State for Health. It also offers support and generic
advice to NHS, local authorities and other interested bodies
involved in NHS service reconfiguration.

5.449  While locations may vary, issues of concern are often very
similar. Taking advantage of the experience and expertise of panel
members early on in the development of proposals can help to
maximise the benehit to patients. The Panel has worked with a
variety of NHS bodies and local authority overview and scrutiny
committees, sharing experience and disseminating good practice.
In the last year, the Panel has also offered comments on six
proposals referred to the Secretary of State for Health as well as
participating in a nationwide series of events to support the
development of the health scrutiny function.

5.450  The Panel consists of a chair, Dr Peter Barrett, and nine
members providing an equal balance of clinical, managerial, and
patient and citizen representation. Further information about the
IRP can be found on the Panel's website at www.irpanel.org.uk

NATIONAL SPECIALIST COMMISSIONING
ADVISORY GROUP (NS5CAG)

3451 MNSCAG advises Ministers on which NHS5 services are
best commissioned nationally, rather than locally, for reasons of
clinical effectiveness, economic viability and equity of access.

5.452 MSCAGS objectives are to:

® help patients by improving access to some very specialised

Services:

® sustain high levels of expertise by preventing proliferation of oo
many centres; and,

® help providers by offering a focus for discussion abour service

dﬂflnp!‘l‘lfl‘lt il'fll'lrl.'trllilﬁ.

5.453 MSCAG commissioned 34 services in 2005-06 with a
hudg:r of £279 million, and will commission 39 services In
2006-07. A key element of the commissioning process is o
-rlr_"l.rclnp service standards. In 2005-06, NSCAG pub|is|1ud
standards for lysesomal storage disorders, pancreas transplants,
primary ma]ignant bone mumours, liver transplants and therapeutic
COMMUANITIEs.

5.454 More information abour NMSCAG, including the
2004-05 annual reporr, can be found ar
www.advisorybodies.doh.gov.uk/nscag

IMPLEMENTING CHOOSING HEALTH
5.455
Making Healthy Choices Fasier was published in November
2004, Ir zet out how the Government will make it casier for people

The Government’s White Paper Choosing Healdh:

to make healthier choices by offering them practical help o adopt
healthier lifestyles. Choosing Health laid our a challenging
programme of practical action aimed ar saving thousands of lives
in years ro come. Choosing Health highlights action over six key
priorities for delivery based upon more people making healthy
choices:

o tackling health inequalities;

® reducing the numbers of people who smoke;

® ackling obesiry;

® improving sexual health;

® improving mental health and well-being; and,

® reducing harm and encouraging sensible drinking,
5.456  Inaddition, action will be raken across government on:
® helping children and young people to lead healthy lives; and,

® promoting healthy and active life amongst older people.

5.457 Delivering these prioritics will depend on four
SUppOrTing strategies:
® promoting personal health;

® developing the workforce;
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® building in research and development; and,
® using information and intelligence.

5.458 A key commitment nf(lhn:msing Health was 1o develop
a comprehensive Social Marketing Strategy for Health in England.
The goal is to create a cross-departmental integrated behavioural
change programme aimed ar tackling a whole series of lifestyle
issucs. The first phase of the programme — an independent review
of our current health promotion activity and an evaluation of the
benchis of embedding social marketing within the Department is
nearing completion (undertaken by National Consumer Council
~ launch, May 2006.) The key findings of the independent report
will be used ro formulare the next phase — strategy development

and implementation,

HEALTH INEQUALITIES
— improve public health services and reduce
inequalities in health status

5.459
population, Despite overall improvements in health, men,

Health inequalities continue to mark the health of the

women and children living in disadvantaged groups and areas live
shorrer lives and suffer more illness and accidents.

5.4060
Action® ™, seeks to achieve a long-term, sustainable reducrion in
health inequalities and meet the 2010 PSA targer by improving the
health of disadvantaged groups. The target is to reduce inequalities
in health by outcomes by 10 per cent as measured by infant

The narional health inequalities strategy, Programme for

mortality and life expectancy ar birth.

5.461  Health inequalities are one of six top NHS priorities
announced in The NHS in England: The Operating Framework for
2006-07 7%, This development will significanely assist efforts 1o
meet the target in the timescale by reinforcing performance and
encouraging more effective working with local government and
other partners.

5.462  Tackling Health Inequalities: A Status Report an the
Pragramme for Aceion ™7, published in August 2005, showed the
gap in life expectancy and infant mortality is continuing to widen,
albeit in line with the long-term trend. It also identified areas of
improvement among the 12 cross government headline indicarors
that are most likely to contribute o a long-term, sustainable
reduction in health inequalities. These areas included a major
reduction in the gap in the death rates from heart disease, a
reduction in the number of children living in poverty and
improvements in housing quality. It also reported that almost all
the cross government commirments for 2004 conrained in the

Pragramme for Action had been delivered.

5.463  Health inequalities were a priority in Defivering Choosing
Health "™, Translating the recommendations of the White Paper,
it stressed the importance of cross government action, particularly
in the spearhead group of areas — the 70 local authority areas with
the worst health and deprivation indicarors. These arcas will receive
carly rollout of key public health initiatives, including health
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trainers, improvements in school nurses and the Healthy Schools
Programme.

5.464 Greater emphasis was also placed on action in
disadvantaged communities by the Owr bealth, Orr Care, Our Say
White Paper published in January 2006, Local health and social
care commissioners need o work together to understand and
address health inequalities in their areas. The quantity and
quality of primary care services in under-served deprived areas also
needs o be addressed.

5.465 The NHS has a crucial part to play in meeting the target
by improving service and preventing avoidable illness and
premature death I}}' ’rbcu.si:ng on some of the hig killers. This is set
out in the section below.

Tackling Health Inequalities: Primary Care

5.466
improving access to, and the quality of, primary care services for
disadvantaged areas and groups. This approach is reinforced by the
NHS reform agenda and, specifically, the Our Health, Our Care,
Ohir Say White Paper. Action on primary care includes:

® enabling 99 per cent of patients to be offered an appointment
to see a primary care professional within 24 hours, and an
appointment to see a GP within 48 hours, urilising outreach and
community-based services, such as NHS Walk-in Centres, o
improve access for specific groups with particular health needs,
including young people, homeless people, students, refugees and
asylum seekers;

® increasing the size of the primary care workforce, and
encouraging staff to take up posts in more deprived areas,
through the development of teaching PCTs, establishing more
‘one stop’ primary care centres, developing primary care-
based outpatient services, and creating new GP Registrar
{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
approximarely three-quarters of those living in local authority
areas with the poorest life expectancy. LIFT projects are
targeted ar deprived communities. For further informarion,
please see chapter 4.

Cunu—:.ct.ins Routes

5.467  There are four PCT contracting routes to commission
or provide primary medical services. They are general medical
services (nGMS); personal medical services (PMS): which
includes, specialist PMS, rust-led medical services (PCTMS) and
alternative provider medical services (APMS).

5.468 Together, these routes give considerable Aexibility o
develop PCT services thar offer greater patient choice, improved
capacity, improved access, and greater responsiveness o the specific
needs of the community.

5469 Around 60 per cent of primary medical scrvices are
provided by contracts berween PCTs and nGMS practices, and

D e

The Programme for Action highlighted the importance of



‘most of the remainder through PCT contracts with PMS
practices. PCTMS enables PCTs 1o 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, mutual, and public sectors.

5.470  Through the Innovation in Primary Care Contracting
Programme, the Department has provided procurement support
to six PCTs in deprived areas to help them procure primary care
services on the open market. To varying degrees all six sires have
problems, including access 1o local primary care services and
difficulties recruiting and retaining GIs. They are hoping to attrace
new prm'id::rs Ihmugh the programime to prm"]du the services thar
are needed.

Key Aspects for Delivering the Health
Inequalities Targets:

Cardiovascular Disease

5471 There are marked health inequalities in the incidence of
cardiovascular disease and cancer, and in the survival raves for those
who develop these conditions. To address these inequalities and
deliver the PSA warget, prevention and trearment services must
better reflect need.

5.472 The Nawonal Service Framewoark (N5F) ﬁl‘ Caranary
Heart Disease™™, published in 2000, was designed ro raise the
standard of care along the entire pathway for CHD, from
prevention through to rehabilitation and rerminal care. lts
rwelve standards and service models were intended 1o ensure that
care across the country would meet the same high standard. An
additional chapter, published in March 2005, on Arrfythmias and
Suelden Cardiae Death™™, has been written in the current style, in
keeping with shifting the balance of power, but its quality
requirements perform the same function as the old standards.
Implemented in full, these will have the effect of tackling the
inequalities in incidence and mortality in CHD.

5.473  Other policy initiatives, such as Choosing Health, the
establishment of the spearhead group and the nGMS contrace for
primary care, are working together with the NSF to drive down
health inequalities. The narional rarget for reducing premature
mortality from heart disease and stroke and related diseases
includes a requirement o reduce the inequalities gap between the
fifth of areas with the worst health and deprivation indicarors and
the population as a whole by 40 per cent by 2010. The most recent
data show that the absolute gap has reduced by 24.7 per cent from
the baseline, which is on track to meet the rarger.

5.474 Significant progress has been made in stroke services,
with all hospitals that treat stroke patients now having specialist
services in place as set out in the Older Peoples NSF**. The
Department is currently developing a new narional stroke
straregy w speed up access to diagnosis, improve the quality of care,
and to ensure that more patients benefic from the newest
treatments once their safety is proven. This is an 18 month
collaborative project with patients, clinicians, and the
' voluntary sector.

5.475  In primary care, the new GMS contract and its specific
quality indicators emphasise and e¢ncourage key clements of
secondary prevention, such as the control of cholesterol and blood
pressure. National standards — such as patients suffering from heart
amrack should be given thrombelysis (clor busting drugs) within
60 minutes of calling for help — mean thae quality of care has risen
across the country. The proportion of people now treated within
60 minutes of calling for help is 58 per cent compared to about
24 per cent before the NSE

5.476

emergency departments, more pre-hospiral thrombolysis is now

In areas which are some distance from hmpi[;ﬂs with

being given by paramedies. 29 out of 31 ambulance trusts have
paramedics trained o give thrombolysis. Paramedic thrombolysis

accounts for about nine per cent of thrombolytic rreatments.

5.477
procedures being carried out is properly targeted w its audience.

The increase in the number of coronary revascularisation

Evidence suggests that the reallocation of revenue within a
community can improve equity of access to revascularisation.

Reducing the Numbers of People Who Smoke

5.478
life expectancy berween areas and population groups. Reducing

Smoking contributes significantly to inequalities in

smoking in manual groups will have a major impact on cancer,
CHD and respiratory disease, and will narrow the healch gap.

5479  The 2004 PSA AFEET o smoking is ro:

® reduce adult smoking rates to 21 per cent or less by 2010, with
a [L"_‘I,Lbf'[iun in Pf{".'h'nli:'lll:l," \Iﬂ'l.ﬂng |'|::||!|'|'il'|f..' ﬂl]d rl'l:lnu.]l Hmu!h o
26 per cent or less,

5.480 The Department’s comprehensive robacco control
strategy has six strands, each of which has a measurable impact on
reducing smoking prevalence:

® highly successful media/education campaigns, which have
proved to be the single most important factor triggering
smokers’ decisions to quit;

® restrictions on advertising, promotion and sponsorship: a
comprehensive advertising ban has been in place since February
2003;

* supply reduction: our tobacco products are highly taxed — our
cigarettes are the most expensive in the EU - and much is being
done to stop the supply of cheap smuggled tobacco (this strand
is owned by HM Revenue and Customs and HM Treasury):

® an extensive network of NHS stop smoking services and a
national quitline, through which skilled advisers can help people
of all ages to stop smoking:

® measures o make smokefree enviranments the norm ar work
and leisure; and,

® regulation of tobacco products, including pack health warnings.

5.481 The biggest story of the year for tebacco control has been
the Health Bill**, which contains provisions for virtually all
enclosed public and workplaces 1o go completely smoke free from
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summer 2007, This includes pubs, bars and privare membership
clubs. This will provide unprecedented protection from the
harmful effects of second hand smoke and will also, judging by
international evidence, contribute to decreased smoking levels.

5.482 The Health Bill also includes powers to raise the
minimum age limit for whacco sales, a full consulation will run
in .5‘p-ring 2006 on using these powers 1o increase the age lirnir from
16 o 18,

5483  NHS stop smoking services have also continued to go
from strength to strength. During the period April 2005 ro
September 2005, around 264,508 people set a quit date through
the services and around 137,894 (52 per cent) were successful at
the four-week follow-up. For the same p:lind im 2004, 208,389
smcrkers set a quit date and 112,250 were successful ar four weeks
— we have, therefore, seen annual increases of 27 per cent and
23 per cent respectively.

5.484
published in April 2005 in a special supplement of the journal
Addrceton ™ and showed thar:

An evaluation of the NHS stop 5m¢king SEEVICES Was

® rhe services can contribute to a (modest) reduction in health
inequalities;
® they show examples of innovation in reaching hard to reach

groups: and,

® long-term quir rates for the services show abour 15 per cent of
people setting a quit date remain quit ar 52 weeks, which is
comparable with earlier clinical crials.

5.485

throughour 2005 with significant presence across the media.

The Department’s education campaigns have continued

Amongst a number of initiatives in the last year, we have seen a
new campaign targeting young smokers for the first time,
concentrating on issues thar mortivate this population group:
smoking and impotence for males and smoking and the skin/teeth
for females. In addition, we have supported the British Heart
Foundation on new, hard-hiting adverts. Media/education
campaigns were the main reason why smokers said they tried to
quir in 2005,

5486  The Evropean Tobacco Advertising Directive™ came into
force in July 2005, meaning a ban on all cross-border advertising
across Europe. The UK's Tabacco Advertising and Promotion Act
2002 goes further than the directive, prohibiting newspaper,
billboard and magazine advertising, in-pack promotions, direct
marketing and tobacco sponsorship. In July 2005, UK regulations
prohibiting robacco brand sharing (the promotion of whacco
brands through non-tobacco products) came into force, as well as
further prohibitions on sponsorship. Regulations prohibiting
whacco advertising on the internet will follow in spring 2006.

5.487  The European Commission published their image bank
of hard-hirting ‘picture health warnings’ in 2005, In spring 2006,
the Department will consult on introducing these picture
warnings on tobacco packs in the UK.
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5.488  In February 2005, the WHO Framework Convention
on Tobacco Control (FCTC), the first ever global health treaty,
came into force (the UK ratified in December 2004), The
treaty provides the basic tools for countries to enact comprehensive
tebacco control legislation. In February 2006, 121 parries to the
treaty met in Geneva and agreed to rake forward protocols to the
treaty on the illicit trade of robacco products and cross-border
advm’tising.

5.489 The latest figures for adule smoking rates, show
continuing progress towards the PSA target with adult smoking
at 25 per cent in 2004 and routine and manual smoking at 31 per
cent.

5.490  An imporrant intervention to narrow the gap in infant
mortality is to reduce smoking in pregnancy. For the year April
2004 to March 2003, 15,054 pregnant women set a quit date
through the NHS stop smoking services and 7,702 (51 per cent)
had successfully quit based on selfreport ar the four week
tollow-up stage. This is an increase from 5,756 in April 2003 o
March 2004 (an increase of 34 per cent).

Tackling Obesity

5.491  There is a strong social gradient in terms of obesity,
particularly among women. The rare of obesity among women
from the most disadvantaged groups is almost twice that of women
in professional groups (29 per cent to 16 per cent). A similar,
though less marked trend, exists for men, 23 per cent ro 16 per
cent. This has implications for life expectancy and the burden of
chronic disease.

5492  Reducing obesity is one of the six over-arching priorities
of the Choosing Healtl White Paper published in November 2004,
The White Paper sets out a comprehensive plan of action on
physical activity, diet, personalised support, informarion and curbs
on marketing, which gives a strong foundarion for rackling obesity,

5.493 W have set a national PSA target to halr, by 2010, the
year-on-year increase in obesity among children under 11 in the
context of the broader strategy to tackle obesity in the population
as a whole. The rarger is jointly owned by: the Department of
Health, Department for Culture, Media and Sport and the
Department for Education and Skills, which illustrares the
importance of cross-Government work in tackling obesity.

Obesity Care Pathway and Weight Loss Guide

5.494 A comprehensive Obesity Care Pathoay and Weight Loss
Giusde " will be disseminated to PCT in spring 2006. The guide
will be in the form of a leaflet to be distributed in primary care to
be given tw patients who intend to lose weight.

5495  These will provide 2 model for prevention and treatment
for use in primary care. Limited consultation was completed in

January 2006,
5496  The guide will cover:

® whar is a healthy weight;




L] Ming YO p-l:rmn:] wcighr gﬁ.in:
® how to lose weight and prevent weight gain;
® pointers on diet and physical activity; and,

® simple, behaviourally focused, self-help weight management
advice. -

Obesity Social Marketing Campaign

5.497 The Department will lead on action to promore health
by influencing people’s awitudes to the choices they make
through a strategy thar extends across all aspects of health and
involves a broad range of different government departments and
agencies such as those covering interests in the NHS, food, sport,
the environment and transport.

5.498 [Following on from commitments in Chosiing Health and
more recently the Our Health, Our Care, Our Say White Paper, our
intention is to launch a ren year programme in late 2006,
encompassing the period pre and post the 2012 Olympics. The
majority of stakeholders will become fully involved from January
2007 onwards The first phase of the programme will run for three
years, 2007-2010, focusing on children aged two to ten through
their primary influencers — parents and carers.

5.499 The scoping phase, identifying key behavioural and
artitudinal influences, is nearing completion. Commitment has
been gained from leading stakeholders to input their proprietary
consumer insights into the process.

Measurement of Obesity in Children

5.500 The public service agreement (PSA) rarget on obesity
focuses upon preventing and managing obesity in children. In
Movember 2004, Choosing Health charged DH and DEES with
developing appropriate systems for recording lifestyle measures, one
of which was obesity through weight and height measures
among school age children. They have agreed thar heighr and
weight dara should be collected in all maintained primary

schools in England.
5.501 Local data on childhood obesity is needed to:

® inform local planning and targeting of local resources and
interventions; and,

® enable tracking of local progress against the I'SA rarger on
obesity and local performance management.

5.502  Good practice guidance on measuring child obesity was
issued to the NHS and school authorities in January 2006,
covering issues such as definitions, age groups, data collection
options, stigma and confidentiality. The guidance specifies the
minimum data requirements for monitoring the deferred NHS
local delivery plan line on childhood obesity.

5503 PCTs will be responsible for resourcing and
implementing measurement of height and weight in primary
school age children, within their existing resource allocations

for obesiry.

5.504  Schools will be approached by PCTs and arrangements
made for PCT staff to visit schools and measure children in
reception year and year 6 in the summer term (2006).

5.505 Dara for performance management will be provided to
DH by September 2006,

5.506  Further guidance is planned in the spring on data
handling and transfer. In the meantime DH IT cxperts are
developing data handling options and recommendations.
Discussions are continuing with DFES on sharing data on pupils
with DH which would facilitate the development of a wider
obesity darabase to help us analyse the obesity epidemic in
more derail.

Nutrition

Choosing a Better Diet: A Food and Health Action Plan
5.507  Chooiing a Better Diet: A Food and Health Action
Plan ™" was published in March 2005 following the White Paper
Choosing Health and set our how we would deliver the Whire Paper
COMMItMEnts on nutrition.

5.508
together with a wolkiﬂg group im:ll:lding other Government
departments, industry and consumer representatives. As well as the
particular projects on which the Department is in the lead, we
work closely with DFES on the "Food in Schools’ and with the
Food Standards Agency on front-of-pack food labelling and
reformulation of foods.

The Department oversees the delivery of this action plan

Healthy Start and Infant Feeding

5.509 Ercas[fcr:ding is the best form of nutrition for infans. Tt
provides all the nutrients a baby needs for the first six months of
life and protects against common childhood infections and
diseases. A gap exists in the initiation and durarion of breastfecding
by new mothers between social groups, with just under six our of
ten new mothers initiating breastfeeding in the most disadvantaged
groups, compared to more than nine out of ten among mothers
in the highest social groups.

5510 The Department supports the promotion of
breastfeeding and this year we are undertaking the ‘Infanc
Feeding’ survey 2005 o better understand breastfeeding rates. We
continue to press for amendments o the EU Directive on
infant formula and fellow-on formula.

5,511  The new ‘Healthy Start’ scheme will replace the “Welfare
Food' scheme. The first phase has been rolled-out in Devon and
Cormnwall. A national roll-out across Grear Britain following
evaluation of phase 1 will take place later in 2006.

5.512 ‘Healthy Start’ allows beneficiaries of qualifying benefits
{e.g. mothers on income support) to exchange vouchers for fresh
fruit and vegerables as well as fresh milk and infant formula. It
means that pregnant women, mothers and young children under
four-years-old who are on a low income have access to a good
balanced dier at this important stage in their life, and it provides
a formal link with the NHS. The scheme also equalises benefirs for
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breastfeeding and non-breastfeeding women. A communications
and training programme for beneficiaries and health professionals
is being introduced in parallel o the scheme.

5 A Day including School Fruit and Vegetable Scheme

5.513 The message about the importance of eating five
portions of fruir and vegerables a day is more widely recognised
among the public. The proportion of people claiming to have eaten
five portions the previous day has risen from 28 per cent in
Oxctober 2003 to 51 per cent in October 2004, The 5 A Day logo
continues to promote the message and it is now licensed with over
550 organisations. We are also continuing o explore ways to
simplify the '5 A Day’ messages for children and adults, for
example, ‘using a handful’.

5.514  Under the school fruir and vegerable scheme nearly two
million 4 to G-year-olds in over 16,100 schools are now receiving
a free piece of fruit or vegetable every day. The scheme is popular
with schools and with parents — over 97 per cent of parents and
teachers rate it as good or very good. An evaluation by the Big
Lottery Fund found thar children in the scheme ate more fruic and
had an increased awareness of "5 A Day’ than those not in
the scheme.

Food Promotion to Children
5.515
PI;II;_'lf | (Omp[thﬂllsi'ﬁ: ﬂPPITr.HCI'I T Cl'l.l'll'.lg,ﬁ tI'IL' nature ill]'l]

balance of food promortion o children across a wide range of
media. The Office of Communications (Ofcom) are due to publish

Choosing Health ser out our commitment to having in

their consultation on pmpma]s to restrict the pmmu[iun and
advertising of high fat, sugar and salt food to children on TV and
radio very shortly. We have established a new ‘Food and Drink
Advertising Promotion’ forum to review, supplement, strengthen
and bring rogether existing provisions on promotion of food to

children in non-broadcast media.

5.516 The Government is developing plans to monitor the
success of these measures, and assess their impact in relation to the
balance of food and drink advertising and promotion to children.
If, by 2007, they have failed to produce change in the natre and
balance of food pmmminn, we will take action [hmugh EXISHng
powers or new legislation to implement a clearly defined
framework for regulating the promotion of food tw children.

Choosing Activity: A Physical Activity Action
Plan

5517  Ar Least Five A Week®™, the 2004 Chief Medical
Officer’s report, set out evidence on the impact of physical actvity
and its n:lrtrinnﬁhip to health, The evidence confirmed that there
are many potential benefits from being acrive, including a lower
risk of coronary heart disease, stroke, type 2 diabetes and certain
types of cancer. Regular physical activity can have a beneficial effect
on up to 20 chronic diseases or disorders and will have an
important impact on tackling obesity (see above section on
reducing obesity). The Choasing Health White Paper in November
2004 and the Choosing Aceivity: A Physical Aceivity Action Plan™™
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published in March 2005 set our a series of projects aimed ar |
increasing levels of physical activity.

5.518 Key achievements in the past year include:

® 75 per cent of all maintained schools are now in a schools sports
partnership, with a target tha all schools will be in a partnership
by 2006. 69 per cent of pupils in partnership schools are now
participating in at least two hours of high quality PE and sport
in a typical week;

#® 24 per cent of schools in England have active travel plans and
these are helping more children to walk or cycle safely to school;

® development of new ‘National Healthy School” criveria, which
includes a physical activity theme and a woolkit to help
physical activity providers in schools, meet these criteria;

® dissemination of interim guidance from ‘Local Exercise Action’
pilots to PCTs to help guide development of local iniriatives
around physical activiry;

® a health impact assessment of the "Sustainable Travel Towns'
pilots to explore the health benchits of a community-wide
sustainable transport policy and optimise the health impacts of
the programme, with an emphasis upon health inequalities;

® the publication of a best practice guide on providing free
swimming, in conjunction with Sport England and the
Amareur Swimming Associanon;

# the launch of the school pedometer pilot, *Schools on the Move'
which uses pedometers as a motivational wol w increase physical
activity among pupils;

® implementation of the “National Step-o-Meter’ programme,
which loans pedometers to patients as a motivational tool and
trains front-line health professionals in motivational behaviour
c]'mngr:;,

# |aunch of the first of 2 senies of nine regiﬂnal 'Spm'[ and Health®
seminars, to promote links between health and sport and the
publication of a guide for the local NHS and clubs ro
encourage and foster links with football clubs on improving the
health of their local communities;

® development of a social marketing campaign 1o be launched in
summer 2006 that will take a broad approach in promoting
healthy lifestyles through physical activiry and dier;

® the launch of nine "Well @ Work® pilots to trial “healthy
interventions” aimed at improving the health of employees in
workplaces in the private, public and voluntary sector; and,

® plans 1o deliver a health legacy based around the London 2012
Olympics.

Improving Sexual Health:

Sexual Health and HIV

5.519 The Government recognises that the consequences of
poor sexual health can be serious and have a long-lasting impact.

Sexually Transmitted Infections (STls) and high-risk sexual



behaviours have increased since the mid 19905, placing enormous
pressure on services. The Government is committed to taking
action to address these issues and improve the nation's sexual
health. The public health White Paper, Chassing Health, led to a
step change in action and established a new £300 million
programme over three years, to modernise and transform sexual
health services and work is progressing to implement a number of
specific commitments,

5.520 A key driver for delivering this improvement is the
inclusion of sexual health and access 1o Genito-Urinary Medicine
(GUM) clinics, as one of six priorities for NHS delivery in
2006-07 as highlighved in The NHS in England: The Operaring
Framework for 2006-07. This priority will accelerate the drive for
better sexual health. The White Paper also introduced berrer
performance management for sexual health. PCTs now have LDP
targers o improve GUM waiting times, chlamydia screening,
waiting times for gonorrhoea trearment and reenage pregnancy.
There is, additionally, a Healthcare Commission indicator to
improve access to early abortion.

5.521 Faster access to GUM services will involve a renewed
focus on modernisation and re-engineering of all sexual health
services including those in reproductive health, in particular
contraceprion, It signals the need to continue to do more in the
community and develop a range of settings for sexual health
services. This has been further reinforoed with the our recent Whire
paper Our Health, Our Care, Our Say, which signals the
development of better community based and more patient-centred
services across the board, and indeed the White Paper makes
specific reference to sexual health as an important area for these
developments. This will go hand in hand with the work we are
doing on training and workforce development with the Faculty of
Family Pl:mn:ing and Reproductive Healtheare (FFPRHC).

5522 To date, we have made some solid progress. Already
49 per cent of patients are accessing GUM services within 48 hours
nationally. Gonorrhoea rates, which are acknowledged as the best
indicators of overall STI rates measured in GUM services, are
decreasing. This is a welcome indication of progress being made.

5.523 Itis through the implementation of Cheasing Health and
Our Health, Our Care, Our Say that continued progress on delivery
of the key objectives in the ‘Sexual Health and HIV" strategy will
be monitored. In order to help drive delivery, a national support
team for sexual health is being created, which will target its suppor
ar those areas which face the greatest challenges in meeting the
GUM access target. The team will have an early focus on sexual
health and it is currently assessing its approach and methodology
at two pilot sites. To strengthen the drive from the centre, a Sexual
Health Programme Board has been established within the
Department which will help to monitor progress and manage risks
to delivery.

5.524 The first two phases of the National Chlamydia
Screening Programme have been rolled-out across the country. The

programme now covers a quarter (84) of PCTs in England . A full
programme will be rolled out by March 2007, with additional

investment of £80 million (in addition to the £13.5 million
invested to date). A pilor project of chlamydia screening, in
phalmnci.rs {over two }fu:ars} 15 also currr:n[|_1.r mking ph{-r_-
across London.,

3.515 A contraceptive services group has been established o
develop an action plan for improvements to services. £40 million
was announced through the White Paper to plug gaps in services
which will be identified cthrough a national survey, which is

currently taking pl:n:r:.

Reducing Teenage Pregnancy/Supporting Tecnage Parents
5.520
partern of deprivation across England, with high teenage
pregnancy rates overwhelmingly concentrated in areas of high
deprivation. Throughour England, reenage pregnancy rates are
highly concentrated geographically. Ward level dara for 2001-2003
show 50 per cent of all conceptions occurred in the 20 per cent of

Variations in reenage pregnancy rates largely mirror the

wards with the highest under-18 conception rates, and provide a
compelling picture of teenage pregnancy ‘hotspors’ across the
country. All local authorities have at least one *hotspot’ ward.

5.527 The socio-economic and demographic make-up of
‘hotspot’ wards reflects many of the known risk factors for teenage
pregnancy. Typically, high rate wards are among the most
dtpriv-r:d 20 per cent areas n I:.ng];,lnd and have poor educarional
outcomes. Low educational arrainment, even after accounting for
the effects of dq:riv:ltiun, 15 associated wich i1i.g]'u:r teenage
mn-ccp[iun rates. n average, dt:privcd wards, where fewer than
40 per cent of girls achieved five GCSE passes, had an average
under-18 conception rate of 73.1 per 1,000, compared with an
average rate of 48.7 per 1,000 in deprived wards, where more than
60 per cent of girls achieved five GCSE passes.

5.528 [Progress is being made o the joint DH/Department for
Education and Skills (IDfES) PSA target to reduce under-18
conceptions rates by 50 per cent by 2010, within a broader suratcgy
to improve sexual health. Data for 2004 show a reduction in the
under-18 conception rate of 11.1 per cent and a reduction of
15.2 per cent in the under-16 conception rate since the 1998
baseline year.

5.529 Across England, the under-18 conception rate has
fallen between G per cent and 16 per cent across the nine regions.
This conceals wide variation berween local authorities, ranging
from a 42 per cent decline to a 42 per cent increase. Research has
shown that high performing areas with the sharpest decline in
under-18 conceptions were characterised by the following factors:

# a local champion for teenage pregnancy;
® well known, young people friendly contraceptive/sexual health

services, including outreach work;
# strong delivery of sex and relationship education by schoaols;
# targeted work with at risk groups of young people;
# training for SRE for professionals working with young people

at risk: and,

97

=
&
-
=
L]
=3
=]
1
=
=
-
o
N
I
=
1Y
i

2]
=
=
™
o
-
©
=
=
o
|
-
=
o
3
-—
w
o
=
E



[
£
=
=
B3
]
i
=
=
B
W
&
=
w
£
b—
[

=
=
=
2
E
L ]
—
(=9
L |
o
=
[T
E
ur
ak
I
E

® a well resourced youth service with a focus on addressing young
PCI:IF]L"LE Pﬂﬂ‘:l]'lﬂ.l, S{H'_i:ll ilrld. Il{'ﬂl[h LSSUE'S.-

5.530
o review their local stmtcgics against these facrors with a
particular focus on reaching ‘hotspor’ wards and vulnerable
groups. To support this work, local dara analysis has been sent to
local authorities and PCTs, including the names of hotspor wards,
school amainment and atrendance dara and che characreristics of

All local authorities and their partners have been asked

teenage mothers in their arca. The local teenage pregnancy
strategy should be included in the Children and Young People
Plan ™™, developed jointy with PCTs.

5.531 The 'I}:cnagr: Fn:gnanc_',.r Unit has also worked c!nsn:l}r
with DH on the publication of You're Walcome Y, a set of quality
criteria for making health services young people friendly and
increase reenagers’ early uptake of health advice. The criteria, a
commitment of Chessing Health, reflect the standards set out in
the childrens NSE An accompanying resource, including case
studies, provides a ool for PCT5, in liaison with local authorities,
to implement the NSF and contribute to meeting the ‘Be

Healthy' outcome of Every Child Martters™*.

5.532
babies and the infanc rnnr[a]it].r rate for babies of tecnage maothers

Teenage mothers are more likely o have low birth weight

is 60 per cent higher than for babies of older mothers. Teenage
mothers are three times more likely to suffer post-naral depression
and to suffer poor mental health for up to three years after the
birth. They are the group least likely to breastfeed and most likely
to smoke during pregnancy. Nearly 40 per cent of teenage mothers

have no educational qualification.

5.533
which provides intensive support for reenage parents (including
fathers) in 35 local authorities, was published in June 2005. The
programime showed positive Impact on the n:inrcgna:ion of

The evaluation of the Sure Start ‘Plus’ pilot programme,

school age mothers, family mediation, domestic violence and
emotional support. Effective practice from Sure Start “Plus’ has
been integrared into the new Sure Stare Childrens Centres Practice
Guidance **, published in November 2005. The guidance also
highlighes the importance of reducing repeat pregnancies — 20 per
cent of births conceived ro under-18s are estimated to be second
pregnancies.

Improving Mental Health and Well-being:

Encouraging Sensible Drinking

5.534 The Government’s Alcobol Harm Reduction Serategy for
England ™ was published in March 2004, and was subsequently
reinforced in the public health White Paper, Choosing Health
(MNovember 2004), Working across Government, the Department
of Health and the Home Office are jointly responsible for
implementing the strategy and working in partnership with other
stakeholders from within and outside Government. The straregy
aims to deliver a programme of work ar preventing any further
increase in alcohol-related harms.
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5.535 Although there is no specific PSA rarget related to the
Department’s aleohol harm reduction programme, work on
tackling aleohol misuse contributes to the Department’s PSAs on
reducing mortality rates from major killer discases where alcohol
is a contributing factor (e.g. cancer, cardiovascular and liver disease,
suicide and health inequalities).

5.536  We will measure progress rcgu]ari_r in meeting the
objectives of the Alcobol Harm Reduction Straregy and Choosing
Health against clearly defined indicators, such as monitoring the
effectiveness of interventions on alcohol misuse prevention for
chi]dn:n ﬂnl:i }'ﬂllﬂg Pmplc.

5.537
retail industries o develop a veluntary social responsibilicy
scheme, as recommended in the Aleobol Harm Rediciion Smaregy
[for England. This work has included:

The Government continues to work with the drinks and

® the development and publication of a national *Principles and
Standards’ document for producers and retailers which covers
things like clear protocols around seeking proof of age, etc. and
inclides, also, a commitment for the industry o work with the
Department 1o develop sensible drinking messages for inclusion

O IEUI'IIJ.i.I'IE]’S- E.I'Id jﬂ Ed‘-’f[ti!tlﬂfl’ll‘ji E]'Ld..

® developing a “Marional Producers Fund® — we are currently
wmking with boch industr:,' and nun—indust:}' stakeholders o
develop the existing Drinkaware Trust (the charitable arm of The
Portman Group) as the mechanism for delivering the fund.

5.538 The [}cparsmtnr puhiisl‘h:d in Movember 2005 the
resulis of the first ever English needs assessment for alcohal misuse
(Alcohol Needs Assessment Research Project (ANARP)). The
ANARP identifies services for those requiring treatment for aleohol
use disorders and relates this to need ar both regional and national
level. Caroline Fline (Parliamentary Sccretary for Public Health)
announced the launch of Afcobal Misuse Interventions: Guidance
ot Developing a Local Prograpime of Improvemene™™, as part of her
keynote speech ar Alcohol Concern’s annual conference on
1 November 2005. The guidance is aimed at senior decision-makers
and commissioners within local health organisations, local
authorities and other stakeholders secking to work with the NHS
to tackle alcohol misuse, and provides practical guidance to
improve screening and brief interventions for hazardous and
harmful drinkers and trearment for dependent drinkers. A series
of regional conferences has commenced to plan the development
and implementation of local responses to the programme of
improvement.

5.539  In addition, we have published Model of Cirre for Alcohol
Misusers (MoCAM) ** commissioned by the Department from
The National Treatment Agency. MoCAM sets out a framework
for commissioning and providing interventions and treatment for
adults affeceed by alcohol misuse. MoCAM will represent a
significant milestone towards achieving the second aim of the
alcohol harm reduction strategy for England “to betrer identify and

treat alcohal misuse”,




Reducing Substance Misuse

5.540  In response to an estimated annual cost to society of
£18 billion the Government launched its 10 year drugs strategy
in 1998,

5.541  In order to asscss progress against the strategy a number
of public service agreement (PSA) targets were ser, of which the
Department has responsibility for the delivery of the drug
treatment PSA target.

5.542 The evidence for focusing on trearment as having a
crucial role in the delivery of the drugs strategy is backed up by
research, which suggests that for every £1 spend on drug
treatment there are an associated £9.50 savings to society as a
whole. There is a strong link berween the use of illegal drugs and

- crime and this is why we work closely with the Home Office on
the delivery of this target.

5.543 To help deliver the improvements in the availability and
effectiveness of drug treatment the Government set up the
National Treatment Agency (NTA) as a special health authority in
2001. To support a programme of improvements the Depariment
{established the pooled drug trearment budger, which has risen
from £129 million in 2001-02 to £300 million in 2005-06.

5.544 Latest hgures from the National Drug Monitoring
System (NDTMS), reveal thar 160,450 people received specialist,
structured drug treatment in England during 2004-05, an
increase of 27 per cent on 2003-04 (125,545) and 89 per cent on
the 1995-99 baseline of 85,000, This means we are well ahead of
our schedule to double the numbers in treatment by 2008,

5.545 The other element of the target that was introduced in
2002, regarding a higher proportion of drug users being retained
in treatment year-on-year is also currently on rarger. In March
2005, 75 per cent of all clients in treatment either successfully
completed or were retained in trearment, compared to 72 per cent
in March 2004.

5.546  As well as the Department’s PSA target, trearment is
erucial to the delivery of PSAs owned by other Government
departments, in particular the Home Othce targer of 1,000
offenders a week entering treatment by March 2008, Trearment
services are currently meeting this demand. However, further
expansion will be required in the drug trearment sector if the
Home Office are to meet their target.

5.547 Given that the rarget for numbers in treatment has
almost been reached, the focus has now moved 1o offering more
effective rearment, with an objective of driving up the numbers
being retained in or successfully completing treatment.

5.548 A number of initiatives have been undertaken 1o

support the improvements in the effectivencss of treatment. The

two key initiatives are:

® Models of Care — to address variations in quality of drug
wrearment, the NTA published Models of Care ™", which sets out
in detail the optimum framework of services that should be

. commissioned in each Drug Action Team (DAT) 1o ensure the

needs of the local drug misusing population are met. Madels of
Care are currently being updared by the NTA, and a revised
version will be published in 2006.

® Trearment Effectiveness Strategy — in June 2005 the Department
and the NTA launched the Treatment Effectiveness Strategy,
which is based on a review of international evidence and
treatment data as well as consultations with leading experts and
users and carer groups. The work programme consists of a
number of key strands. These include:

® the regular and rigorous performance management of DATs
and PCTs against plans and targets by the NTA, SHA and
l}thff :il.llsu:huldtrs.:

® parallel external verification and inspection by the Healthcare
Commission and the NTA around nartionally agreed
standards;

® the targeting of poor performers to provide action plans for
IMpProvement; and,

® repular dissemination by the NTA of performance dara, recent
research, audit and examples of good practice.

5.549
drug rreatment services, is the recognition of the importance that

Associated with the drive to improve the performance of

access 1o wider systems has to play in ensuring thar drug users are
able to successfully reintegrate into their community. Housing,
educanon and trnining are those issues as identified as b:ing key
to suceessful treatment outcomes.

5.550  Relevant Government departments are working closely
together to ensure that this type of partnership working is

I'I'.Iil'l{?lﬂd at a JﬂCﬂ.l Iﬂ'l:!.

Helping Children and Young People to Lead
Healthy Lives:

Helping 13-15-year olds To Address Risk

5.551 The Young Peaple’s Development Programme aims 1o
address risk-taking behaviour, especially in relation to teenage
pregnancy, substance misuse and educational atrainment through
a holistic, structured, developmental programme for 13-15-year
olds. The programme has developed 27 sites in deprived areas
using a similar approach to projects in the United Staves. The
projects work with up to 30 young people ar a time, with each
young person in the programme for at least a vear.

5.552
Education at the University of London. The first outcome based
report published in March 2005 showed thar the programme is
well developed and successful in recruiting young people who fic
the target group. Further reports will be available in 2006. Subject
o positive evaluation, the Department will wane to encourage
children’s trusts to apply the approach of the programme

The programme is being evaluated by the Institute of

more widely.
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Healthy Schools

5.553
vehicle supporting the Every Clivld Matters: Change for Children
programme — particularly the being healthy, being safe, enjoying

The Healthy Schools Programme is a key delivery

and achieving and making a positive contriburion outcomes. It is
also a critical driver for the health inequalities, childhood obesity,
drugs and teenage pregnancy and broader sexual health PSAs,

5.554
targets for the Healthy Schools Programme:

The Choosing Health White Paper sets our the following

® half of all schools will be healthy schools by 2006, with the rest
working towards healthy school status by 2009;

® encourage local Healthy Schools Programmes to rarget deprived
schools iru:luding I"upil Referral Unirs, and look o extend

healthy schools to include nursery education; and,

® from 1 April 2005, a healthy school will provide an enabling and
healthy environment where the ‘whole school approach’ is
applied. Schools will need to demonstrate thar they have mer
criteria in the following four core themes areas:

® personal, social and health education;
® healthy eating;
® physical activity; and,

® emotional health and well-being.

Improving Access and Sustainability of Health Services for
Young Fmpl:

5.555  Choosing Health identified the health needs of teenagers
as a priority area. It recognised that ackling inequalities in
childhood and among young people is the most cost-effective
intervention for reducing health inequalities in childhood and
later life.

5.556
people’s health demonstration sites are being developed 1o

As part of delivering this agenda, sustainable young

explore and evaluare how services can become more effective in
meeting the health needs of young people (11-19). The new and
enhanced services will include primary, secondary and specialist
health care services in locations aimed ar atracting young people
such as youth or sports centres and places with Internet facilities
in both urban and rural locations. Key features of the model
include;

® co-location of 2 team including health professionals, such as
extended nurse preseribers, alongside youth advice workers and
counsellors providing health informartion, advice, treatment

'.'tlld. CAre;

® activities to minimise the problems caused by the transition from
paediarric ro adult services for young people with chronic or
complex conditions such as diabetes, sickle cell, or epilepsy: and,

® engagement of young people to inform the development,
management and evaluation of each service model.
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Promoting Health and Active Life Amongst
Older People:

Health, Work and Well-being

5.557  Reducing sickness absence and significantly increasing
overall fitness for work in the adulr population would have major
benefits for the NHS, for the UK economy and for the economic
well-being of local communities. The Healch, Wark and Well-being
(HWWB) strategy ** builds on commitments in the Choasing
Health Whire Paper and the drive to improving working lives for
NHS staff made in the NHS Plan. The strategy was published
jointly by the Department of Health, the Department for Work
and Pensions and the Health and Safety Executive in October
2005, a good example of Government departments working
closely together.

5.558  The burdens resulting from ill health in the working age
population have long been recognised. They include the loss of
35 million working days w occupational ill health and injury to

B s L Ly

g

the UK economy each year, ar a cost to the public sector of

£4 billion per year, and the total cost to the economy is £12 billion
per year. Stress-related conditions, musculoskeletal disorders
and cardio-respiratory problems (such as angina) are now the
commonest reported causes of work-relared sickness absence, bur
in many cases can be managed effectively with the right advice and
support from the health community without leading to prolonged
absence from work. Without active management, the longer
someone is signed off, the less likely they are ro reurn o work. For
example, those off sick with chronic back pain for six months have
only a 50 per cent chance of returning ro work; after a year that
chance reduces to 25 per cent. There is good evidence of the
benehits to individuals, their organisations and the economy gained
from engaging in healthy work practices.

5.559  The Department has a number of work programmes that
support the delivery of the Choosing Health commitments 1o
healthy employment and will contribute to the joint strategy. For
cxample, we are working closely with Investors in People 1o
develop a healthy business assessment for incorporation when their
standards are reviewed in 2007-08, with good progress being made
vowards piloting the new standards. In conjunction with Sport
England, British Heart Foundation and the Big Lottery Fund we
are funding an innovative series of projects across the nine
Government regions to develop the evidence base for effective
interventions in the workplace that improve the health and
well-being of employees. NHS Plus encompasses a programme of
improvements to NHS occupational health services, including a
websire thar gives easy access to evidence-based guidelines and good
practice standards, The ‘Improving Working Lives' initiative is a
feature of everyday management in the NHS with successful
implementation of modern employment practices. All NHS trusts
have achieved the standard ar practice level and are now working
wwards the practice plus level which requires demonstrable
evidence through partnership working that the working lives of
staff in all staff groups are continuing to improve. ‘Pathways to
Work” is a flagship programme, funded by the Deparement for
Work and Pensions, that supports people on long-term incapacity
benefir in rehabilitation for work. The Department is working




| closely with DWP and, with partner PCTs, to deliver the
innovative Condition Management Programme, one of the

‘choices packages’ in welfare reform which is being successfully
| delivered by the NHS.

5.560 Under the HWWEH strategy, a new Mational Director for
Occupational Health is being appointed o provide leadership and
engagement across different sectors. The new director will be
supported by a Mational Stakeholder Council and a cross
ministerial group - both will have their inaugural meetings in
March 2006. A stakeholder summit is being convened in May
2006 to achieve broad sign up to the spirit of the strategy and its
new charter. There are high expecrations on the Department to

make a major contribution to the goals set our in the joint
DH/HSE/DWTP HWWE strategy. The goals are:

# the health and well-being of people of working age is given the
attention it deserves:

® work is recognised by all as important and beneficial, and
institutional barriers to starting, rerurning (o, or remaining in
work are removed;

® healthcare services in the NHS and the independent sector meet
the needs of people of working age so they can remain in, or ease
their return to, work;

# health is not adversely affected by work, and good quality advice
and support is available to, and accessible by, all;

® work offers opportunities o promote individual health and
well-being, and access to and retention of work promores and
improves the overall health of the population;

® people with health conditions and disabilities are able to
optimise waork appor nities; and,

® people make the right lifestyle choices from an carly age and
throughout their working lives.

Developing the Health Improvement
Workforce

5.561 Choosing Health highlighted that its objectives would
only be achieved if ‘the right people with the right skills are in place
to deliver them, and if barriers to change and old professional
boundaries are broken down’. With this in mind, strategies to
develop the health improvement workforce have focused on
strengthening the capacity and capability of all those who can
positively influence the health of individuals and communities,
ranging from local authority and NHS staff to voluntary sector
organisations.

5562 Developing such a vast and diverse workforce cannot be
achieved all ar once, but comerstones are being put in place which
will support strong future multidisciplinary public health. These
cornerstones include:

| ®the publication of shared career frameworks which will
mainstream health improvement skills and responsibilities
across the workforce;

» strengrhening public health teaching by establishing reaching
| public health networks to embed public health learning into a

wide range of pre- and post-qualification training and life long
learning offered by higher education and further educarion;

® increased access to accreditation and registration for public
health specialists from multidisciplinary backgrounds with a view
to increasing consultant capaciny; and,

® leadership development to equip the public health and wider
workforce to be visionary and inspirational in enabling their
organisations to achieve health improvement in the communities
they serve.

Using Information and Intelligence

5.563 The development of the Public Health Information and
Intelligence Strategy takes forward several key Choosing Health
commitments aimed at providing evidence on the health of the
population and the impact of interventions to improve health.
A Public Health & Health Intelligence Task Force was established
which made recommendations on the use of such informartion
which are the subject of public consultarion during spring 2006.
Guidance on measuring childhood obesity has already been
published and National and Community Health Profiles are
nearing completion. The Strategy proposes four key approaches
to the development and use of information and ineelligence
by health service providers, commissioners and the public.

These cover:

® improved dara and information provision;

® stronger information and intelligence organisations,
® workforce training and support; and,

e the development of a comprehensive narional Health
Informarion and Intelligence System.

5.504
and collating primary care data on lifestyles, the creation of an

Key outputs in the next two years will include obtaining

accessible population health web portal for the public and
professionals, and population health ‘safe havens” for secure and
confidential linkage of personal health dara.

Other Aspects of Health Inequalities:

Accidents

5.565 Accidents are characterised by a strong social gradient —
with people living in disadvantaged groups and arcas suffering
higher accident rates than other groups. Child road accident
casualties are one of the 12 national headline indicators in the

Programme for Action.

5.566 The Choosing Health commitments include supporting
projects aimed at providing advice and support for young people
while promaoting accident prevention.

5.567 The Department has supported the charity SmartRisk to
assess the cffectiveness of their ‘Heroes' programme on the risks
of accidental injury, in changing the behaviour of young people,
and what lessons might be applied elsewhere. Leeds Metropolitan
University School of Public Health undertook an independent
evaluation of the programme. This concluded that the Programme
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was effective in reaching large numbers of young people and
achieved significant shore-term effects in knowledge, artinudes and
behavioural intention. There was also evidence for some
sustained change.

5.568 The Department has also invited the Royal Society for
the Prevention of Accidents to establish an accreditation scheme
for safery centres across England to sustain best practice and new
ways of delivering accident prevention messages. The project is
underway with the appointment of a project coordinator and the
establishment of a project steering group.

Screening

5.569 Significant progress has been made in developing
screening programmes in England and improving coverage to
disadvantaged groups and areas. For example, the Downs
Syndrome Screening Programme aims to ensure equitable access
around the country and screening is now offered in around
95 per cent of maternity units to women of all ages. The
Newborn Hearing Screening Programme is now screening
99 per cent of newborns in England and nearly 1,100 babies have
been confirmed with a ht::lring loss before six months. Early
identification improves communication skills, leading to betrer
educational achievement and quality of life.

5.570 A linked newborn and antenatal screening programme
for sickle cell and thalassaemia disorder is being implemented
across England. The aim of the newborn programme is to
achieve the lowest possible childhood mortality rates and to
minimise morbidity from sickle cell disease in childhood. By July
2005, newborn sereening for sickle eell covered 90 per cent of
newborns with completion of implementation due by April 2006.
In the first seven months of the programme, 103,000 were
screened and 125 babies identified. The rollout of antenaral
screening for sickle cell and thalassaemia is almost completed in
iiigli PI’C\'}]IL‘I'IEL' arcas. Low I'-'m"-"ﬂ]l.‘.'l'tl:c ArCaAs arc d.l.ll: [ I'Ia"."c
implemented antenatal screening using a family origin
questionnaire by the end of 2006,

(ral Health

5.571 In Movember 2005, the Deparement published a new
oral health strategy, Choosing Better Oval Health — An Oral Health
Plan for England* ™. This provides evidence-based guidance for
PCTs and denral practices on improving oral health and reducing
inequalities, complementing the new local commissioning
arrangements for primary dental care. The plan will be followed
shortly by a distance-learning programme to support dental
practices in developing a preventive focus and implementing the
NICE guidelines on patient recall intervals. We are also taking
forward work on the contribution the dental ream can make 1o
smoking cessation programmes.

5.572  The Water Act 2003%"™ gives the NHS the power to
commission water fluoridation schemes to improve oral health
where the local population is in favour. In March 2005,
regulations were made on the procedures that the NHS has to
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follow in conducting local consultations. In Seprember 2005, the
Department published guidance on fluoridation.

5.573 The Department has commissioned Cancer Research
UK to undertake a three-year programme aimed ar raising
awareness of the causes and symproms of mouth cancer. This
programme included the production of materials to support
docrors, dentists and pharmacists in diagnosing oral cancer.
Caroline Fline ME, the Public Health Minister, launched the
programme in November 2005 during Mouth Cancer
Awareness week.

Prisoners

5.574 Deople in prison have generally poorer health than the
population ar large. This is reflected in strong evidence of health
inequalities, unhealthy lifestyles and social exclusion - for
txamp]t'. N} per cent ufprimﬂrrs have a mental healeh pmbl-r.'m,
a substance misuse pmhlcm or both, and 80 per cent of
prisoners smoke.

5.575 Budgetary and commissioning responsibilities for health
services in almost all publicly run prison establishments in
England and Wales were transferred to the NHS on 1 April 2005,
in England to PCTs. The objective is that prison health services
should be broadly equivalent to the wider NHS and, similarly, the
Choasing Health agenda applies to prisons.

5.576  DPrisons provide an opportunity to offer health promotion
and harm minimisation programmes. Initiatives ro improve the

health of people in prison have built on earlier successes
and include :

® smoking — prisons have been working in partnership with the
NHS on smoking cessation projects, with NHS support
available for all prisons;

® nusrition — nutritional standards for food in prisons are being
revised by the Prison Service in line with FSA and Deparemental
advice. The service is also looking ar reducing the levels of fat,
salt and sugar in the food products it purchases and has piloted
“5 A Day” fruit and vegetable schemes in prisons in the North
West;

® drug misnse — rwo thirds of injecting drug users have been in
prison but only half have started injecting before they go to
prison. A rap CD, ‘Music 4 Messages’, produced by the
Department in November 2005, provides information on
primary protection about Hepatitis C to young offenders. It is
being evaluated by the London School of Hygiene and Tropical
Medicine;

® hepatitis B~ 1,200 prisoners receive hepatitis B vaccinations each
month — 40 per cent of those intravenous drug users in the
wider community who report receiving one or more hepatitis
B vaccinations received them in prison; and,

® plysical exercise — the “Walking The Way To Prison Health'
scheme has been successfully piloted in 10 prisons. This was
identified as a health promorion activity from the wider
community that could successfully be transferred to prisons.
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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
gross current expenditure on the hospital and community health
services (HCHS) in 2003-04, the latest year for which
disaggregated data are available. (The figure includes capiral
charges, bur does not include spencling on gn:m:m] medical
services (GMS) discretionary, family health service (FHS5)
prescribing and other related services.) For this reason the ol

differs from the hgure shown in Figure 3.4.
6.2 The proportion of HCHS expenditure by programme of

care is as follows:

® jcute services 30 per cent;

® mental health 13 per cent;

® other community 9 per cent;

® geriatrics b per cent;

® |earning disabilities 4 per cenn;

* maternity 3 per cent;

® HQ administration 1 per cent; and,
® other 6 per cent.

6.3 The predominance of spending in the acute hospital sector
refects 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, 2003-04
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[ES0EEm) 15%
Lectuatimcs {£2_340em) 6%

Totsl £38.151 million

A
(205 10m) 56%

Foormate:

Fipures R St S e to o ing,

6.4 Of the toral HCHS spend, i.e. £38.2 billion, £0.6 billion
(1.5 per cent) is spent on HC) administration, leaving £37.6 billion
(98.5 per cene) for patient services. From this, hospital expenditure
accounts for £30.2 billion (80.4 per cent), community services
£6.2 billion (16.5 per cent) and £1.2 billion (3.1 per cent) for

ambulance services.
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HCHS Current Resources by Age Group

6.5 Figure 6.2 shows that in 2003-04 people aged 65 and over
accounted for approximately 43 per cent of total expenditure,
a group, however, that comprises around 16 per cent of the
population. This is primarily because approximately 49 per cent
of acure expenditure and significant proportions of expenditure on
services for mentally ill people (35 per cent) and other community
services (20 per cent) are for people aged 65 and over.

Figure 6.2: Hospital and Community Health Services
Gross Current Expenditure by Age, 2003-04
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6.6 Figure 6.3 shows the expenditure in 2003-04 on HCHS for
cach age group, expressed as a cost per head of the population.
High costs are associated with mr|}' birch, but costs per head then
fall steeply, remaining relatively low through young and middle
age groups, before rising sharply from age 65. This reflects the
greater use of health services by elderly people. The average spend
per head of population for 2003-04 was £765.24, in comparison
in 2002-03 the average spend was £707.98,

Figure 6.3: Hospital and Community Health Services
Gross Current Expenditure Per Head of Population,
20032-04
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6.7 The changing demographic make up of the population
affects the demand for MHS care. The elderly, in particular, have
a significant impact. Figure 6.4 shows that over the next 10 years
the increase in the ]:mpulal'mn, :lg(‘d 65 and over, is c:cpcct::-;! 1o

average 1.7 per cent per year.

6.8 Over the next 20 years, the growth rate is also at a similar
magnitude of 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. But the pattern of service delivery may need to change
i the furure.

6.9 The current trend is for a reduction in the growth rate of
people aged 65 and over; however, this will end in one year’s time.
Starting from 2006, the post-war baby boom will boost the
vear-on-year growth rates in the elderly populations, with growth
rates peaking in the year 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 2006-07 to 2007-08

6.10 Revenue allocations o primary care trusts (PCTs) for
2006-07 and 2007-08 were announced in February 2005. The
distriburion of resources for the 2006-07 o 2007-08 revenue
allocarions is shown in Figure 6.5. Further information on the
2006-07 and 2007-08 revenue allocations can be found ac
m.dh.g:mu]-:ﬂ‘nlicfﬁndﬁuidantclﬂrganisa:innl‘nlicyf
FinanceAndPlanning/Allocations/fsfen

6.11 The 2006-07 and 2007-08 revenue allocations represent
£135 billion investment in the NHS, just over £64 billion to
PCTs in 2006-07, and just over £70 billion in 2007-08. The
average PCT growth is 9.2 per cent in 2006-07, and 9.4 per cent
(i 2007-08.

Figure 6.5: Distribution of Resources for 2006-2008

2006-07 2007-08

% e
£m  Increase £m  increase
HCHS™ 74,119 £0.960
Capinal charges and other
'Funﬁing adjustments
Total avaitable 75754 B2 744
CFIs= 11444 12389
Total for PCT recurrent 64,310 9.2 70355 94

revenue allocations

Foatmote:

(1) Hospival and Connmunity Health Sevvices,

{2} Ceverally frumded inittarives and sermices.

6.12 For 2006-07 revenue allocations, the range of PCT increases
is between 16.8 per cent and 32.3 per cent over the two years, with

AN AVErage of 19.5 per cent.

6.13 Figure 6.6 shows the distribution of increases over the
period 2006-07 and 2007-08 by PCT.

Figure 6.6: Revenue Allocations 2006-07 and 2007-08:

Distribution of Increases
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Revenue Allocations — Pace of Change
Policy

6,14 In 2003-04, a revised needs formula was introduced. As a
result, 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.
6.15 Figure 6.7 shows PCTs:
® opening 2003-04 distances from rarget; and,

# closing 2007-08 distances from rarget.
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Figure 6.7: Primary Care Trusts' Distances from Unified
Target — Opening 2003-04 and Closing 2007-08
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Primary Medical Services Allocations

6.16 From 2006-07, the primary medical services (PMedS)
funding, which covers general medical services (GMS) and
personal medical services (PMS) has been integrated into the
revenue allocations to PCTs - see below on baseline changes.

Revenue Allocation 2006-07 and
2007-08 - Changes

Baseline Changes

6.17 It is not possible o compare the 2006-2008 revenue
allocation figures to allocation figures from previous years. This is
because of changes to the funding included in PCT allocations.
These are known as baseline changes.

6.18 There have been a number of changes to 2006-07 PCT
baselines, the most significant of which are:

® devolution of funding from central budgers. For example, almost
£600 million for NHS funded nursing care and the PMedS
allocation referred to above; and,

# technical changes. For example, the addition of £1.4 billion to
PCT allocations to fund the increase in pensions indexation
from 7 per cent 1o 14 per cent.

6.19 These changes are summarised in Figure 6.8.
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Figure 6.8: Changes to 2006-07 PCT Baselines

£ million
200506 recurrent allocation 53,560
Primary medical services allocation 3815
WNHS funded nursing care SB4
Special allocations 365
Other central budgers Bl
Pensions indexsarion 1,367
Cost of capiral rebasing (6% ro 3.5%) -§79
2006-07 PCT baseline 58,8592
Fovmates:

(1) Ergures may st sum e 1o e

Weighted Capitation Formula Changes

6.20 For 2006-07 and 2007-08 revenue allocarions, the following
changes were made:

® population data thar includes an adjustment for population
growth was used as a basis for allocations o PCTs

® a primary medical services component was incorporated into the
allocations. This component replaces the GMS cash-limited and
GMS non-discretionary components; and,

# changes were made to the marker forces factor (MFF) to support
the implementation of payment by resules (PbR), namely the
number of zones have been increased from 119 o 303 and an
adjustment to the weights for multi-site trusts in the land and
buildings indices.

Advisory Committee on Resource Allocation

6.21 The development of the weighted capitation formula,
used to inform the revenue allocations to PCT, is overseen by the
Advisory Committes on Resource Allocation (ACRA). ACRA
membership comprises NHS management, GPs and academics.




CENTRALLY FUNDED INITIATIVES AND
SERVICES AND SPECIAL ALLOCATIONS
(CFISSA)

6.22 The CFISSA programme provides central revenue funding to
implement the NHS Plan and other initiatives. Figure 6.9 provides
details of the CFISSA programme with 2005-06 budget levels. The
figures take into account all changes made to the programmes since
the original announcement in 2003.

Figure 6.9: Centrally Funded Initiatives and Services and
Special Allocations

£000s
Budgets 2005 -06
Improving Access to all Services:
Betrer emergency care 249,774
Waiting. booking and choice 256,218
Improving Services and Outcomes in:
Cancer 29.624
Coranary Heart Discase 33,666
Mental Health 68,786
Older People 2,402
Children 21,261
Improving Panent Experience 136,351
Reducing Health Inequalities 205,805
Contribution to a reduction in Dreg Misuse 308,396
Workforce 4,680,606
IM&T 387,816
Other CFISSA budgets:
D 635,820
Starutory Bodies 511,828
ial Health Services (e.g. Audiology Services,

ntisery, Chphithalmic) 1,028,300
Modernisation Agency 137,989
Primary Care 187,064
Public Health 101,738
Central Payments made on behalf of DEH
le.g- Injury Allowances) 37,210
Residual CFISSA ets (e.g. SHA Running Costs,
NHS Bank) By 1,606,132
CFISSA budgets issued with PCT allocations 5,817,500
Cost of Living Supplement 108,787
MNon Cash CFISSA budgers (incdluding Capiral Charges,
Provisions etc) 1,744,318
TOTAL 18,300,091

FAMILY HEALTH SERVICES (FHS)

6.23 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 contraces
are set centrally by the Department following consultation with
representatives of the relevant professions, and administered locally
by primary care trusts (PCTs).

6.24 Funding of the FHS is demand led and not subject to in year
cash limirs at PCT level, dmugh FHS n]n:nditl.m' has o be m:lmgr:tl
within overall NHS resources. The exceptions to this are certain
reimbursements of GMS GPs' practice staff, premises, our of
hours and IM&T expenses payable o doctors in general practice
(GMS discretionary spending), the costs of administration, and
expenditure on drugs and appliances by GPs. Funding for these ltems
is included in PCTs' (HCHS) discretionary allocations. From
2004-05 the GMS non-discretionary element has ceased to exist and
GMS funding has become part of the overall PCT allocation as part
of the new GMS contract.

FHS Gross Expenditure

6.25 Figure 6.10 (FHS table) shows the gross cash FHS expenditure
by services in England, the real terms increase and the year-on-year
growth of expenditure. Gross expenditure means thar Figruures are not
net of pharmaceutical price regulation scheme (PPR) receipis and
dental and prescription charge income.
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Figure 6.10: Family Health Services Gross Expenditure (Cash and Resource), 1994-95 to 2004-05, England

199495 199596 1956.57 199790 1990-99 1999 2000-01 2000-01 200102 2002-03 200304 200405 % realtems % g
-2000 g ;

: 1954-95 to

Cash - Resource 2004057
Total Drugs™ 3252 3506 3808 4,107 4,356 4,852 5168 5,160 5714 6345 6963 7376 T5.4%
GMS Mon-Dhacretronary 1,902 1,265 2,073 2,198 2,243 2451 2510 2507 2271 2,068 1,903 pfa™
GMS Discretionary 733 754 B0 835 878 BES 940 1,024 959 8k TEL  nfa™
PMS (discretionary}™ nfa nfa nfa nfa 37 84 174 203 689 1,152 1939 pla™
Total GMS & PMS 2,625 2719 2,873 3,033 3,158 3430 3623 3734 3919 4,084 4623 nfa™
GDs* 1,281 1,292 1,325 1,349 1439 1479 1,556 L1561 1638 L5709 1,767 1471 n'x nfa
DS {discretionary) = nfa nfa nfa nfa 4 12 21 21 3 41 48 280 nfa nfa
GOS 213 213 237 241 240 281 292 290 02 34 322 Fal 23.5%  5.6%
Dispensing Costs™ 679 706 T46  TGB T8I B08 856 BE57 B79 a1 959 M5 2.9%  0.6%
Total (excluding GMS
and PM5 elements) 5425 5727 6,116 6,465 6,820 7,432 7,893 7889 B.569 9,318 10,059 10,632 516% 57%
Total FHS 8,050 BA446 B989 92498 9978 10,852 11,516 11,623 12,488 13,402 14,682 10,632 2.1% -27.6%

Foornotes;

(1) D rP;_': elatat sousree: Prev ription Pricing .'imlfmn'ﬂ_;l. f:‘ngﬂl'm'.l' . Frpnres finelrecle apmanianes paied to plareracy and a_pf lrance comtractors by the PPA and amouns
aneihrs Jlj'FJF ﬂ'rgmlsmﬁ sloctors and personal adwmimsiraison i Englond, for fisancuad years Aprsl so March, The data oo ot cover coves for drags preseribea
ie hopiral fuse ispensed fn ohe commnnity or private prescriptioy,

(2} Fersonal medical servives (PMS) andd ﬁmﬂm.ll densal sevvices (PDS) schemes are Privnary Care Ase piloss designed o test locally-managed approache: to the
el ey -uf primiry care. PO anned PALS expenditure _{"En'm: evelieede any relared caprial mvestmens by NHS wruss,

(3] PDS expendivnre figures are alio gross of patient charge income.

(4) The groes CGOS cones frolude the cost of refinds to pationts who frearrectly paid dental charges,

() Crrowh in digpessing coss i affeceed by the inclusion of an increasing element (arownd £30 million in 2003-04) in PMS discretiomary expendinire,

(t) Figures fave been converted into real terms wiing the Decernber 20005 GNP deffarar,

(71 PO sobvemees are based muaindy on dessal praceices wilich have converred I{m euterul deval service (GS) o POS sermu of service,

18 Following nere GF comtract statns from [ Aprsl 2004, GAPMS practice iﬂu i5 oy comparable with former GI only 2003-04 GMS figuess,

Al GMMNPMS discrertonary and non-discrerionary figunes reported up to 2003-04 are o conbrdct arrangements for GP ouly pay prior te the mew
CME Contnact new procrice bused conrrace arangement wineh commenced | Apral 2004, New GMS arrangements ave whally direreviomary {Uniffed budger)
framded, Please see paragrapls 6.32 1o 6,38 o larest mew (GMS contnact arrangements.

Family Health and Personal Medical and 6.27 Figure 6.12 charts the total FHS gross cash expenditure for

L 1994-95 to 2004-05.
Dental Services Resource

Figure 6.12: Total FHS Gross Expenditure, 1994-95 to

6.26 Figure 6.11 shows the distribution of gross resource 2004-05, England (excludes GMS/PMS expenditure)

expenditure for FHS of £10,632 million in 2004-05 among the

£ million
constituent family health services, England. 12000 1
10,000 |-
Figure 6.11: Family Health and Personal Medical and
B.0HH) |-
Dental Services Gross Expenditure in 2004-05, England
6,000 -
Dhspenaing Cosas Larngral £ halmi 4, [0
”\:-!Il Dhisch Mmﬂx{mlhl\*:
(£ 5 m) 9.1% [EROm) 3.2%
Pemsonal Deneal i
Services ([Hac)
[EXSlm) 2.0% [}
e PEE 1595 1996 1T 1998 1999 X000 201 202 2003 2004
l_'?"d\_um“n = &% B0 A7 53 9 DD 00 82 0 4 05
: ;‘;:';: .'I1J|I|:; 4 ; ! Financial Year
157% . Cuh
| B Feusance
T 6.28 The real term growth between 1994-95 and 2004-05 is
51.6 per cent.

Toaal £10,632 million
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' Family Health and new General Medical
' Services (nGMS) Contract

6.29 Figure 6.13 charts the nGMS spend for 2004-05 o
2005-06. |

Figure 6.13: Family Health Services, new General
Medical Services Expenditure, 2004-05 to 2005-06

LR = e

Fooerares:
1) Forecast outtnrn Le. still sulect o validation.

6.30 All GMS/PMS figures previously reported up ro 2003-04
were based on former statement of financial allowance (SFA) GP
contract arrangements prior to the introduction of the new GMS5
contract from 1 April 2004. New arrangements for 2004-05 and
future years are not comparable against, or reconcilable to, the
figures shown up o 2003-04.

6.31 The introduction of the nGMS contract represented a
fundamental change in the way in which pracrices are incentivised
to deliver patient care. Whilst GPs rerain their independent
contractor status, there is a movement from the idea of
remuneration based on individual GPs workloads ro a system based
on a practice workload.

6.32 Key ‘tools’ introduced within these new contracting
Arfangements arc:

® Global Sum — allocated through the Carr-Hill formula, is
intended to allocare funds for the delivery of essential and
additional services, including its staff costs, distributed in line
with relative needs and costs of the patients to reflect G and
practice workload and complexity. Global sums are calculared
quartetly and paid monthly ar practice level;

® Quality and Outcomes Framework (QOF) — improving quality
of care 1o patients through financial incentives to practices for
achieving a structured range of standards. Practices receive
payments at the start of the annual quality cycle, based upon the
level of quality targeted with subsequent correctional payments
made at the end of the cycle based on outcomes; and,

® Enhanced Services — used to expand the range of local services 1o
meet hocal need, improve convenience and choice and ensure value
for money. PCT5 are free to commission enhanced services as they
choose, but are expected w spend up 1o a local floor. All payments,
except for a minority of specific direcred services eg. childhood
immunisation targets, are determined locally.

6.33 The new GMS contracting arrangements are backed by a
guaranteed 36 per cent increase in resources for primary medical
care services in England, rising from £5 billion in 2002-03 ro
£6.8 billion in 2005-06. Such increases for primary carc are
unprecedented.

6.34 Evidence from PCT expenditure forecasts shows primary
care trusts having made available additional resources o secure the
range of services and improvements in care, in order to meert
national and local priorities. The overall increase in resources is
now forecast to total more than 40 per cent for the three-year
period to 2005-06 equating to spend on primary medical care
services of around £7.5 billion in 2005-06. See Figure 6.13.

6.35 Increased investment of this scale within primary care is not
only very good news for those who deliver services, it also improves

services for patients:

® higher levels of investment in the Quality and Ourcomes
Framework (where we have seen average achievement levels of
91 per cent at a cost of £653 million in 2004-05) will help

provide better care for those with long-term conditions;

® more Enhanced Services (spend of £588 million in 2004-05)
will benefit patients through improvements in the quality and

range of services that are available in the local communiry; and,

® through a 57 per cent increase in investment in premises
{£459 million in 2003-04 ro £721 million by 2005-06), the
quality of the facilities and environment within which primary

care is delivered is enhanced considerably.

DRUGS BILL

6.36 Drugs bill gross expenditure is the cash amount paid to
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 GPs. Ner drugs bill
expenditure is total gross expenditure minus pharmaceutical price

regulation scheme (PPRS) receipts.

6.37 In resource terms, the 2004-05 FHS drugs bill ounurn
for England was £7.376 million, this represents a growth of
5.9 per cent in the FHS drugs bill over the preceding year. In
2004-05, prescribing volume showed a contrast berween the growth
in the total number of items dispensed at 5.0 per cent, and a higher
rise in some areas linked to national service frameworks (NSks)
- such as diabetes, 9 per cent, and statins, 28 per cent, which is over
6 million more items than the previous financial year. OF the
2004-05 growth in the drugs bill about 87 per cent was due w
volume increases and 13 per cent to cost increases, in comparison
about 60 per cent of the 2003-04 growth was duc 10 volume
increases and 40 per cent due to cost. This change reflects the drop
in price per item of four of the leading six drug types cg lipid
regulating drugs (statins) were £27.59 per item in 2003-04
compared to £22.59 per item in 2004-05. See Figure 6.14 and
Figure 6.15.
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Figure 6.14: Gross Family Health Services Drugs Bill:
Cash 1994-95 to 2000-01 and Resource 2000-01 to
2004-05, England

£ billion
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Figure 6.15: Gross Family Health Services Drugs Bill
— Percentage Growth: Cash 1994-95 to 2000-01 and
Resource 2000-01 to 2004-05, England
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6.38 The difference berween cash and resource growths are due
to Prescription Pricing Authority (PPA) processing and payment
calculation delays. Cash expenditure represents the amounts paid
berween April to March 1o contractors for drugs, medicines and
appliances that have been prescribed by GPs and nurses and,
therefore, due o the delays relate 1o February to January
prescribing. Resource expenditure represents the actual cost of the
prescriptions for drugs, medicines and appliances prescribed by a
GP or nurse in the period April to March,

Branded Medicines

6.39 The 2005 Pharmaceurical Price Regulation Scheme (PPRS),
a new voluntary five-year agreement, negotiated with the
Association of the British Pharmaceutical Industry (ABPI),
replaced the 1999 PPRS from 1 January 2005. It controls the
prices of branded prescriprion medicines supplied to the NHS by
regulating the prohrs thar companies can make on these sales.

6.40 The new scheme includes a 7 per cent price reduction for
branded prescription medicines, which will save the NHS more

110

than £1.8 billion over the next five years. The 4.5 per cent price
reduction achieved as pare of the 1999 PPRS has produced
estimated saving,s to the NWHS of £1.3 hillion to the year ended
31 December 2004,

G.41 During 2005, the Department carried our a consultation on
proposals that ‘standard’ branded generics should be removed from
tl"ll' PFRS EI.I'I.'EI tn'll'.ISFEITI:iI o tl'.ll: [EwW armngcm:nts Fﬂr thf
reimbursement of generic medicines, It is analysing responses 1o a
second consultation on derailed proposals to remove oral solid dose
(OS50 standard’ branded generic medicines from the PPRS.

6.42 In September 2005, the Office of Fair T:".i.ding (OFT)
announced a marker study of the PPRS o assess whether the
scheme provides an effective way of meeting its stated aims. The
study will lase ar least until spring 2006 and may continue to the
end of the year.

Generic Medicines

6.43 In April 2005, the Department introduced new long-term
arrangements for the reimbursement of generic medicines. The drug
wariff introduced a new caregory ‘M’ of generic medicines under
Part VIII. The basic prices of category ‘M’ medicines reflect the
average manufacturers’ marker prices after discount and dara o
amend prices in line with market cll:mgcs 15 pn:w'u:lcd by members
of two new voluntary Schemes (M’ and "W}, backed by section 33
of the Health At 1999%7_ Scheme "M’ applies to manufacturers and
scheme "W applies 1o wholesalers. Category ‘M’ will remove some
£300 million from the distribution chain to be channelled back to
pharmacy services as part of the new pharmacy contract
arrangements. The new arrangements replace the Maximum Price
Scheme, which had secured annual savings of some £330 million
when compared with expenditure that would have been incurred if
prices had remained ar March 2000 levels, The actions taken by the
Department in 2003 and 2004 o reduce the reimbursement prices
of four new generic medicines w align them more closely with widely
available market prices, continue wo deliver annual savings of some
£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 United Kingdom
nationals by other member states;

® funding for medical, scientific and technical services, including
the Nartional Bielogical Standards Board, the MNarional
Radiological Protection Board and the Health Protection
Agency; and,

® grants to voluntary organisations, mainly at a national level,
across the specrrum of health and social services activiey.

6.45 Figure 6.16 provides details of the CHMS programme
for 2005-06. The figures take into account all changes made 1o the

programmes since the original announcement in 2003,




Figure 6.16: Central Health and Miscellaneous Services
CHMS

1 £000s
Hlﬂlb g 2005-06
Improwing Services and Cutcome in:
| Cancer 5,087
Children 11,322
Reducing Health Inequaliries 15453
i Contriburion to a reduction in Drug Misuse 2,236
Other CHMS budgets:
Cenrral ents made on behalf of DH
{eg. EEA ical Cosits) 601,974
Public Health (e.g. Welfare Foods) 117,164
Statutory Bodies (e.g. Health Protection Agency) 289,680
R&D 31844
Residual CHMS budgers (e Communications,
grants to voluntary organisations) 93,565
TOTAL 1,168,325

PERSONAL SOCIAL SERVICES

Personal Social Services Revenue
Provision

6.46 As part of the Local Government Finance Settlement 2005,
announced in Parliament on 5 December 2005, the Deparument
has allocated the following resources to local authorities:

® for 2006-07, £1,590 million for adules’ social services and the
child and adolescent mental health services element of childrens
services; and,

® for 2007-08, £1,608 million for adules’ social services and
the child and adolescent mental health services element of

children’s services.

6.47 This move to a multi-year sertlement is intended to
encourage both certainty of funding and opporunities for
improved budger planning within councils with social care
responsibilities. From 2008-09, full three-year seutlements will be
allocared in line with each spending review cycle, aligning social
care allocations with the pattern of funding already in place for
the NHS5.

6.48 Figure 6.17 sets out revenue and capital resources o be
made available for adults’ social services in 2006-07 and 2007-08,
with Funding levels for 2005-06 included for comparative
purposes, Adults’ PSS specific grant funding has decreased by just
aver £300 million between 2005-06 and 2006-07. There are two
principal reasons for this:

® unlike in 2005-06, an additional £100 million transfer will not
be made from the NHS to the ‘Access and Systems Capacity’
grant (in either of the next two years); and,

® the ‘Residential Allowance’ grant funding has been completely
rolled into formula spending share (FSS) (now the relative needs
formula control total).

Figure 6.17: Personal Social Services Provision for
Adults, 2005-06 to 2007-08

£ million

2005-06 2006-07 2007 -08
Specific Revenue Grants:
Preserved Rights 348.2 297.6 275.2
Residennial Allowance 214.5
Access and Systems Capacity™ G42.0 546.0 546.0
Delayed Discharges 100.0 10000 1040.0
Carers 185.0 185.0 185.0
Mental Health 133.0 132.9 132.9
AIDS Support 16.5 16.5 16.5
National Training Stratcgy 949 1079 1079
Human Retources
Drevelopment Strategy 028 458 49.8
Child and Adolescent
Mental Health Services 0.5 .5 90.5
CSC1 Rermbusement™ 0.8 0.8 0.8
Individual Budger Pilows 6.0 6.0
Parnerships for older people
projects (POPP) 2000 41,10
Preventative Technology 0.0 0.0
D funded. Atlocared by odher
Cooversment Deprr.'™ &5 7.5 75
Total Revenue Grants 1.896.5 1,590.4 1,608.0
Capital Resources
Single Capial Por SCE(R) 277 277 7.7
Ringfenced SCE(R) for mental health 226 22.6 2246
Ringfenced SCE(R) for AIDS/HIV 3.1 3.1 3.1
Improving Information
Management Grang 25.0 250 25.0
Extra Care Housing Grane 20,0 40,10
Total Capital Resources TE.4 9.4 118.4
Total 'S5 Provision ™ 1,975.0 1,688.8 1,726.5

Foatmores:

{1} The 2005-06 Arcess € Systenns Capacity funding inoluded an additional
£100 millian agreed by the Government. This pon-recurrent addition s
sraf e da 206007 or 2007-008.

(2] This ir the reimbrersesnent of the top-rlice agreedd to fund the CHCT revien
pﬂm.’ StaTge. T¢ roell be foived a5 one Ipr{dﬁf Erane in OONR-LT e
M08, unhereas rr s duspeeed ay fpe SepvLe ERINT 1N 2N5-06

(3) Funding allocated by other Government deparements includes:

— CAMEHS £3 million transfer to DYES for each of the years 2005-06,
OG0T amd 2000708,

— Young Peaple’s Substance Mismse £4.5 wiliton mansfer to Home Chffice
."rc'l‘-lrn'nx sar S0, .';'|'-'l':l'!';-I':":"'-ﬂ"‘h'll 200708,

{4) F55 has s been remaved from P35 allocations (ree 6.50), For
comparative purpases the 2005-06 FSS has been removed from the taabile.

6.49 Adult social services are funded by the general “Formula’
grant, distributed by the Office of the Depury Prime Minister
(ODPM), by each council’s ability to raise revenue through council
tax and by specific grant allocation from central Government
departments. From 2006-07, a new method of allocating
‘Formula’ grant will be used. This new allocation model,
developed by ODPM, contains four funding blocks:

® the central allocarion;
® relative needs amounts;
® relative resounce element; and,

® floor damping blocks.
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6.50 To avoid any potentially misleading inference that formula
spending share (FSS) could approximare to required expendirure ar
local authority level, FS5 has been replaced by relative needs
formulae (RNF) for each service block (e.g. older people, younger
adules, children). Each local autharity now receives a proportionare
share of the overall control toral for a service block, where thar share
is expressed as a proportion and not in monetary terms.

6.51 The new needs-based RNF allocation formulae for adults'
social care incorporate the latest available 2001 census dara, and
have been developed following a rigorous process of academic
research. These formulae will bewer reflect acrual need for
services, and therefore allocate resources, more aceurately and
equitably. DH also recognised that the new model has produced
significant step-changes in allocations for some councils, and have
therefore applied appropriate Hoor damping mechanisms to
help local authorities manage any redistriburive effect.

Personal Social Services
Capital Resources

6.52 In each of 2006-07 and 2007-08, the Department will make
available a roral of £27.727 million for the Adules’ PSS single
capital por element of supported capital expenditure (Revenue).
SCE(R) is a defined limit for the period, which supports the cost
of a certain level of capital borrowing. These borrowing costs
comprise interest on outstanding debt and repayment of debt.
Total capital distribution in this caregory is allocared using the
Deepartment's own distribution formula.

.53 In addition, a total of £25.7 million will be available o local
authorities in both Ainancial years in the form of two ring fenced
capital programmes, these being for mental health (£22.6 million)
and AIDS/HIV services (£3.1 million).

6.54 A turther £25 million will be issued as a 5pociﬁc c:.pim| grant
as part of the Improving Information Management Programme in
2006-07 and 2007-08. £60 million will be distributed o
councils over the two-year period in the form of the new ‘Extra
Care Housing' capital grant. This will be split in the proportion
of £20 million in 2006-07 and £40 million in 2007-08.

6.55 Local authorities can continue to use revenue and receipes
from the sale of capital assets ro fund their capital programmes,
including persanal social services.

How the Resources are Used

6.56 The Department’s social care allocations support services for
three main client groups:

® children and adolescents, insofar as they are supported by the
‘Child and Adolescent Mental Health Services grant and
elements of the ‘Carers’ grant, ‘Mational Training Strategy’ grant,
‘Human Resources Development Strategy’ grant and the
‘Improving Information Management' grant;

® vounger adults aged 18-64, requiring services ranging from
specialist services for those with physical and learning difficulties,
mental health problems, and issues relating to drugs or
HIVIAIDS: and,

112

® older people aged 65 and above, requiring principally specialised

residential and intensive home care services.

6.57 Funding provided by the Department for adult's social care
has a direct impact upon PSA rargets set for the SR 2004 period
(as described in chaprer 2 of this report). By offering improved care
in community sertings for people with long-term condirions, and
providing improved services, quality of life and independence for
vulnerable older people, individual PSS grant funding specifically
supports PSA targets 4 and 8. Further PSS initiatives can be linked
to P'SA targets 3, 6 and 7.

6.58 The Department is responsible for establishing overall policy
in respect of social care, leaving councils with a significant degree
of Hexibility in delivering their adult’s social care commitments
according 1o local priorities and the needs of the community they
represent. The figures provided show the actual expenditure by
local authorities on personal social services in 2004-05.
Figure 6.18 shows gross expenditure by client group in 2004-05.
F:islut 6.19 disPln_].r; the breakdown |::J.' type of pm\'isjun.

6.59 In 2004-05, gross expenditure in England on personal social
services was £18.2 billion. The largest items of expenditure were
for residential care (43 per cent) and day and domiciliary care
(41 per cent). Within spending on residenial care, most was
spent on residential and nursing home care provided by the
independent secror.

Figure 6.18: Local Authority Personal Social Services
Gross Expenditure by Client Group, 2004-05

Oitbeer adule wervices (£31 Im) 1.7%
.I’h.:rlllm socken (E324m) 1.58%
Meneally ill sdbalis
LE£], 00 m} 5.5%%
Physically disabled
sl I:lﬁ.l-":'m!ﬁ.ﬁh

Sorvice pra

(£73m) 4%

—— l.casni

i afulis
(L2850} 15.0%

Children's and Familse

Total £18.21% million services (£4.4 50m) 24.4%

Figure 6.19: Local Authority Personal Social Services
Gross Expenditure by Type of Service, 2004-05

Anesemen

and Care

LE el
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Total £18,219 million







Figure 7.1: Hospital Activity Trends, 1992-93 to 2004-05

1559

1992-93 1997-98 1998-99 2000 2000-01 2001-02 2002-03 2003-04 2004-05 2002-03 2003-04

General and acute (thousands of episodes)

Elective admussions™ 4031 4412 4837 4891 5000 5036 5262 2 S544% 555 35% 2.0%
Emergency and other admissions
(non-clective admissions)™ 3526 3729 3849 3887 3943 3961 4007 4274 4497 6T% 5.2%
Toral admissions
(first finished consultant episodes)™ 7,557 8141 8676 £778 8944 E997 9269 9719 10,050  4.8% F.4%
Geriatrics (thousands of episades)
Toral admissions 439 401 39 383 359 347 357 357 I8 0% 3%
{first finished consultant episodes)™
Maternity (thousands of episodes)
Total admissions 05 B27 880 884 £ 77 024 970 1000 T.0% 3.1%
(first finished consultant episodes)™
Mew outpatients (first attendances) (thowsands)
Geeneral and acure™ 8488 10643 10,99 11,294 11637 11838 12080 12650 12617 47%  -0.3%
- of which, Geriatrics™ I 107 108 113 114 115 115 125 122 8.7% -2.4%
Marernic™ 612 550 365 554 337 504 322 505 482 -33% A%
Mencal THness™ 238 2590 287 282 285 263 271 267 264 -1.5% =1.0%
Learning Dhisabiliges™ 4 [ [ 7 7 B 7 ] & 143%  -1.8%
Al Specialries™ 9342 10,529 1LTTE 12,136 12466 12613 12879 13431 13371 43% DA%
Wew ALE (Krst attenders) (thousands)™ 10,993 12,794 12,811 13167 12953 129001 13253 15313 16,712 155%  9.1%
Average length of spell (ordinary admissions) {days)
General and acure™ .3 7.0 (%] 6.7 0.9 7.1 7.0 .8 63 -37%  -74%
- of which, Geriatrics™ 26.9 227 212 218 133 234 231 21.7 0.1 -54% -74%
Forimotes:

{1} Sowrce SalFFR quarderly monuorng and current monshly mowicoring. Fagures are for adminions prechased by tlhe NS, Fiperes prive to 200405 luve beewr re-ficed
so allow divect covnparsion. Ceneral and acute specialties do wot finelude el bealth, learning disabilivies or maternity 3 fuerre 18 acrivivy & calenlared
an the basis of first fisnished considleatint episodes. Elective activity fncludes waiting B, booked and plavnred admiions. A o ‘po-m-ﬁrqiﬁgv;rﬁr 1992-93 i mor
atailable, s the fiyure in she table & extimated frons the Hospital Epivode Stavisties for the mamber of admissions e NHS hospivals in Fuglanid. For 1992.93,
admriioons swhere the method of adnsizsion i srknewn are inclded in the m.l.rfmq- and ather cavepory. Note that sowe wnbaowss coses may be elective caser,
Frgueres prior o 2000002 ane Prestltls austhorivies. With the abolivion of heatth antbarities, fgures for 200102 are baseed an nevurns from WHS rrases, Daea are
f"“!mr::'frﬁ:mm'&rf_rmﬁ and are wot adisted for the differing wanber of working diays per year. There were three fewer working days (251) in 2004-05
oommpeered seveh 0304 [254) ar @ conseqruence af twe Exsters tn the same financial yer,

(2] Sewrce Hospieal Epirode Staviics. J‘fﬁ;-‘e‘i ﬂrr_,l'n.:-r admisions te NES baspicals in Englaed. Figurer are grosied for coverage, excepe for 2002-03 and 2003-04
urdech are smor yer adsree for shorefalls

I".f,.-' Seerce KEHOW aned Q;'lfﬂf.’ .Fl:g'um Jf':u.r 2004 -02 guned aunroands gre :prrrﬂla‘ﬁtrm Q,nl-.rf)f,‘

() Sowrce QUMAE and KHOD, From 2003-04, antendaices at walk-in centres included. A larpe propertion of the 15.5% grounh in AGFE avtendances seen
trerreeen 202-0F and 2003-04 is diie t0 the inclusion of NHES Wilk-fr Centre activiey for |.||IJZ' it ime inn 2003-04 and gemerally mproved reporting,

NHS HOSPITAL ACTIVITY TRENDS time for first outpatient fell to 13 weeks ar the beginning of 2006.

7.1 Figure 7.1 gives details of hospital activity levels for each of
the main sectors, Key points are that:

7.3 As set out in the NHS fmprovement Plan™, by the end of
2008 no-one will wait more than 18 weeks from GP referral wo the
start of hospital treatment — and those with urgent conditions will
be treated much faster. For the first time, there will be a single
target that covers all the stages leading up to treatment, including
diagnostic procedures and tests such as MRI scans.

® the percentage increase between 2003-04 and 2004-05 for first
ourpatient artendances was -0.3 per cent. These figures relate o
hospiral outpatient artendances. The expansion of services in
primary care will see GPs referring increasing numbers of

7.4  Latest higures for December 2005 show that around seven
out of 10 in-patients are admitted within three months of
decision to refer. The average waiting time is now less than
seven weeks,

7.5  Although there are a very small number of patients not being
seen within these maximum waiting times, this should not detract
from the real and significant achievement that the vast majoriry

outpatients to a GF with a special interest, rather than to a

consultant outparient clinic in hospital; and,

® final figures for 2004-05 show that there was an increase of
2.0 per cent from 2003-04 for general and acure elective
hospital admissions.

IN-PATIENT AND OUTPATIENT
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WAITING

7.2 In line with the NHS Plan™), the the maximum waiting time
for in-patient trearment fell to six months and the maximum waiting
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of trusts have virally eliminared ir-patient waiting times of over
six months and outpatient waiting times of over 13 weeks. PCTs
and trusts are now concentrating on delivering the 2008 18-week
target from GP referral to start of trearment.



EMERGENCY CARE

7.6 Achieving high quality, timely access ro emergency care
services remains a key priority for the Depariment. The
improvements in recent, years to deliver a system of fast,
responsive and effective emergency care services for the benefit of
NHS patients and staff have been maintained effectively
throughout this year.

7.7 The NHS Plan set a target of reducing the maximum amount
of time spent in accident and emergency (A&E) departments, from
arrival to admission, transfer or discharge, 1o four hours, This was
subsequently rranslated into an operational standard that 98 per
cent of patients should be admitted, rransferred or discharged
within four hours, to allow for a minority of clinical exceptions
where patients need more than four hours in A&E. This became
a live standard on 1 January 2005.

Accident and Emergency Services Truly
Transformed

7.8 The past year has been the grearest test yet for delivery of the
four-hour operational standard, in which 98 per cent of all patients
should be seen and admitted, transferred or discharged within four
hours, as the gains already made had to be sustained across the year.
However, it is now possible to suggest that there has truly been a
transformation in accident and emergency services as management
information indicates the operational standard has been
maintained for 2005-06 as a whole year.

7.9 This sustained high level of performance is an impressive
achievement and one that has been made possible through the hard
work and professionalism of people across the NHS and other
organisations and it is heartening 1o see thar this aspect of the NFS
Plan is being fulfilled on a regular basis.

7.10 Quarterly statistics on A&E performance can be seen at:
www. performance.doh.gov.uk/hospitalactivity/data_requests/.

A New Chapter for Ambulance Services

2.11 Since 1997, investment in ambulance trusts has increased by
aver 75 per cent. This has promoted improvement in performance
with ambulance trusts now reaching more parients faster than ever
before. In 2004-05, 76.2 per cent of patients with immediately life-
threatening emergencies (category A) received a response within
eight minutes. This is an improvement on 2003-04 (75.7 per cent)
in spite of a six per cent increase in demand. In total, in 2004-05
over 2.4 million patients were reached within cight minutes.

7.12 A strategic review of ambulance services, led by Perer Bradley
CBE (CEO of London Ambulance Service and Martional
Ambulance Adviser) Taking Healthcare to the Patiens: Transforming
NHS Ambulance Services °* was published in June 2005. This
review sets out how ambulance services can be transformed into
a mobile health resource for the whole NHS — raking healthcare
to the paticnt in the community. The recommendations were

accepted by DH.

7.13 Benefits of the review include:

® patients receiving improved care, receiving the right response,
first time, in time;

® more patients treated in the community, and potentially one

million fewer unnecessary AKE arrendances;

® greater job satisfaction for staff as they use additional knowledge
and skills 1o care for patients;

® moare effective and effcient use of MHS resources; and,

L] '||11prm'r,':11.:ntﬁ in self care and health prmnutiu-ll.

COMMUNITY NURSING, DENTAL AND
CROSS SECTOR THERAPY SERVICES ACTIVITY

7.14 As part of the Department’s initiative to reduce the burden of
dara collection on NHS frone-line staff, the activity data returns on
COMMUAItY MUrsing were discontinued from April 2004 and those on
cross-sector therapy services from April 2005, Some limited information
abourt these services continues to be collected for reference costing
purposes, but this is on a different basis from the discontinued
returns. The reference costs information can be accessed ar:
hitp:/fwww.dh.gov.ulf PolicyAndGuidance/ OrganisationPolicy/
FinanceAndPlanning/NHSReferenceCosts/fs/en

7.15 Information on community dental services was not collected in
2003-04 and resules for 2004-05 are not yer available. It is intended
to include these in the 2007 Departmental report.

ACCESS TO PRIMARY CARE

7.16 Primary care is the shop window of the NHS. There are more
than 300 million consultations with general practice each year.
Alongside consistently high levels of sarisfaction with the services
provided in primary care, patients have continued 1o express some

dissanisfaction about aceess to those services.

7.17 The NFHS Plan set a tanget of patients being able to see a primary
care professional within 24 hours and a GP within 48 hours,

7.18 While this target has led to significant improvements in access
to primary care and largely ended the problem of people waiting a week
or more to see a GI a growing number of practices stopped offering
advance bookings, a particular problem for people who want ro organise
their time ahead or whese need is less urgent. The'recent Yowr Health,
Yorur Ciare, Youar Say ™ consultation showed that the public expects both
to be able to see a primary care practitioner quickly, and o have the
opportunity the book an appointment in advance. In the 21st century
these are reasonable expectations.

7.19 The White Paper Our Health, Onur Care, Our Say 7 commits
the Department and the NHS to address these expectarions. Changes
include broadening the scope of the 24/48hr access ranget to include
advance booking, improvements to the current reporting system and
ensuring there are responsive telephone systems in place.
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7.20 The delivery serategy for these extended aims has three main

COMmponents.
Incentives

7.21 A new independent national patient experience survey will
be introduced in 2006-07, which, over time, will help the
Government to improve its understanding, from the patient’s
perspective, of how well national priorities are |.'H.‘i]'|5 imlﬂ:mcntﬂd.
Patients’ responses to the survey will trigger practice awards on:

# the opportuniry to consult a GIP within 48 hours;
® the opportunity to make advance bookings;
® case ﬂFIﬂIEpl'IﬂI'I:E ACCCSS [0k [I'lE 5urg|:r].r: J'll'ld.

# the opportunity to be seen by the GP of preference.

Performance Management
7.22 A managed approach through PCTs which requires PCTs to

ensure that the rarger 1s delivered and sustained across their area.
PCTs have been asked ro ensure thar all patients cannot only have
24/48 hour access but can also book an appointment for a future
date. In 2006-07, performance management arrangements will be
improved by placing greater emphasis on whar patients say and by
improving the monthly survey of practices which provides
regular monitoring dara. Strengthened checks will include righter
monitoring by PCTs through varying the monthly survey dares
and the introduction of the new national independent patient
survey which will be conducted and provide information at
practice level.

Support

723 Supj.h:rrl is available to pracrices from the national plinmr}—
care development team to develop patient sensitive appointment
systems that allow for a balance of same/next day appointments
and pre-bookable appointments that meet the needs of their
patients,

Out of Hours

7.24 The recently published NAO report on the provision of out-
of-hours care in England is a comprehensive review, which
highlights some of the problems that surround out-of-hours
services in England. The report states thar the NHS is making
progress towards providing high quality our-of-hours services,
whilst highlighting significant scope to reduce the costs of
providing out-of-hours services in future.

Urgent Care

7.25 Fellowing the publication of Owur Health, Orer Care, Our Say,
the Department is now developing an “Urgent Care’ strategy to
focus on improving the patient experience and significantly reduce
unnccessary admissions to hospieal,

NHS Walk-in Centres

7.26 NHS Walk-in Centres are situared in convenient locations
that allow quick and casy access 1o a range of NHS services
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including advice, information and trearment for a range of minor
injuries and illnesses. Most centres are open from 7am undil 10pm
Munda}r L Frjda}', 9am o 10pm Saturda}r and Sunda}' and no
appointment is needed.

7.27 Alongside the established NHS Walk-in Centre model a
further seven centres are being procured from the independent
sector specihcally to meet the needs of commuters, These have
different and shorter opening hours (0700-1900hrs Monday to
Friday only) to reflect their prime users (though the local host PCT
may Commission fnng:r hours or additional services o meer the
needs of local residents). Two of these have allca.d].r up:m:d near
Manchester Piccadilly Station and Liverpool Street Station in
London. Further Commurer Walk-in Centres will open this year
at London Canary Wharf, London Kings Cross, London Victoria,
Leeds (MNew Station Street) and Mewcastle (Central Station).

7.28 There are now 73 NHS Walk-in Centres open. A further 16
sites are under development to bring the toral w 89, including the

SEVEN CEntres FU{IJSL'I.{ O OO ETrs.

7.29 On average, the centres see around 114 patients a day, i.e.
42,000 patients a year — though this figure varies significantly,
depending on their location, with some sites seeing as many as 200
patients a day. This means that NHS Walk-in Centres will see
abour three million patients this year.

FAMILY HEALTH SERVICES
(PRIMARY CARE)

General and Personal Medical Services
(GMS and PMS)

7.30 Due o the introduction of the new GMS contract, dara
associared with key statistics on general and personal medical
services (GPMS) is no longer collected. The new GMS dara can
now be found in chnpt:r 6,

Pharmaceutical Services (PHS)

7.31 Figure 7.2 provides key information on pharmaceutical
services in England.

7.32 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 2004-05 was 5.7 per cent; in comparison a
growth of 5.1 per cent was observed in 2003-04;

® the gross cost per prescription decreased by 0.4 per cent in
2004-05;

® the drugs bill continues to rise — see chaprer 6 for more
information; and,

® the percentage of prescriptions that attract a charge has shown
a steady downwards trend over recent years, from 14.9 per cent
in 2000-01 to 13.1 per cent in 2004-05.



——————

i.
|

Cash
i
Pharmaceutical Services™
' Prescriptions (millions) ™ . 455.3 5702
Number of contracting pharmacies ™ 9766 9765
Average number of prescriptions
. dispensed by pharmacy and 41,290 52,066
' appliance contractorns
Cost of o 10.4% 1171
- pharmaceutical
 services per Drug 855 1005
prescriprion in real rerms
(2002-03 prices) (£m)=" Remuneration 1.4 1.66
Met eost of drugs and appliances in 3909 5754
real terms (2002-03 prices) (£m)=“™
Percentage of all prescription irems 179 148
which arracted a charge™
Foctnates:

! 1993.94 200001 200001 200102 2002-03

Figure 7.2: Family Health Services — Key Statistics on Pharmaceutical Services, England

2003-04 2004-05  Sechange % change

169394t 2003-0d to

Resournce 2004-05 2004-05

6035 6334 6660 03T 54.0% 5.7%

9756 9748 9759 9742 0. 2% -0.2%

52238 58047 GOOE 64,530 56,3% 5. 8%

11.70 11.82 1207 12.15 11.85 13.0% -2.5%

1003 10,24 1055 10068 10,49 22.7% -1.8%

1.67 1.58 1.52 1.47 1.36 -19.9% -7.5%

£750 6202 6690 TA00 T3 BB 3.7%
4.6 14.3 13.8 13.1

(1) Pharmaceutical services are mainly the supply of drugs, medicines and .:l_'ndm";}m.:-r: preseribed by NHS pracitioners.

(2} Numbers relate to prescription fees; figwres relate to the annual period Fe

and include prescripeions dispensed by community pharmacisss and appliance contracton, an

(3) Exeludes appliance comractors and dispensing doctars.
{4) Figures refer to 31 Murch (e.g. 2004-05 iy nember ar ar 31 March 2005).
(5} Girass pharmuceutical rxprmf

{) e wion Schemie,
{7) Prescripeions dispensed to patients wbo p

receipes under the Pharmaceutical Price Regn

riuary to January (e.g. velates to the period Feb 2004 g0 Jan 2005}

dispensed or personally administered by GI%.

e i tonal payments (dricg costs and dispensing fees) to contractars less recoveres from HAs and the Ministry of Defence
ﬁ”m of baspital and armied forces prescriprions d;;rrpmsm" in the communisy) and excluding refinds of prescriprion charges.
£

ay prescriptioy charges or bald prescripeion pre-paymens certificares. The analysis is based on a one i 200 sarriple

of all prescriptions submitted to the PPA in the calendar year. Prior 1o 2001, the analyss i based on prescripeions submitted by communsty pharmacisis

aned @
{8} Cost
(D) Cagts are shoren 1t cash for

of Health accowunes frowm 2000-01.

fance comnscion enly

General and Personal Dental Services
(GDS and PDS)

7.33 Figure 7.3 provides key information on general and
personal dental services in England. The most significant feature
in 2004-05 was the significant acceleration in the move of dental
practices, and the associated dental activity, from the general dental
service to the personal dental service. This was consistent with the
Department’s aim that 25 per cent of dental practices should be
operating within the PDS by April 2005, where they could enjoy
the benefits of new ways of working under new contracts
commissioned by PCTs. Reductions in the numbers of dentists
and activity in the GDS in 2004-05 is counter-balanced by
significant growth in the scale of PDS activity.

7-34 Key Poines:

® the overall volume of activity was broadly stable in 2004-05,
raking into account that new ways of working generally result
in more preventarive care and less intensive throughput of
patients;

® the number of general and personal dental practitioners
continues to increase, by two per cent in the year to September
2004 and by 24 per cent in the last 10 years but dentists, on
average, are doing less GDS work:

res huve been converted inte real terms using the 23 December 2005 GDP deflasar.
1993-94 and 2000-0F aind o respurce from 206001 antnards. This g5 to refiece the move to resosiroe aecouniing in Departsient

® patient registrations in the GDS have decreased with the move
of practices to the PDS, where there is no equivalent registration

system directly linked to dentists’ remuncration;

# there were over 26.5 million courses of treatment for adults
during 2004-05 across both the GDS and PDS, a small
reduction compared to the number in 2003-04 reflecting the
new ways of working in the PDS, but six per cent higher than
in 1994-95;

® the average cost of an adult course of rearment within the G5
was E44 in 2004-05, similar in real terms o the level in the
previous year. The average cost has reduced in real terms over
the last decade by 10 per cent, reflecting a reduction in the
amount of complex or advanced rrearments. No equivalent
figure can be calculated for the PDS as remuncration cannot be

similarly itemised and attributed ro specific caregories of

patients; and.

® ar 30 Seprember 2004, 2,699 dentists were working in the PDS,
1,857 of whom were not also working in the general dental
service. PDS dentists include both salaried dentists working
mainly in dental access centres and also contractor-led services

from GDS type dental surgeries.
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Figure 7.3: Family Health Services — Key Statistics on General and Personal Dental Services, England
198495  2000-01 2001-02  2002-03 2003-04 2004-05 uuu_piu

 1994-95t0 2003-04

2004-05  2004-

q~
o et
T

General Dental Services'™™

Mumber of gencral dental pracritioners™ 15,885 18,049 18,354 184000 18,537 17.865 130 4%
Aduly courses of wreatment (thousands) 24,913 26353 26318 26,284 26,507 23,833 4% =107
Adulis regisrered into conrinuing care (thousands) * 21,050 16,813 16793 16,739 16650 14852 -2 0% =11%
Children registered into capitation (thousands) ** 7.367 6,845 6,784 6733 6671 6053 -18% 995
MEI:I‘I;B: s cost of an adule course of rearment 4R 44 A4 45 4% 44 =110 0
(2004-0% prices) (£) =0
Personal Dental Services ™
Mumber of personal dennal pracritioners ™ nia 326 707 7 1,190 2.699 nia 137%
Mumber of personal dental pracrivioners not working nfa 192 467 656 802 1,857 nfa 132%:
in the general dencal service ™
Adult courses of treatment (thousands) nia 218 319 442 542 2662 nfa 3010
Child courses of treatment (thousands) nfa 94 161 217 57 045 nfa 268%
Total Dental Services
Mumber of general and pessonal deneal pracritioners 15885 18,241 18,821 19.056 193390 19,722 24% 2%
Fooirotes:
(1) Gremeral dentad vervices ave the care and erearment provided by independent bigh street demtiser who provide services under arrangements sade with primary
CAIPE FTHALL.

(2] The introdwction of the persowal dental sevvice in Ocrober 1998 and its subseguent groweh has progresively affecred peweral denval service activity

(3 Principals, ausiseants and vocational trainees ar 30 Septemnber.

{4} Nummieer of patients registered a3 av 30 Septeniber. Registrations began with the fniroducteon l"_,l‘llf-'r-'f wewr denral consract _Iﬁpm F Chcraber QXY pash a 24 monoh
regitrtion period for adiles whil .;-J;.-{aﬁ-’;-n'_: isiritions fusted wntil the end of the follvuring calendar year wnless renenved, From Sepeember 1996, new
regiitraitans were reduced toa 15 r.lwrm":‘rbrn:u: seridess remenedd, affeciing TEELSTALET ,l;ur.u-b-mﬁpm Diecember 1997,

(3} Since May 1994 the Dental Practice Board has intproved procedures for eliminaing duplicate registrations. This reduced registration sombers affer this period

(6] Hased on item of serwice fres and adule continuing care payments. Average grais cosss ave converted to 2004-05 prices using the GINP deflacar. Changes in the
atvendps coif sire affected by changer in the dental rwork carried sue in o course of trearmen,

(7} Diaea on cowrses :{rrr.ﬂmrr.-r repreients completed treatmnens claimy processed by the Dewtal Practice Board within the relevant year. mather than only courses
u{]’n’.-u.!.'mn.r cotetireted uu'.nr-,m J||:l|' year

(8} Nuribrer of pevsoral dental service praciiters ot 3 Seprember,

General Dphlha[mic Services (GOS) vear. However, there have also been some moderare Auctuarions
vear-on-year, reflecting changes in Factors such as the number

of adules claiming income support and job seeker’s allowance
(the main caregory of people who qualify for vouchers). The fact
7.36 Key Points: that the volume of vouchers in 2004-05 was three per cent
higher than the previous year, and yet was three per cent lower
than 10 years ago, reflects these fuctuations;

7.35 Figure 7.4 provides key information on general ophthalmic

SETVICES 1N I".ng|;1nd,

® the number of NHS sight tests has risen substantially by some
59 per cent over the ren years from 1994-95 to 2004-05, driven
mainly by the Government’s decision to extend eligibility for ~ ® activity is affected by variations in the size of the population
free NHS sight tests to everyone aged 60 and over from 1 April groups eligible for NHS primary care oprical services, as well as
1999. Since April 1999, the underlying trend has been for variations in the take up rates for services; and,
an average annual increase of about 1.6 per cent in the

® the number of opticians has grown significantly. The 2004-05
total of 8,472 represented an increase of two per cent over the

® the volume of NHS optical vouchers has shown a slight decrease previous year's figure, and an increase of 28 per cent over the
over the past 10 years, averaging out as a fall of 0.3 per cent per numbers in 1994-95,

'll'l'\J.I'LLI'I'IQ L'IZI'- eSS,

Figure 7.4: Family Health Services — Key Statistics on General Ophthalmic Services, England

1994.95  2000-01 2001-02 2002-03 2003-04 2004-05 % Change lﬁﬁw'

1994-95t0  2003-04 to

General Ophthalmic Services _ 200405 2004-05

INHS sight teus (thousands)™ 6383 9567 9807 9662 9,845 10,149 59% 3%

Ohpeical vouchers (thousands)™® 3,741 3,575 3,607 3472 3.520 3624 -3% 3%

Number of opticians™ 6622 7,824  B103  B096 8331 8472 28% 2%
Footsete:

(1) From I April 1999, the eligibiley criteria for NHS sighs tesss was extended to include all patients aged 60 and over. Figures are based on the number of gt
test claims where the dave of payment fell within the financial year, rather than the dute the sight test was conducted,

(2) The voucher scheme was introduced on 1 fuly 1986 to help cersain priority groups wich the provision of spectacles. Figures are based on the number o
vwischers reimbursed to practitioners in the year. including paymenss for conplex appliances, rather than the date uhen the vowchers were exchanged by

parierus for plaes.
(3} Opeounetrises and Ophibalmie Medical Practittoners ar 31 Decernber.
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PERFORMANCE

Management Costs

7.37 The cost of managers in the NHS, as a percentage of overall
spend, continues ro fall. In 2004-05, NHS management costs
stood at 3.7 per cent of the rotal NHS budger compared with 3.8
per cent in 2003-04 and 4.7 per cent in 1998-99. In addirion,
NHS organisations are currently working rowards producing a
recurrent saving of £250 million in the costs of administration and
management across the NHS, to be reinvested in services in 2008-09.

Reducing Bureaucracy

7.38 Further to the Departmental change programme and a 38
per cent reduction in staffing, the Department is now leading a
number of changes in the NHS through Commisioning a
Patient-led NHS °%, whercby the streamlining of NHS
organisations will result in a more efficient and joined up service
for patients and improve access to healthcare ourside hospirals.

7.39 We continue to make significant progress in delivering the
Prime Minister’s ‘Six Point’ strategy to reduce bureaucracy in
public services, for example:

® NHS organisations are currently working towards producing a
recurrent saving of £250 million in the costs of administration
and management across the NHS, to be reinvested in SEVICES
in 2008-09;

® delivering over 95 per cent of the outcomes in the joint Cabiner
Office/Department of Health Making a Difference ™" reports,
which take action to remove specific NHS burdens;

® maintaining the 2004 target of a 50 per cent reduction in the
volume of communications to NHS and social care;

® 3 dara streamlining exercise resulting in the reduction or removal
of 61 central data returns;

® there are now 32 NHS foundation trusts in operation and
further waves will follow;

® engagement in a programme of Cabinet Office led work to
measure and cost the administrative burden of compliance with
regulation on both the public and private sector; and,

® responding to the Berter Regulation Task Force report Less is
Mare " by developing an overarching simplification plan scting
out a range of deregulation, consolidation, rationalisation and
administrative burden reduction measures covering both
public and private sector.

FINANCIAL PERFORMANCE

Overall NHS Performance

7.40 In 2004-05, primary care trusts, NHS truses and strategic
health authorities reported an overall revenue resource overspend
of £221 million and a capital resource underspend of £172 million.
This reported position does not include 25 NHS foundation trusts
that were established in 2004-05.

7.41 Ten MHS foundations rrusts were established on 1 April
2004, while 15 NHS trusts achieved MHS foundation trust status
during the year, The performance of the fifteen MHS trusts for the
part of the year prior to their move to NHS foundation trust status
is included in this report. NHS foundation trusts are not subject
to direction by the Secretary of State for Health bur they are subject
ter directions from the WHS foundation truse regulator with the
approval of Treasury and are accountable o their local community.

Strategic Health Authorities

7.42 SHAs were established in 2002-03 to 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. This includes the performance
management of MHS trusts and primary care trusts.

7.43 SHAs are subject ro financial controls over both cash
spending and revenue and capital resource consumption. They
have a statutory duty to contain revenue and capiral resource
expenditure, measured on an accruals basis, within approved
revenue and capital resource limits. They also have a staurory dury
to contain cash spending within an approved cash limit. SHAs are
also required to achieve financial balance across their economy and
to manage the provision of planned support.

7.44 In 2004-05, 27 SHAs achieved their statutory financial dury
to remain within approved revenue resource, capital resource and
cash limits. One SHA reported an overspend against the revenue
resource limir.

Primary Care Trusts

7.45 PCTs are responsible for the commissioning of health care
on behalf of their resident population and some PCTs are also
responsible for providing community services to their population.
PCTe are accountable 1o strategic health authorities who are
responsible for their perfformance management. There were 303
PCTs in 2004-05.

7.46 In the same way as strategic health authorities, PCTs are
subject to revenue and capital resource limit and cash limit control.

= 47 In 2004-05, there were 213 PCTs thar achieved their
starutary financial duty to remain within their revenue resource
limit, and 90 which reported an overspend. On capital, 300 MCTs
contained spending within their capital resource limir, and three
breached the limit, one by more than the de minimus limit of
£50,000. No PCTs breached their cash limit in 2004-05.

NHS Trusts

7.48 NHS trusts are responsible for the provision of health care.
They receive most of their income from commissioners of
health care, mainly primary care trusts. NHS truses aim o deliver
improved healthcare outcomes with increasing efficiency and
effectiveness within the resources available to the health service.

7.49 There were 259 operational NHS trusts in 2004-05.
Fifteen of these achieved NHS foundation trust status during the
year. Their performance for the part of the year prior to their move
to NHS foundation trusts status is included in the report.
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7.50 MNHS trusts have five main financial duties, which are:

® o break-even on an income and expenditure basis. MHS truses
h:l":"i: & STaTLTory I'.'I'l..l.’.'_!." L4 brcﬂk-n:’l.fcn l.'ﬂl[]ng one Enr:m;ia‘ﬂ }rﬂ‘]f
with another — NHS rrusts normally plan to meet this duty 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 break-even duty, but in exceptional cases the
recovery period can be extended to five years if agreement has
been reached with the relevant SHA;

® (o absorb the cost of capital at a rate of 3.5 per cent of average
relevant ner asscrs;

® a duty under resource accounting and budgeting to break-even

each and every year;

® o remain within the capiral resource limit (CRL) set for each
MHS trust by the Department of Health; and,

® (o remain within the external financing limit (EFL) sex for each
NHS truse by the Department of Health.

7.51 In aggregare, MNHS rtrusts mp::rn:d an income and
expendimure deficit, on an aceruals basis, of £322 million in
2004-05, compared 1o a £138 million deficic in 2003-04, There
were 191 MHS trusts that achieved Anancial balance or berter and
68 that made a dehcit. One NHS trust breached its staturory
financial duty 1o break-even, ‘taking one financial year with
another’,

7.52 In 2004-05, afrer adjustment for immaterial resulrs, 219
MHS trusts achieved their financial duty to absorb the cost of
capiral ar a rate of 3.5 per eent ufav:mgc relevanr net assets and
40 absorbed less than the required return.

7.53 There were 247 MHS trusts that contained capiral
expenditure within the capital resource limit after taking account
of de minimus overshoots.

754 Also, 247 MHS trusts remained within their external
Flnrmcing, limir, after taking account of de minimus overshoors.

Payment of Bills by NHS

7.55 All health bodies are expected to conform to Government
Accounting Regulations and the Berter Payment Practice Code 7.
They should, unless covered by other agreed payment terms, pay
external suppliers within 30 days of the receipt of goods, or a valid

invoice, whichever is the later

7.56 In 2004-05, NH5 trusts, PCTs and SHAs processed and
pad nearly 14.8 million invoices. The national average for
2004-05 is around 83 per cent of bills paid on time.

Forecast Financial Position - 2005-06

7.57 The unaudited forecast mid-year figures for 2005-06
collecred from NHS trusts and PCTs forecast net overspending of
around £620 million, and a gross deficit of £948 million.

7.58 This net dehcit represents less than 1 per cent of turnover
for the NHS. Figure 7.5 shows that at mid-year around a quarter
of organisations are forecasting a deficit in 2005-06, and around
10 per cent are forecasting a deficit of £5 million or more. Well

120

over half of the gross deficit is accounted for by around 7 per cent
ﬂfurganiﬁ:lrinns (41 organisations).

Figure 7.5: Analysis of 2005-06 Month & Forecast
Outturn by Size of Deficit
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Organisational support

7.59 MNHS organisations have faced substantial new cost pressures
over the last rwo years, including areas such as pay reform where
the increased expenditure has been highcr than urig'm:]l srimares,
However, this to a certain extent has been offser by lower than
expected costs elsewhere — such as expenditure on primary care
drugs — and the record levels of additional funding should be
sufficient o deliver the Government’s service improvement
programme for the NHS.

7.60 To improve the level of understanding of the deficits, the
Department commissioned a major exercise by KPMG o
conduct an assessment of the most challenged organisations. An
assessment was made of 98 organisations, including PCTs and
MHS trusts, duriug December 2005 and January 2006, This was
not an audit of the organisations and should not be interpreted

A% SI.'I.I.'I'I.

7.61 Across the organisations reviewed, KPMG observed slippage
in the cost improvement programmes that had been introduced
to help contrel expenditure, in particular they nored:

® 3 failure to implement cost improvement programmes early
enough with a lack of consideration for lead rimes;

#® g lack of derailed implementation plans and unrealistic plans;
® a lack of ownership of plans within the organisation; and,

® a simple assumprion thar savings would be delivered evenly,
month by month across the year.

7.62 Based on their experience of commercial organisations of a
similar size and in similar circumstances, for a number of
organisations they concluded:

® the capacity of the management was inadequate to deal with the
challenges of their current financial position. Although they
could manage the organisation effectively in a steady state they
would need support to deliver turnaround;

® the quality of information would impede the turnaround
process; and,

* in some cases SHAs were allowing unproductive behaviour
berween rrusts and PCTs.



e ——————— e ————

7.63 Following the assessment by KIPMG, each of the Transition
5HAs have been assigned a Turnaround Director to support the
SHA and oversee turnaround activity of PCTs and truses within
the SHA. In addition, the most challenged organisations, as
assessed by KPMG, have app-u-imcd murnaround teams o support
the organisation’s management team. The overall turnaround
activity is being overseen by a turnaround programme office in the
Department.

Financial System Changes

7.64 In addition to the rurnaround support for individual
organisations, the Department has also introduced a number of
changes to the financial system in 2006-07 1o suppore the
return of the NHS to financial stabilicy:

® increased derail and transparency of reporting so thar the
problems are identified and rackled promptly;

® establishing the right culture for financial correction:

® changing the incentives e.g. increasing emphasis in the
ratings system on financial management; moving forward
with the reform programme of payment by results,
practice based commissioning and foundartion trusts;

® emphasising the accountability of Boards {execurives and
non-executives) for financial as well as service
performance; and,

# strengthening the financial challenge function in the
Deparement ro ensure that we do not add to the cost
burdens.

® The new strategic health authorities will take the lead locally in
developing and implementing a service and financial strategy
for 2006-07 to manage the financial position within their
locality. This will include creating local reserves ro deal with
local problems. The size of the reserves and the contribution
from each PCT will vary according to local circumstances. But
the underlying principle will be fairness:

® we cxpect SHAs to maintain the integrity of the
allocations system with PCTs entitled ro repayment of any
contributions over a reasonable period not usually
exceeding the three year allocation cycle;

® we cxpect SHAs 1o have full regard to the financial and
service position of each organisation in determining how
reserves are generated and applied; and,

® we expect transparency both in the creation and use of
TEsErves.

7.65 All organisations that are overspending will be expected 1o
show improvement during 2006-07 and by the end of the year
everyone should have monthly income covering monthly
expenditure.

7.66 Some SHAs may not be able to deliver a financially
balanced position in 2006-07 without unacceprable service
. consequences. Where this is the case we will incentivise others o

deliver a surplus to cover this. The money will not be moved and
the underspending SHAs will retain the resources for spend in
future years. Bur the system as a whole will balance.

EFFICIENCY

Gershon Efficiency Targets

Efficiency Programme

7.67 The Gershon report Releasing Resources to the Front Line "',
published in March 2004, committed the Department to
achieving the following targets as part of the 2004 spending review:

® annual efficiency gains of £6.5 billion by March 2008, ar least
half of which should be cashable;

® 3 reduction in whole time equivalent civil servants of 720 by
March 2008; and,

® the relocation of 1,110 whole time equivalent posts our of
London and the South East by March 2010.

Efficiency Gains

Programme Structure

7.68 The programme comprises 6 main work streams on which
progress is reported:

® Productive Time: Modernising the provision of front-line
services 1o be more efficient and also improving the quality of
patient treatment and service, by exploiting the combined
opportunities provided by new technology, process redesign and
a more flexible, committed and skilled workforee;

® Procurement: Making better use of NHS buying power at a
national level to get better value for money in the procurement
of healtheare services, facilities management, capital projects,
medical supplies and other consumables and pharmaceuticals;

® Corporate Services: Ensuring NHS organisations can share and
rationalise back office services, such as finance, ICT and human
FESOLECES!

® Social Care: Improving commissioning of social care and other
cash releasing and non cash releasing gains from the design of
social care processes by local authorities;

* Policy Funding and Regulation: Reducing operating costs of the
Department, arm’s length bodics, strategic health authortics and
primary care trusts through reducing processes and funcrions
and restructuring, merging or abolishing existing organisations;
and,

® Central Budgers: Reducing or eliminating centrally managed
budgets where they do not provide value for money, and
releasing to front-line NHS organisations.

Measurement Processes

7.69 Aggregare efficiency gains are assimilated through a large
number of projects and business changes. Derailed measurement
and assurance processes have been developed for cach resulting
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efficiency gains. These have been verified and agreed with HM
Treasury, and the Office of Government Commerce.

7.70 In reporting efficiency gains, we are required to demonstrate
that these have not been achieved ar the expense of reductions in
service quality. We have agreed balancing quality measures
appropriate to individual work-streams and projects. These
include patient readmissions (for front-line service changes) and

product specifications (for procurement).

7.71 Details of agreed measurement processes and quality
assurance are provided in an efhicieney technical note (ETN)
available on the Department’s web site wwwdh.govauk. The health
efficiency programme continues to evolve to underpin gains up to
and beyond 2008. The ETN will be updared to include further
approved measures as required.

7.72 Reporred benehts have been caleulated in accordance with
processes set out in the ETM. Some benefits, particulardy mid-year
caleulations, may be subject to final verification. A formal
process of SIEN off for both benefis and service qunlir}r for
efficiency programmes is being agreed with the Office of
Government Commerce and will be used to confirm 2004-05 and
2005-006 returns following the year-end.

Reported Gains to Date

Tl Piguﬁ.- 7.6 shows the gnins that have been recorded for
2004-05 and up o quarter 3, 2005-06.

Figure 7.6: Reported Gains to Date

£ million

 Cearter 3

Productive time 671 879
Procurement 333 1,048
Corporate services L4 3
Social care o 179
Palicy funding and regulation 13 63
Central budgets 0 0
Tatal 1,031 2,205

Foormotes:

I"U (:ﬁffﬁlr.ml'.l'wr r._-,f.m'fdr-_rrar Q_‘H FEIE] m.!'u.n‘.r; e Ei.fmﬁu a-J'_rgrg
perfrrmance daia is only avadlable on an aennal basis or uhere there are
significans unaveidable time lagr. 2004-05 gaing were caloulared after

reenicl aned inclade whve impaer of data eime Lags.

2) O dhe soral reported gaing, £2072 nrillion are cashable, renlting in either
aclidftional cash wihin the total I budget being released from now
froni-line vo frone-line services, or carh freed within existing from-line
seruices that can be reallocared for additional partens mrearmens ar
exteruion of sermices.

(3) Benefits have been calenlated nsing met ies a5 et out in the
Efficiency Techmical Note (ETN). 2005.06 savings are subject 1o final
addfucstment and conffrmmarion thar will vake inte account: fa) final andived
Jear-end performance data where in-year extintates or proxies have been
wied; (B) fsnpact of measurement processes still under developanent (as noted
in the ETNV), incisding posible offietting conts of acute secror sevings; and
r’.:y";mrfmi' reimew of service RTIILY QAENPRNCE PREGSNIES dvd PrOcemies.

Progress Highlights
Productive Time

® berter management of patient admissions has reduced the
average hospital length of stay cutting treaument coses by over
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£300 million and freeing up more than one million bed days i
1o treat more patients more quickly; |

® improving medical techniques, technology and associared
process redesign means that an increasing number of treatments
are being done as day cases. Almost 70 per cent of all planned
procedures are now done this way, reducing treatment costs in
the last year by £20 million and enabling more patients o go

home earlier;

® improved proactive care of patients, particularly those with
chronic conditions resulted in almost four per cent fewer
emergency bed days since March 2004, releasing over £300
million for additional patient treatments;

® reduced levels of staff sickness and reduced use of agency staff
in 2004-05 has meant that abour £65 million has been saved
for investment in better patient care;

® the Integrated Service Improvement Programme (ISIP) has
developed and launched a single framework to enable NHS
organisations to plan and deliver service improvement and
efficiency. ISIP provides the NHS with a structured approach
ro integrating and managing multiple change projects and uses
a single ser of measures, benchmarks and metrics to support
change. It is a key enabler for continued front line efficiency
gains; and,

® significant opportunities to minimise variances in care and
encourage a shift towards best practice has been launched
covering five major health resource groups (HRGs). This is the
first in a series of casy to use Focts O, " publications that will
help the NHS provide betrer patient care more efficiently.

Procurement
® price reductions for branded (PPRS) and generic drugs

effective in 2004 and early 2005 have realised £833 million,
rising to an annual £975 million by March 2006;

® recently renegotiated national procurement contraces for NHS
supplies and services are already providing annualised savings
of £140 million: and,

® the first three regional procurement hubs have been established
successfully and cover aver 15 per cent of NHS organisations.

Shared Services

® A Shared Services Joint Venture Company was established in
April 2005 berween the Deparement and Xansa. It will have
over 100 NHS Organisations contracted for Anance and
accounting services from April 2006. Payroll and e-procurement
services are also now operational.

Policy Funding & Regulation (PFR})

® the consultation process on proposals for restructuring and
reducing the number of SHAs and PCTs will complete in
March 2006. The programme is on track for completion by
March 2007 realising operating cost reductions of ar least £250
million per year; and,



® the first phase of DH arm’s length bodies reduction and
restructuring has reduced the number of bodies from 38 w 32.
Overall ALB operating costs have reduced by a predicted £56
million for the current year. The programme remains on track
to deliver annual savings of £250 million from March 2008.

Soclal Care

® 4 nationally coordinated, bur locally led, programme of major
business improvement opportunities is being launched w
support continued efficiency gains through to 2008. The first
Frmiuct {"Homecare Munimring']l was launched in November
2005. ‘Contact Centres and ‘Direct Payments’ will be launched
by March 2006. These opportunities are aimed at improving
patient service as well as delivering cost efficiencics.

Expected Progress in the Next Year

7.74 The Department expects to achieve a further £2 billion of
annual efficiency gains towards our 2008 target. Achievement will
be under-pinned by key deliverables in each work-stream:

Productive Time

® continued process improvement by local organisations under-
pinned by the ISIP framework and resulting in particular in
further reductions in length of stay and emergency bed days;

® inclusion of financial gains accruing from improvements in
workforce skill mix and in service quality and patient outcomes;

® development and launch of comprehensive performance
benchmarking providing organisations with information to
identify scope for service improvement and efficiencies; and,

® development and launch of Productivity Top Tips and a further
set of improvement guides for key health resource groups.

Procurement

® completion of second wave of national contracts procurement
and increased local uptake of existing contracts supported by
benchmarking information; and,

# esablishment of second wave of regional procurement hubs.

Corporate Services

® continued sign up of NHS organisations to the Shared
Services Joint Venture, expansion of payroll services and
testing of HR services.

Social Care

® launch of further business improvement opportunities enabling
local authorities to build on gains achieved ro date.

Policy Funding and Regulation

® further reduction in ALBs from 32 to 26 in March 2006 and
the establishment of new operating budgets reflecting efficiency
gains realised by remaining ALBs; and,

® implementation plans to align SHAs and PCTs to agreed new
alignment structure and operating budgets from 2007.

Central Budgets

® review of central budgets and reallocation of released funding
to take effect from March 2006.

Reduced Civil Service Headcount

7.75 The Department committed to a gross reduction of 1,400
full time equivalent civil servant posts in the core departments
through its change programme launched in early 2003. Of these
approximately half (680) were expected to be tra nsfers o other
MHS bodies and the remainder (720) were net reductions as
defined in the Gershon rarger.

7.76 The original change programme is now complete except for
a small number of outstanding transfers. There is an ongoing
process of review to ensure that skills and resources align o latest
operational needs. At December 2003, the ner reduction in full
time equivalent headcount is 633. This is subject 1 formal
verification with HM Treasury and OGC.

Lyons Relocations

7.77 The Department is committed to the relocation of 1,110
posts out of London and the South East by March 2010.

7.78 By December 2005, 343 relocations had been (Oll'lph.‘tt'd
comprising: Healthcare Commission (129 posts to Manchester,
Bristol, Leeds and Mouingham), General Social Care Council (103
posts to Rughy), NHS Connecting for Health (75 posts to Leeds).

7.79 Relocation processes are underway for posts in the NHS
Instirute and the Health and Social Care Information Centre.
These will all be complete by March 2006, increasing completed
Lyons relocations to around 550.

Reference Costs

7.80 NHS Reference Costs 2005 ° derails the narional average
unit costs across the NHS for a range of treatments and
procedures for the 2004-05 financial year.

7.81 The publication illustrates the changing structure of the
NHS, from both an organisational and delivery perspective. The
development of more locally based health services through
primary care trusts, is reflected by the document.

7.82 The 2004-05 publication covers over £36 billion of NHS
expenditure, compared with approximately £33 billion in
2003-04. This accounts for around 90 per cent of hospital and
community health services expenditure.

Productivity

7.83 To measure progress against the 2002 spending review value
for money PSA target, the Department developed an interim cost
efficiency measure. The measure is calculated by comparing
increases in NHS expenditure adjusted for both inpur cost
inflation and increases in expenditure on improving the quality of
NHS services, with increases in NHS outputs as calculared by the
NHS output index. This latter index is derived using data
published in the Natiomal Schedule af Reference Costs using over
1,900 activity categories. In 2004-05, we estimared that value for
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money through cost efficiency increased by around 0.8 per cent,
The cost efficiency measure was always regarded as an interim
measure to be used whilst further development work was
ll.lldi.'l.'tak‘.'".

7.84 One of the principal recommendations of the Arkinson
Review of the Mesurement of Governnient Ouwtput and Productivity
[for the National Avcownes ™' was thar quality of care should be
included in NHS ourpur and productivity measures. In response
to the Atkinson review, on 7 December 2005, the Department
published Healthcare Outpus and Productivity: Accounting for
Onality Change ", a vechnical paper which explains progress in
developing more accurate methods of measuring healthcare
output and productivity, including quality change. The paper
builds on the key recommendations of the Atkinson review,
research by the University of York, Mational Institute of Economic
and Social Rescarch (NIESR) and by the Department.

7.85 On 27 February 2006, the Ofhce for Marional Staristics
(ONS) published their second article on health productivity Prblic
Service Productiviey: Health . ONS estimate thar including
adjustments for quality (originally oudined in Acconnting for
Cuality Change) such as lower hospital morrality, estimared
benefits from ]wﬁpit:ll treatment, shorter waItIng fimes, 'memw_'r]
blood pressure control, lives saved from sratins, in addition to the
increasing value of health, NHS productivity has risen on
average by up to 1.6 per cent a year between 1999 and 2004,

PERSONAL SOCIAL SERVICES
Adults’ Services Activity

7.86 Figure 7.7 gives a summary of personal social services
provided to adules. Adules” services include services provided o
those who have just reached adulthood through ro those provided
(L8] []'III:' ﬂldf&f Pl.‘ﬂpl:'.

7.87 Key points to note:

® rthe largest group of adule users of social services is people aged
65 or over, although among younger adults other groups
receiving services include people with learning disabiliries,
people with physical or sensory disabilities and people with
mental health problems;

® while the number of households receiving care in their own
homes continues to fall, the number and proportion of
houscholds receiving intensive home care continues 1o increase.
641,900 older people (aged 65 or over) were helped to live ar
home in 2004-05 by means of community-based services, which
includes home care and other services. The number of younger
adulis (aged 18-64) helped to live ar home was 327,000 in
2004-05. Data on the number of people helped to live ar home
in 2004-05 is not comparable o data for previous years as
restated guidance was issued to exclude people receiving
services from grant-funded organisations who had not had a
COMMUNILY Care assessiment;

® around 92,300 households (26 per cent of households receiving
home care) received intensive home help/home care in 2004
(defined as more than 10 conract hours and six or more visits
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during the week). This represents a six per cent increase from
the 2003 figure of 87,100;

® the number of people supported by councils in residential or
nursing care has decreased by four per cent in 2004-05. This
followed a steady increase up to 2002-03 since the
implementation of community care in 1993, when councils
took over responsibilicy which had previously been shared with
the Department for Social Security. In particular, councils had
not previoushy been able to support people in nursing care. The
large increase in 2002-03 was due to the transfer of residents
formally in receipt of preserved rights; and,

® the PSA rarger — 1o increase the number of those supported
intensively to live at home as a percentage of all those being
supported by social services at home or in residential care 1o
30 per cent by March 2006 and 34 per cent by March 2008 -
has been exceeded with a rise from 30 per cent in 2003-04 10 |
32 per cent in 2004-05,

P55 PERFORMANCE AND
PERFORMANCE ASSESSMENT

Performance Ratings for Social Services

7.88 In October 2001, the then Secretary of Stare, the Rt Hon
Alan Milburn MP, announced the introduction of performance
ratings for social services. The former Social Services Inspectorare
published ratings in 2002, and again in 2003. Responsibility for
assessing and rating social services performance became the
responsibility of the newly formed Commission for Social Care
Inspection (CSCI) from April 2004.

7.89 The information below is extracted from the CSCI
publication Performance Ratings for Social Services in England:
December 2005 7™ — updared March 2006 — which presents the
social services performance ratings for English councils with social
services responsibilities for the year 2004-05, The report includes 150
assessments for adult and children’s social care and the overall ratings.

7.90 This year, the assessment of children's social care services has,
for the first time, been undertaken within the coneexe of a broader
assessmient of local children’s services with Ofsted. The assessment
used the new framework set out in Every Child Matters ™%, The
broader assessment makes judgements related to five ourcomes for
children and service management. CSCI draws its assessment from
the key judgements relevant 1o social care.

Why Are Ratings Being Published?

7.91 The ratings aim to improve public information abour the
current performance of services, and 1o promote improvement at
local, regional, and national levels. Social services have wide
responsibilities for the care and support of families in difficulty, the
protection of children ar 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 meeting these responsibilities, whether they are
receiving such services themselves, have a family member
receiving such services, or are a council ax payer. Central




Figure 7.7: Adults Receiving Personal Social Services — a summary
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wrare than 10 batrs of howme care and six o more eiois during o sereey week i Sepremben/Ccrober,

(2] The total number of honsebolds is caloulased differenly for 2000-01 and onwards than in previous years

(3} it from 2002403 includes cliens

& b rmerly in receipt of preserved rights.
iy

from 2003-04 includes Boyd loaphole residents.

{5) Helped to live as bonve by means of home care, elaty carre aned ameals services. This is an Auddic Conmission indicator, For 199798 and earlier years England

FES dTE an an smweighted average of authoricy figures.

(6) “Felped 1o live at borme by means of any service recorded on Referrali, Asesments and Pachages of Care (RAP) recsrn P25, Ths amnclueles plavired shard term

ddirect payments, professional sppors, tran
o £ Mﬁmfﬁﬂkﬁﬁw @mﬁfﬂrm
(71 Past ar ar March each year.
(&) Samie of the increase over r.i.lrﬁra.-r may Tr,‘i'rc'r improvesncits i data quality
{9) Data on the number of people helped to s

vt and equipment and adaprations as woell a5 howme care, day care and meals servicei. Dara for 199899
 for arcind a quarter of the 150 beal audhorities.

v ar howme i 2004-0% i net comparable to dava for previous years.

Tt 2004-05 restated gusdance was issued to exclude people receiving services from grans-funded organisations who had not had a conmunity atre asesment

{10) Eigure has been revised.

government needs to know how well each council is meeting the
aims and objectives it has set for social services.

What Do The Ratings Mean For Councils?

7.92 The ratings provide an objective starting point for reviewing
and planning improvements to services, This is important for all
councils, whether their performance is good or poor. 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
requirements for information. Councils with zero stars receive
additional support, return fuller informarion, and are subject to
more frequent monitoring.

How The Ratings Are Presented

7.93 As well as the overall star rating, judgements for children’s
and adults’ social care services are given, and these carry equal
weight. In each case, a judgement for both current performance
and capacity to improve is also shown. The caregorics for
judging current performance (“serving people well”) are ‘no’,
‘some’, ‘most’ and ‘yes’. The catcgories for judging capacity to
improve are ‘poor, ‘uncertain’, ‘promising’, and ‘excellent’.
Current performance is afforded more weight than capacity to
improve. This results in a total of four judgements underpinning
the overall rating, as shown in Figure 7.8. Once the judgements
have been reached, a set of rules is used 1o combine them with the
weightings to produce a final star rating. The rules are detailed in
the CSCI Operating Policies 2005 7,
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Figure 7.8: Judgements for Children's and Adult's Social Care Services

Performance Children’s social care Adults’ social care
rating Senvices services |
Serving Capacity to Serving Capacity to
peogle well? improve? people well? improve?
Council 1 Lero stars Mo Poar Most Promising
Council 2 1 star Some Lincertain Some Promising
Council 3 2 sears Mo Promising Yes Uncertain
Council 4 3 stars Mot Excellent Yes Promising
Additional Information About Local Performance The Role of Key Thresholds

7.94 In addition o the iurqu:mn:ms and star ratings, bﬂckgmund
reports of CSCI's assessments of each council's improvement and
performance are published on the CSCI website, These reports are
sent by CSCI to the council following annual review and annual
performance assessment meetings, 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 prioritics to improve in the coming year.

How The Ratings Have Been Produced

7.95 Star ratings are a product of a wider performance assessment
process, l:»rjngjng CSCI and the councils into contnuous conact
throughout the year. Assessments include evidence from
inspections and reviews, monitoring and p‘:rfo-rmancr: indicarors,
te form an overall picture of performance over time of both
qualitative and quantitative aspects of performance. The
assessments culminate in meetings with each council during the
summer. These meetings are used 1o discuss the evidence of
improved outcomes, review past performance and consider the
priorities for further improvement. Following the assessments,
provisional judgements of performance are formed and then
subjected to a series of consistency checks before the chief
inspector of CSCI makes a final determination.

7.96 This year CSCI introduced a written representation
procedure for local councils who may dispute their social care
performance or capacity rating (children’s or adulis’). The
representation enables a review of the rating to be undertaken by
staff independent of the original proposed judgement.

Criteria Used In Reaching Performance
Judgements

7.97 For children’s services, the criteria used are the key
judgements which underpin the five outcomes and a service
management published as the Framework for Inspection of
Childrens Services ™ under Every Child Matters. The standards and
criteria used for adulis’ social care judgfmcnts were Fuhlishcd in
March 2005. These were slightly revised from last year's set. They
describe 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 2004-05 are ser our for each
council in performance reports sent after the annual review and
AR'A meetings.
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7.98 To ensure thar performance indicators have sufficient
weight in the rating system, and o provide an additional 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 to be
performing well if it fails to reach a specified level of performance.

Proportionate Approach To Inspection

7.99 The Governments policy to implement a proportionate
approach to inspection means that the highest performing
councils have experienced fewer inspections, reduced monitoring,
and a lighter touch ro the annual assessment process for adults’
social care. This reduced regime also means char in such cases, less
evidence is now available o CSCI to inform judgements about
changes in performance over time.

Links With Performance Ratings For NHS And
Other Local Government Services

7.100  Social 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
to be comparible with performance information for both the NHS
and ather local government services. A comprehensive performance
assessment (CPA) for all local government services was introduced
in 2003. This fulfils the same function as the social services stars,
but for all local government services, The social services star rating
judgements contribute to the local government CPA.

Changes To Performance Ratings In-year

7.101  CSCI's policy on star ratings is that they will be
published each year, and for the most part will noe 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 concemns about performance
arise during the year, a council’s rating may be adjusted o zero
stars, and special monitoring arrangements put in place.

Coasting Councils

7.102  Coasting councils are defined primarily by reference o
their star rating performance over the past three years, In relarion
to star rating performance since 2002-03, one or two star
councils currendy falling into any of the following categories can
be regarded as coasting:




® councils that have been judged “someluncertain”, for either
adult or children’s services for each of the past three years;

® councils that have been judged s serving “some” for either adult
or children’s services for each of the past three years, and have
falling capacity judgements; and,

® councils that have been judged as “some/promising” or
“somefexcellent” for cither adulr or children's services for each
of the past three years.

How Well Are Councils Performing Overall?

7.103
year-on-year improvement in their performance ratings. The
average star score this year is 1.89, up from 1.76 in 2004, 1.65 in
2003 and 1.41 in 2002. The number of councils with each star
rating is now: five councils (3 per cent) with zero stars, 33 (22 per
cent) with one star, 86 (57 per cent) with two stars and 26 (17 per
cent) with three stars. There are now 112 councils (75 per cent)
with two or three stars for their social services. See Figure 7.9.

Sinee 2002, the national trend for all councils shows 2

Figure 7.9: Distribution of Star Ratings Between 2002
and 2005

100 -
B o0z
b W 003
80 2004
W 2005

MNumber of Councils

LR

Sear Rating

7.104  Since last year, the star rating has changed for 55 councils
(37 per cent of all councils). OF these, 37 (67 per cent) have
improved and 18 (33 per cent) have deteriorared. Figure 7.10
shows the number of movements between each star rating.

Figure 7.10: Changes in Rating from 2004 to 2005

2004 2005
20 m ok ok uv 26
82 m‘ *x m 86
40 * 33
8 E zero a 5
7.105  The majority of councils changing rating (58 per cent)

have moved between one and two stars. Whilst ten councils
improved their performance sufficientdy in 2004-05 to be
awarded three stars, four of the councils awarded three stars last
year are now two star councils. Six of the eight councils on zero
stars in 2004-05 have improved sufhciently to be awarded a star,
bur the pcrﬁ}rmullce of three councils has deteriorated o such an
extent that they are now classed as zero star councils.

Capacity To Improve — Services For Adults And
Children

7.106  The capacity judgements continue to reflect confidence
that substantial further progress can be made to both adults’ and
children’s services in over 85 per cent of councils. There have been
modest gains overall since 2004.

7.107
improve in which councils perform particularly well are:

For adults' services the areas relating to capacity to

® clear straregy and vision linked to resourcing;

® cffective partnerships; and,

L nrgnnis:uinna] structure and management arrangements.
7.108  Councils perform less well ar:

® having a strategy supported by clear policies and planning
framework; and,

® having a workforce that reflects local diversity and is well
trained.

7.109  Arcas which have been highlighved as requiring attention

from councils are:
® staffing issues — recruitment, retention and sickness levels;

® responding to the needs of people from ethnic and other

minorities; and.

® having an overall social care strategy supported by clear
policies and planning framework.
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Councils With Zero Stars

7110 Since 2002, a toral of 20 coundls have been on zero stars,
fifteen of which have improved sufficiently to be removed from the
zero star category. Councils take a varying amount of time to
improve: 11 cou ncils were on zero stars for one year five
councils were on zero stars for two vears and four remained on 2ero
stars for three years. None of those with a zero star rating in 2002
remain so in 2005, OF the eight councils thar were raved ar zero
stars in Movember 2004, six improved sufficiently to gain ene star,
while three councils have fallen from one to zero stars, reducing
the number of zero rated councils o five.

Coasting Councils
7.111

continually to deliver better, more effective services in response to

All councils, irrespective of their star raring, should strive

the diverse and changing needs of their specific communities. The
ability of coundils to deliver this dynamic agenda is variable. While
many can demonstrate steady progress over time, others have
faltered. However, for a number of councils, performance has
remained static or moved up and down and bewter progress could
and should have been achieved. In 2004, there were 34 councils
thar were classed as ‘coasting” because of lack of improvement either
v adults’ or to children’s services; of these, 24 {or 44 per cent) are
still classed as coasting i 2005, For these remaining 'L'ﬂ:sting’
councils there is an urgent need w deliver tangible improvement
1o social care services or capacity and CSCI and the Department

will be working with councils to achieve this.

Characteristics of High Performing Councils

7.112
a level indicarive of three stars, the highest achievable social services

Twenty-six councils are now judged o be performing at

rating. Although each of these councils is unique, there are a

128

number of working practices which are common o many or most
of these and which enable these councils to provide an
exceptionally high level of service. Areas which define some of the
strengths of councils achieving three stars include:

® 3 paolitical and corporate commitment to social services;
® srrong leadership and management;

® ‘Modernised’ thinking regarding strategic commissioning and
purchasing functions and openness 1o learning from others;

® cffective relationships with partner agencies, particularly
healrh;

# ; skilled and stable workforce;

L | guud level uflcnuw]n:[gc and ongoing training;

® councils who understand their performance and have good
reporting mechanisms in place with feedback and action
Flﬂﬂﬁ I:ﬂl' H.u EI.H.FE

® ability 1o demonstrate assurance of the quality of service
provision, through methods such as file audits and independent

sCIuriny;

® people requining services receiving prompt responses o service
Tequests;

# jnvolvement of those using services in plnnning the assistance
they receive, from assessments through service planning and
consultation; and,

® success in engaging all sectors of their community, such as
people with disabilities and those from ethnic minority
backgrounds.
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ADMINISTRATION COSTS AND
STAFFING TABLES

.1 Unril che stare of 2006, the Department was mganiy:d into
three business groups, responsible for Standards and Qualiry,
Delivery and Strategy, and Business Development. Group
Directors reported to the Chief Executive/Permanent Secretary.
There were also two Executive Agencies —= NHS Purchasing and
Supplies Agency, and the Medicines and Healtheare F:rm']uc:ﬁ
Regulatory Agency.

8.2
structure and capability, the Secretary of 5tate and Chief
Executive/Permanent Secretary announced some changes in the
Diepartment’s structure and associated arrangements. These are
designed in particular o support delivery primarily through
commissioning rather than through performance management, to

In Jaruary 2006, following a review of the Department’s top

H:n.'ngt]u:n pu]iqr p|:|nning and coordinartion, o enhance the
challenge role of finance and 1o raise the profile of social care in
the Diepartment.

8.3 The administration costs agreed in the 2004 Spending
Review reflected the reduction in size and shape of the Department
as a consequence of the Departmental change programme
commenced in 2003. The changes support the ongoing
transformation of the whole NHS and social care system.
The transitional costs of these changes were met by re-profiling
the administration spending review figures for 2004-05, 2005-06
and 2006-07. A total of £23 million was brought forward from
2005-06 (£12 million) and 2006-07 (£11 million) to meet the
mtl;-' rransitional costs. These cll:ing::s are reflecred ar Figurl: 8.1
which gives derailed information an Departmental administration
costs. Informartion on staffing levels is provided in Figure 8.2.

8.4 Mo maladministration payments were made in 2005.

MANAGING THE DEPARTMENT
OF HEALTH

8.5 During the first half of 2006, the Department is in a period
of transition, with changed posts at board level to ensure it is best
placed ro lead change in health and social care, creating the furure
as well as managing roday. It is moving from delivery through
performance management to delivery primarily through
commissioning, whilst enhancing the challenge role of finance and
raising the profile of social care in the light of the Owr Health, Our
Care, Our Say*" White Paper on community based services.

DH RISK REGISTER

8.6 During the last year, the Department has maintained a
high-level risk register which has been reviewed by the Departmental
Board on a quarterly basis. Departmental Board members take
ownership of individual risks, to promote personal responsibility.

8.7 The risks on the register are updated regularly through the
Department’s programme and project management arrangements.
These mechanisms, together with the Department’s forward
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planning exercise, can identify new risks which are, or may be,
emerging, Risks are also identified by the Board itself. Mitigation
serategies are in place for each risk.

8.8 Dwring the year, areas covered by the risk register have
included:

® improving the health of the population, for example work

on inequalities;

® quality and safety of services, for example preparedness o control
healthcare relared infection, and patient safery issues;

® improving capacity, capability and efficiency, for ﬂt:lrnpic
financial MANAZEEnt, sﬂﬁuring benehirs from infrastrucoure
changes and [T issues; and,

® services as a Department of Stare, for example the
implementation of the Department’s arms’ length body review,
and the Department’s own change programme.

NON-DEPARTMENTAL PUBLIC
BODIES (NDPBS), SPECIAL HEALTH
AUTHORITIES AND EXECUTIVE
AGENCIES

8.9 The Department’s arm’s length bodies (NDPBs, executive
agencies and special health authorities) continue w operate
under measures introduced by the government in 1998. These
policies have increased the public aceountability of the
D{parll“{'llt.‘s 3."1115 Ifﬂsth I'.Iﬂdi{!!- I'II'.III:I S-I;H:I'Igl'hll:'ﬂﬂd. PLII}]IIE
confidence in them. These bodies have members’ codes, published
registers of members’ interests and Internet 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.

B.10 Last year we reported that the Department had reviewed irs
arm’s length bodies and published proposals for implementartion as
part of a wider programme of change o improve efficiency and cur
bureaucracy in the management of the NHS. The objective of all
these activities is to reduce the burden on the front line and free up
more resources for the delivery of front-line services to patients and
users, This wider programme is to ensure that the increased
investment in the MHS - 42 per cent in real terms from 2003-04
to 2007-08 — is accompanied by modernisation that cuts our waste.

8.11 The ALB change programme itself is delivering a
redistribution to the front line of at least £0.5 billion a year by the
end of 2007-08, including a £250 million contribution through
better procurement by the NHS Purchasing and Supply Agency
(see section on Efficiency in chapter 7). Despite the sector
assuming functions under statutes approved by Parliament, the
number of bodies has already been reduced 1o 26 from 38 in the
base year of 2003-04 and will reduce further to 20 by the end of
2007-08. Even with these new functions, which bring new costs,
we were able to set the 2005-06 budger for the ALB sector so thar
costs were abour £150 million a year less than in 2003-04. Further
significant savings will be achieved in 2006-07 and 2007-08.



Figure 8.1: Department of Health Administration Costs

I
2000-01  2001-02
outiurm outiurmn
Administration Expenditure
Paybill 141 151
Oither . 122 135
Total Administration Expenditure 263 286
Administration Income -4 -8
Total Administration Budget 259 278
Analysis by activity:
Central Departmient 254 278
Youth Trearment Service 3 -
Total Administration Budger 259 278
Figure 8.2: Staff Numbers
200M-02  2002-03
actual actual
Department of Health (Gross Control Anea)™
CORE DH (Full Time Equivalents) 3804 3,390
Designated 1o transfer from DH
(Full Time Equivalents)
NHS Pensions Agency
{Full Time Equivalents)™ 46 2o8
MHRA (Full Time Equivalens)" mil nil
Medical Devices Agency™ 149 156
Medicines Contral Agency™ 574 519
MNHS Purchasing and Supplies Agency
{Full Time Eqm%'al:nts]"l':lp! 291 300
MNHS Estares™ 435 3
TOTAL DEPARTMENT OF HEALTH 5,724 5,032

3 £ millien

2002-03  2003-04  2004-05  2005-06  2006-07  2007-08

outturn outtum outturn plan plan plan

142 140 113 116 115 103

162 155 165 162 116 126

304 295 278 278 231 219

-8 =13 .10 -15 -4 4

196 283 268 263 227 225

296 283 268 263 X7 225

296 283 268 263 27 225

Staff-years

2003-04  2004-05  2005-06  2005-06 2006-07 2007-08

actual actual plan  estimated plan* plan®
outturm

2964 2050 2245 2324 245 2245

139 19 152 144 il

258 mil nil nil nil nil

747 71 863 824 ’77 877

il mil nil nil nil nil

nil il nil nil nil il

318 332 328 351 348 331

375 34 il nil nil nil

4,672 3616 3,555 3,551 3613 3447

Source: DDH (core) - Personnel and Related Information System (PARIS) MHRA - HR System. NHS PASA - HR System.

& 55
(1) Core DH figures shoron are suaffoin-post at the year end and wot staff years
o o NS B & #
(3) The Medicines Coutrod Agen

extimtated onnr &

erasiones Apemcy became a special bealth antherity (part o the NHS) in J:IIr-n'F 2004,
(MCA) ard Medical Devices Agency (MDA merge

Produces Regnlatory Ageney (MERA). The MIRA staff nunher fir 2004-05 has been revised
' r:&ulu- the MHEA managed policy ar staff beadeonns numbers.

(4) NHS PASA has revised its 2003-04 staff number following an internal review of recards. The char

with effect from 1 April JN03 to become the Medicines and Healtheare
mr st year: The variance berween the 2005-06 plan and

to 200405 el ehe variance besween 2005-06 plan

and estimsated outturn have arisen from the organisational restructure which saw: the Procurement Policy Advisory Unit (PPAL) and the Cenere for Evidence

Bused Purchasing (CEP) join PASA from she core Deparament.

{5) NHS Estates became a Tnading Fund on 1 April 1999, Figures from 2003-04 include siaff in Inventures. NHS Estates was abolished on 31 March 2005,

{6} Furure plonned seaff wumbers are subjec to change.

There have alrcady been significant changes in the organisation,
staffing and financing of the ALB sector and further changes are
still to come. These changes are set out in more detail in the
November 2004 implementation framework document.

8.12 A wider review of regulation in health and social care was put
in hand following the Chancellor's March 2005 Budger speech in
which he announced plans to merge the Healthcare Commission
and Commission for Social Care Inspection by 2008, This is part
of the Government’s overall strategy to rationalise public services
inspection being driven by the Better Regulation Execurive. A wide

range of stakeholders sent submissions to the review. Officials have
reported to Ministers who are now considering options for
reforming the regulatory regime to ensure it functions cohesively
and effectively across health and social care. Ministers are
committed to updating Parliament on progress early in the new
year. The budgets of the inspection sector are now being carefully
controlled, so that the inspection burden can be berrer contained
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 and a contained regulatory and inspection system will
place fewer demands from the centre on the NH 5.
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8.13 The Department’s own change programme reduced the size
of the centre h}r 38 per cenr. The ALB rh:lnlr,,u programme is
reducing the staffing of the ALB sector by 25 per cent. This will
help us to keep management costs under control across the whole
health sector and ensure that the local NHS gets efficient, betrer

value-for-money response from central services.

8.14 Ministers are determined to secure the changes set our in the
ALB review within the nmescales it proposes, '['hc_',' are fu"}r
supported in that purpose by the Accounting Officer, the
Departmental Management Board and by Christine Outram. the

pmgmmlm: i.'I.ilL‘-EIZﬂ-F.

PUBLIC APPOINTMENTS

8.15 The Department is responsible for public appointments in
a wide range of badies, as detailed in Figure 8.3.

Figure 8.3: Public Appointments Sponsored by the
Department: Members in Post at 1 January 2006

Type of Body Chairs Members  Total
Sararegic Health Authorities 28 163 196
WHS Truses 1 ;158 1387
Primary Care Trusts 2BH 1661 1.949
Special Health Authorities 18 38 256
Advizory Non-Deparimenial Public Bodics 25 409 454
Exceutive Mon-Diepartmental Public Bodics 10 125 135
Orther Bodies = xr 30
Toral G0 3786 4,387

8.16 More comprehensive information on Departmental
appointments can be found in the public appointments darabase at:
www. knowledgenetwork.gov.uk/ndpb/ndpb.nsf

8.17 Information can also be obtained by contacting the
NHS Appointments Commission ar:

Blenheim House

West One

Duncombe Strecr

LEEDS

L51 4PL

Tel: 0113 394 2950

Email: info@apcomm.nhs.uk

Code of practice

8.18 All appointments w local NHS bodies, special health
authorities, executive non-departmental bodies (ENDPBs) and
advisory non-departmental public bodies (ANDI*Bs) which are
sponsored by the Department, are made according o a code of
practice laid down by the Commissioner for Public Appointments.
The code requires thar all appointments are made on merit, after
an open and transparent recruitment and with a selection process
involving independent assessment.
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NHS Appointments Commission
B.19 The NHS Appointments Commission is responsible for

the recruitment, selection and appoinement of all I'.II.II_'.I-l.il:
appointments to all local NHS boards (NHS trusts, primary
care trusts and strategic health authorities) and o the
Department’s non-departmental public bodies (NDPBs) and
special health authorities.

8.20 The Commission has continued 1o work to ensure that the
chairs and non-executive members of NHS boards are properly
equipped to face the challenges ahead. It has pur in place a
comprehensive appraisal programme for all of those it appoints, and
has ensured that they have access to the training and support
programmes they need in order to be fully effective in their roles.

8.21 There are a number of key developments affecting the future
of the Commission itself. The Health Bill** includes provision
for the creation of a new organisation, The Appointments
Commission, to which the Commission’s current responsibilities
will be rransferred. The new organisation will have wider functions
than thase of the current Commission, although its main focus will
remain the provision of support to the Department in relation o
public appointments and board governance. However, it will
also be 1o provide these services to other Government
departments so thar they too are able to benehit from the
Commissions unique expertise in public appeintment recruitment
and selecrion.

Gender and ethnic balance

8.22 Asat 1 January 2006, the gender and ethnic balance and the
proportion of non-cxecutive board members who are 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™

Total number of appointments 4,387
% of board members (including chairs) who are women 434
:?h'fmb::ndmm (including chairs) from black and fe
% of board members (including chairs) whao are disabled 6.1

Footamare;
(1) Figueres as ar 1 fosuaey 2006

Annual Appointments Plan

8.23 The Department’s annual appointments plan, which sets out
the Departments strategy in relation to public appointments,
including its plans on diversity, to the public bodies for which it
is responsible, will be published within the next few weeks on the
Department’s website.



' RECRUITMENT

8.24 The main focus of the Department’s external recruitment
was on filling those posts in the Department’s new structure which
had not been filled with internal candidares during the
restructuring and redeployment stages of the change programme.

£.25 External recruitment was conducred on the basis of fair and
open competition in accordance with the provisions of the Crvaf
Service Conmmfssioners Recruiomens Code™ . A number of measures
were taken to promote compliance with the Code, including the
publication of new guidance for selection pancls and the
establishment of a forum for HR practifioners to share good practice
and encourage consistency of practice across the devolved structure.

£.26 The number of appointments in external compettions is
PP P
shown in Figure 8.5, broken down by sender. Exceprions
gu ¥ 8
permitted under the Code were exercised on the following
number of occasions:

® cight cxtensions, up to a maximum of 24 months, of
appointments originally made for up to 12 months. These
appointments were extended to enable the completion of work

that required more time than originally estimated;
® 17 secondments;
® 10 extensions of secondments;
® two re-appointments of former civil servants; and,
® ane appoimment of a disabled candidate under modificd

selection arrangements.

Figure 8.5: Recruitment into the Department of
Health 2005

E Total Male  Female
Permanent staff joining in 2005
who were still employed by the
Department on 31 March 2006
Senior Civil Service q 2 7
Fast Stream 23 13 10
Posts ar former UGH and below 186 [ 125
Total 218 76 142
Permanent staff joining in 2005
wiho were no longer employed by
the Department an 31 March 2006
Total 35 15 20
All permanent statf joining in 2005
Senior Civil Service 9 2 7
Fast Stream 23 13 10
Pasts ar former UGH and below e | 76 145
Toral 253 1 162

Source: Personnel and Relared Informarion Sysem (PARLS)

SENIOR CIVIL SERVICE SALARIES

8.27 Details of Senior Civil Service salaries for the Department
are given in Figure 8.6.

Figure B.6: Salaries of Senior Civil Service Staff-in-Post in
the Department of Health at 1 April 2005

Payband (per annumj) Number of Staff
£55,000 - £59.99% 17
£60,00) = £64,99%9 1
£65,000 - £65,990 44
£70,000 - £74,999 45
£75, 000 - £79,999 28
£30,000 - £34,999 24
£85,000 - £859,999 15
£00,000 - £94,999 13
£95,000 - £99.999 ]
L1000, 000 - 104,599 b
E105, 000 - £100,99% 11
£110,0003 - £1 14,555 7
E115000 - £1 19,5895 14
E120,000 - £124,999 1
£125,000 - £129.999 [
£130,000 - £134,999 [
£135,000 = £139.999 2
£140,0040 - £144,599 2
E145,000 - £149,999 1
Orver £1 50,000 12
Toral 286

Sanree: LI P.w{k-"-ﬂ” -":FI-"-‘TH

Fowetnotes:

(1) Frgures inchude saffon seoomdment anat af tlve Deparimrens avd exe frucle
staff o secondment inee the Departnonens.

(2) Salarier include ar.lll"l{'ur_i-"‘l‘lﬁ'.l:l‘ﬁIl allemarnces.

PERFORMANCE IN RESPONDING TO
CORRESPONDENCE FROM THE
PUBLIC

8.28 The Department takes very seriously the communications
it receives from members of the public and MPs, by telephone,
letter and email. The Customer Service Centre was formed
following the change programme to ensure that we offer high
quality responses on time. Our performance targets for replies were
as follows in 2005:

® 90 per cent of all letters and emails received through the
Department’s website to receive a reply within 20 working days;
® 95 per cent of telephone calls 1o be responded to within

30 seconds; and,

® 100 per cent of Freedom of Information requests to be

responded to in 20 days.

8.29 Figure 8.7 shows the numbers of letters addressed to
Ministers, emails received through the website and telephone calls
received in the Customer Service Call Centre in 2005, and the

E!rt,'rﬁ::rm;jn{c rargets wie :lfhiﬂﬂl in each Vear
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Figure 8.7: Correspondence from the Public
- achievement against performance targets

Percentage

Type of correspondence 2002 2003 2004 2005

Private office case™ 290 54.0 B2 0.1

Teear Official cage™ 356 67.2 850 97.3

Deparemencal e-mail™ 2.0 87.1 95.4 96.6

Calls® nfa nfa 42.0 76.1
Sonrce:

! f.:l:lmt‘pmmrﬂjrf: M’].;'-I‘.F_T_ﬂ;g'rarﬂ basred om Cabner | Asrprea! ﬂrfm o
PO anedl caxtes recorded ri.-'crr::-rrjf.d;y sintee fuly 2002 for TOk and D1 From
200 rrswserls, all PO T ared DE cases frorn Departmene of Health (D)
Corrapandence Dhatabase. Figures include alf cases with Whrtehall Standand
farrget elate i che mrondh ﬁflﬁPPk::l'.IIWfi!r' cisey sohere e reply @5 requined. Figures
a mot inclde cases for other Government Departments fﬂf:gj'). ar Agenctes
wibich are reported separina)

2 Calte: Department dj‘fﬁ‘l‘d}ll'{[l (M) CALLSCAN SYSTEM. Figures include
all calls taken in the period. Diata nov avsilafle before 2004,

Footneses:

(1) Letters signed

{2} Lessers signed by offcials an bebalf af Minisrers.

(3} E-muail recetredd Hermu g.l' il Bhe l,'cl\..|'.l'!'.l.l|-‘|"r|-.|'::: webnite,

(4} Telephone cally received in the call cenire.

Miriiters.

A HEALTHIER WORKPLACE

8.30 Following the publication of the Choosing Health** Whire
Paper, the Department developed several initiatives along the
themes of the Whire Paper tw help improve the health and
well-being of its workforce. This included launching several urban
walks around its main buildings to help staff get our for their
recommended 30 minutes exercise a day, a new healthier menu in
the stalf restaurants and a pedometer for all staff. In addition, owo
employee health events were run to remind staff of existing facilities
such as the 24-hour confidential counselling service, occupational
health and HASSRA.

8.31 In addition to this, the Department has also recentdy
developed a new absence management procedure designed 1o
maximise artendance by promoting pro-active measures and
encouraging staff to tackle issues early on.

Health and Safety Policy

8.32 The Health and Safety Unit has now been incorporated into
the Business Services Unir, Estates branch. We continue to provide
health and safery advice and guidance 1o all our employees.
Facilities management have a role in ensuring our buildings are safe
for our employees to work in and this is administered by the
Business Services Unit through the facilities management contracr.

8.33 We continue to revise our health and safery policy in line
with current regulations and good practices, and as part of this we
are currently updating our emergency evacuation procedures and
to comply with the new Fire Reform Order.

8.34 Iraining activities, 'im:]udirlg fire warden, workstation risk
assessor and first aid training, have been promoted and delivered.
The Health and Safery Unit actively participated in the successful
employee health road-shows, providing health and safery advice
and guidance to staff, wgether with an in-house free eyesight
testing service. This service is to be provided on a regular basis.
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8.35 A system of regular inspection and meetings involving the
trades union side, staff representarives and the Health and Safery
Unit continues to operate with success in the Department's
|1ui!r.i]ngs.

8.36 An electronic accident reporting system has been operarional
since 1 July 2005,

Figure 8.8: Department of Health Accident Statistics
for 2005

Number
- i gt} .. .-.hl
Total reported accidents 32
OF which;

Besulang in absence™ 7
Total repored near misses™ 11
Foarnases:

(1} Trwa absences were RIDDORS. RIDECHR i the Reporcing of nfuries,
Fhiseases and Dan e Checsarrence Rrx.mﬂﬂm-ﬁf;, R.-lpu-m are sens iy phe
Health and Safeey freidene Centre.

{2} Newr misses wre any unplanned ocourrence thar does nor fead o fnfury of
perioinel or danage 1o properey, plane or equipment, bt may have dene

i dlifferens circwmstances

ACCOMMODATION AND ICT
(INFORMATION AND
COMMUNICATION TECHNOLOGY)

8.37 The Dcp&rlmfnl's HQ huildings in London and Leeds
continue to operate ar, or near, capacity, although key
refurbishments have increased this capacity by incorporating the
principles of flexibility and de-cellularisation owtlined in best
practice guides such as Working Withons Walle?. These principles
have been used w gucrd effect in p.arli:ll refurbishments of
Richmond House and Skipton House, wholesale refurbishment
of Wellingron House and the initial firing-out of New Kings Beam
House, which has been progressively occupied since 2003.

8.38 During 2005, the strategy of rationalisation was completed
with the London HQ) estare reduced to four buildings, all offering
a quality, working environment. A major project to refurbish the
space in Cluarry House, Leeds commenced in January 2006,

Relocation

8.39 The Department remains committed to relocating around
1,110 posts by 2010 in response to the Lyons Review, with the
majority coming from arms length bodies. Posts transferred 1o dare
are given in chapter 7.

Information Technology

8.40 The Department has commenced a major programme to
restructure the Information Services division thar will deliver a
more strategic and corporate approach to systems commissioning
and delivery. A key objective of the new structure is the provision
of improved customer service and operational support for staff in
their use of information rechnology.



8.41 As part of the programme, the Department is reviewing the
eontract with C5C (Computer Sciences Corporation) for the
supply and operation of its ICT infrastructure thar was signed in
2002 for a period of seven years. The review will ensure thax the
services provided within the contract continue to deliver value for
money and best meer the needs of the Deparrmen.

KNOWLEDGE MANAGEMENT

8.42 Over the last year, a knowledge management engagement
programme has been rolled our across the Department. This
comprised workshops, training sessions and action plans for sttt
designed 1o increase knowledge management awareness and
capacity for individuals and workgroups.

8.43 Basic measurement criteria were established ar the start of the
programme and reviewed as each workgroup completed the six ro
nine month cyele 1o indicate progress and areas for further
improvement. Activities included improvements to informartion
sharing, document and records managemen, email ]:lln:ﬁoa:r]ﬁ, and
local induction procedures.

8.44 A nerwork of knowledge management champions has
been established to share experience and best practice, and
facilitare continued momentum for the programme.

SUSTAINABLE OPERATIONS

8.45 The nl:pnr!m:nt's Srustainable Dﬁ-'t.".ﬁ:?pmmr Aecton Plan®™ i
due to be published in early 2006. This commits the Department
to sustainable action on its operational performance, as well as on
policy issues (which are set out in Chapter 2 of this document).

8.46 The Department continues to develop its operational
response to the Framework for Sustainable Development on the
Government Estate*™. The framework targets now cover travel,
water, waste, e€nergy, estales management, procurement,
biodiversity and social impacts.

8.47 Details of the Department’s progress against these targets
are maintained on the Department’s sustainable development
webpage at:

http:/fwww.dh.gov.uk/AboutUs/HowDHWorks/Service
StandardsAndCommitments/SustainableDevelopment/fs/en

8.48 Significant achievements include:

® continuing to reduce our water consumption. Further water
conserving measures have been implemented across the London
estate, resulting in a reduction per person from an average of
10.12m’ in 2001-02 to 6.17m’ in 2004-05. This considerably
exceeds the framework target of 7.7m’ per person by March
2004, and was the lowest consumption per person of any central
Government department;

® we installed a roral of 12 new video conference facilities
throughout the estate in 2004-05, thus reducing the need
for business travel. More new facilities are planned for the
CUFFCn yoar;

® our new cleaning contract has a strong emphasis on continuous
environmental improvement, with a commitment 1o increasing
the Department’s recycling/recovery rate from the current
635 per cent to more than 90 per cent. Currently, all paper, cans,
glass, plastic and fluorescent tubes discarded from our London
buildings are recycled. We also have in place arrangements
for recycling printer and toner cartridges and redundant
IT equipment; and,
® we have continued to purchase renewable energy for
consumption on the London estate. [n 2004-05, 100 per cent
of the electricity purchased for our London offices was from
renewable sources.
8.49 The framework is currently being reviewed by a cross-
departmental senior level Sustainable Operations Board. The board
is tasked with implementing the commitments contained within
the UK Government SD Strategy in relation to the way
departments operate their land and buildings. Indications are
that the new framework will be less prescripuive, allowing
deparements more flexibility in the way they implement good
environmental/ S0 practice.

8.50 The Department’s official sustainable operations contacts are:

® Martin Chaplin, Head of Contract Management; and,

® Julia Armstrong, Sustainable Operations Manager.

EU DEVELOPMENTS

8.51 The Department’s ‘Forward Plan’ for 2005 included two
EU-based projects:

® the European Health Insurance Card (EHIC); and,
& the UK Presidency of the ELL

European Health Insurance Card

8.52 The EHIC is a driving-licence sroed card, which allows
UK residents travelling in most European countries to show that
they are entitled to receive trearment that becomes necessary during
their mrip. It allows UK citizens to be treated as if they were enrolled
in the health system of the country in which they are travelling.
The EHIC card has now replaced the old E111 forms that the Post
Office used o issue.

8.53 The EHIC project has been the responsibility of a small
project team based in the Department and the Prescription
Pricing Authority. By the end of January 2006, the EHIC project
had delivered 15 million cards to people in the UK, 1o time and
budger, using modern (e-auction) procurement techniques. Ir has
been the largest single card-issuing operation in the UK this year. It
is the most successful Government project to date in encouraging
on-line applications. There has been significant positive feedback
from the public as well as incidental benefits, including a significant
increase in the number of people registering as organ donors.
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UK Presidency of the European Union

8.54 The UK held the Presidency of the EU between July and
December of 2005 In health, we set ourselves an ambitious :lgrnr]a
both in taking forward EU legislation and influencing the
strategic direction of health policy at EU level.

8.55 There were two themes for the work of the EU Presidency:

® health inequaliies; and,

® parient safery.

£.56 On healch im.h:.]unliric_:., the I'Jr:pﬁr:m:nt nrg:miscd a high
level EU summit which considered a range of issues thar impact
on health inequalities such as aleohol, nutrition and tobaceo, as
well as highlighting the need for evolving EU information, and
knowledge systems thar include informartion on the patterns and
trends in health inequalities. The work started under the
Presidency will develop further in a policy group that the
Commission has set up on the social determinants of health to take
this work forward.

8.57 The work on patient safety buile on work during the
preceding Luxembourg Presidency and also included a high level
summit for EU patient safety experts. A programme of furure work
has been agreed by the member states and the Commission to
support member states in establishing national patient safery
programmes (including patient safety reporting and learning

systems).

8.58 During the UK Presidency, two Ministerial meetings were
held. The informal meeting of Health Ministers in Hertfordshire
brought together Health Ministers from all 25 member states and
candidate countries to discuss high profile issues, including
human pandemic preparedness and patient mobilicy ar the
EU level. The clear and consistent messages that Health Ministers
were able to take from discussion were valuable in addressing the
high levels of media interest in pandemic flu during the
Presidency. Health Ministers also explored the impact of
ELI treaties on healthcare services and signalled clear support for
the idea o work up a statement of the common values that
underpin health systems within the EU.

8.59 The formal Health Council achieved political agreement
amongst the 25 EU health ministers on proposals relating to
pacdiatric medicines. These proposals improve the safery of
healtheare for children, Health Ministers also took forward
their work on the human health aspects of pandemic flu,
emphasising the importance of national planning bur also
identifying interest from member states in a feasibility study of
EU action on stockpiling anti-virals for targeted use in the
event of a pandemic.
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EMERGENCY PREPAREDNESS

8.60 In the field of emergency preparedness, the Department
continues to develop and improve its capacity and capability to
fulfil its responsibilities as a part of the central government response
and to provide effective leadership, guidance and direction to the
MNHS. This work is a pare of the Department’s role in cross-
Government and international collaboration on the TESPONSe oo
terrorism. In particular, work to strengthen UK defences and build
UK resilience to manage the consequences of major emergencies.
The Department’s Emergency Preparedness Division works
closely with the NHS and other key stakeholders 1o deliver the
health elements of this major Government agenda.

8.61 Work in 2006 will focus on personal protective equipment
(PPE), hot zone working, children's needs, clinical leadership and
reassessing the training needs for emergency services. Improved
PPE suits for use by emergency service staff will be issued — this
equipment will enhance the NHS's ability to provide an effective
on-site response (including the point of scene ‘hot zone’) o major
incidents. A review of the adequacy of the provision of children’s
needs in the event of an emergency, including chemical, biological,
radio-nuclear (CBRM) countermeasures, will be undertaken - this
work will result in paediarric equipment and drug doses being
available in sufficient quantities. The expert Emergency Planning
Clinical Advisory Group will continue to provide specialist
advice to DH on issues relating to the delivery of clinical care
within the NHS's response to a major incident. The training of
emergency responders to CBRM incidents will also continue o be
a focus.
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ANNEX A1

TOTAL CAPITAL EMPLOYED BY THE DEPARTMENT

1999 L ek . g =, 'E’nﬁi,ij_pr_q.
1998-99  -2000 2000-01 2001-02 2002-03 2003-04 2004-05 2005-06 2006-07 2007-0
guttumn  outtum  cuttum outturn  outturn  outturn  owttum  projected  projected

Within the Departmental Account ™ 17896 15813 15,146 12,574 12290 44491 141926 438,550 1,508,613 5.1‘:1"1.5-2-3
Investmient outside

Accounting Boundary =% 15853 22529 23011 23012 24849 89952 286946  8BGGG2 3,050,118 11163432
Total Capital Employed 33,749 38342 38,157 35,686 37,139 134442 428871 1325212 4558731 16,684,954

Foormotes:

(1) This includes all ensities wichin the LN resonrce accounting bovnedarg such a she central D, and Health Authoriries.

(2) Sowrce: D consolidated resosrce acconnys, For 2003-04 and beyoud figures are uplified in line with GDP deflesor of 23 December 2005.
(3] Frgnres up to 1999-2000 include the NHS Livigation Authority which moved inside the accounting boundary in 2000.01.,

{4) Figures wpr to 2001-02 include the Health Developrens Agency which moved inside the acconmiing bownsdary in 2002-03,

(3} This includes, for eceniple, NHS trases and the Mattonal Blood Auchorig

(6] dn 2000-00 pare of NHS supplies (the Purchasing and Supply Agency) moved inside the boundary and, from 2001-02, Ramptan, Broadwoor and Ashuortly
Spectal Fealdy Authorities moved outside the acconmting doundary
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ANNEX A2

DEPARTMENT OF HEALTH RESOURCE BUDGET

Consumption of Resources by activity
Mational Health Service (NHS)

of which

Hospital and Community Health
Seﬂlﬁ" 24

i
Health Authorities unified busdger
and ceneral allocations and grants
o bocal authorities

Family Health Services

af wilrich:

General denral services
General ophthalmic services
Pharmaceurical services
Prescription charges income
Central Health and Miscellaneous Services
af wbich

Welfare Foods DEL

EEA Medical Costs

Oither Central Health and
Miscellaneous Services

m}mmul ﬁ:dminhu:ﬂm
A agencics

Personal Social Services (I'55)

af wilvich

Personal Social Services

Local Authoriny personal social services granes
af weirich

Training Suppu-:tirmgnmnw for

social services sta

Grants for adules

Ciranes for children

Human resources development strategy
Grrants funded from the invest to save fund
Performance fund

NHS - Superannuations ~ England & Wales
Credit Guarantee Finance™

Total Department of Health Resource Budger

Foernotes:

2000-01
outturn

45,020

42,330

42,330

1,875

1.1
290
#i9

-393
526

a2

192
232

289

11
470

43

425

3,782

A0, 284

2001 -02
outturn

52,070

49,158

49,158

1,951

1,166
o2
£93

<411
B9

101
207
341

312

T30

4t
G4

47

54
25

3,949

6,750

2002-03
oultum

55,501

52,543

52,543
2,024

1,221
3
no

421

102
251
246

1,591

159
1,432

1,130
194

45

4,569

61,661

2003-04

61,965

58,512

38,312

2,141

1,283
322
Ml

-426

138
390
466
319

1,618

193
1,425

37

1.203

10

0, 1%

60777

6,942

63043

63,443

2,129

1,240
Fil
Bol

=422

1,062

1%
429
514
06

2,128

257
1871

55

1727
63
24

6,396
3

TS0

74,081

70,726

70,726

2,011

1,012
352
1,099
452
1,045

119
577
3R

199

2,140

252
1887

1,734
1
LEE ]

8,892

85,110

2006-07
plan

73997

T 422

T4l
10949

50
361
1,154
-463
1,199

120
GL7E
402

27T

263
1.583

1,437
21
S0

1182

92,021

£ million

2007-08
plan

87,062

84,291

84,291

1,162

375
1.238
452
1,335

120
T
456

175

1,886

286
1.601

1,454
'l |
S0

11,072

104,021

(1) Frgures for HCFHS expendivare fn 2005-06 excludes fiending for successive waves of Personal Denval Services pilots and are, therefare. not direcily compardble

fe phre figored for TS50 o 2004-05.

(2) HM Treasury funding available for Private Finance Initiative (PFI) scheres, whick i repaid by the PFI partuer once the scheme is operaional

Please nate: mbject to final agreement with Treamry.
(3) Figures may not sum due to rounding,
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ANNEX A3

DEPARTMENT OF HEALTH - CAPITAL BUDGET

2000-01  2001M-02  2002-03  2003-04 2004-05 2005-06 2006-07
outtumn  oulturn outturn outturn  cutturn  estimated plan
outtum
Mational Health Service (WHS) 1,238 1,719 2,073 2,602 2,835 4,411 5,227
of wibich
Hospital and Community 1,220 1,693 1,043 2,566 2,804 4,381 5,180
Health Services ™
of seleich
Health Authorities unified budget
and central allocations and grants to 1,220 1,693 2,043 2,566 2,804 4,381 5180
local aurhorities
Central Health and 9 13 20 13 16 11 23
Miscellaneous Services
ental Administration 9 13 9 23 16 19 23
including agencies
P'ersonal Social Services (IP55) 48 93 71 #4 83 B7 102
n:,l"m.b.r'rﬁl
Personal Social Services 47 ai} 47 59 58 62 53
(including Credit Approvals)
Local Authority Personal Social | 3 25 5 25 25 45
Services Grangs
af wlnich
Grants funded from the Invest 1 L] 0
o Save Fund
Improving Information Management 3 25 25 25 25 25
Credit Guarantee Finance (AME) ™ 0 0 0 (i} 0 377 84
Toal artment of 1,286 1,812 2,144 2,686 | 2,919 4,875 5412
Health Capital Budger
Footnotes:

(1) Includes funding available vo NHS foundrion truses for 2004.05,

(2) HM Treasury funding available for Private Finance Iniciative (PFI) schenes, which is repaid by the PFI parmer once the schemse i aperational
Plrase nose: subject to final agreement wich Treansry

f::U .Ir'lmﬂl"l'i huf._r Al fnem arJ.rr fr rmrr,tdmg,

(4) Amount below £0.5 million are not shows but indicated by a 8,
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2007-08
plan

6,199

i, 167

6,167

11

21

121

65

25



ANNEX B

EXECUTIVE AGENCIES OF THE
DEPARTMENT OF HEALTH

Medicines and Healthcare
products Regulatory Agency

The Medicines and Healthcare products Regulatory Agency
{(MHREA) hclpﬁ mﬁ:guan:l puhlin: healch rhmugh the rfguhtiu:n of
medicines and medical devices. [t does this by ensuring that they
meet the standards of safety, quality, performance and effectiveness
and are used safely.

The agency has around 850 staff, a roral budger of around
£70 million and operates as a wrading fund. Its main sources of
funding are from fees from the pharmaceurical industry for the
licensing of medicines and funding from the Department of
Health for the n:gularin::ln of medical devices,

The main tasks carried out by the MHRA are to assess medicines
before they can be used in the UK and ensure the compliance with
statutory requirements for the manufacture, distribution, sale,
labelling, advertising and promotion of medicines and medical
devices. The agency also operare systems for recording, monitoring
and investigating adverse reports and incidents, and rtaking
enforcement action to safeguard public health. The agency
provides advice and support to the Department of Health
ministers on policy issues and represents the UK in European and
other international areas concerning the regulation of medicines
and medical devices.

The MHRA has also recently raken on the authorising and
inspecting of blood establishments, monitoring compliance of
hospital blood banks and the assessment of serious adverse
events and reactions associated with blood and blood components
(haemovigilance).

NHS Purchasing and Supply Agency

The NHS Purchasing and Supply Agency (NHS PASA) acts as the
centre of advice and expertise on marters of purchasing and supply
for the NHS for the benefit of patients and the public. NHS PASA
is both an advisory and co-ordinating body with an active role in
developing purchasing and supply policy for the NHS. NHS
PASA will also lead and implement fundamental change in the
management of purchasing and supply across the NHS in
England.

INHS PASA also provides advice to individual NHS bodies and
negotiates contracts for goods and services on behalf of the NHS.
NHS PASA employs over 300 people and its gross running costs
from 1 April 2005 to 31 March 2006 were £27.6 million.

NHS PASA has been closely involved with the implementation of
the Supply Chain Excellence Programme (SCEP), SCEF aims 1o
gain the best value for the money the NHS spends each year on
goods and services. Securing best value for money for the NHS
that reflects pn::n'.luct qua|it}r, INNOVATION, price, patient saﬁ_'t:.' and
choice. This will ensure the greatest possible share of NHS funding
is directed rowards improving clinical capacity. and ultimartely
patient care. The programme is on target o deliver over £500
million in annualised savings by 2007-08. SCEI"s benefits to date
are £115 million annualised.

The MNational Contracts Procurement (NCP) project is focused on
driving rigorous and robust sourcing of new national framework
agreements, and the Commercial Directorate is working with NHS
PASA and NHS Logistics to engage trusts and encourage them o
use the new agreements to help them ger the best savings for their
budgets. MCP wave 1 has achieved £91 million annualised benefits
to date, and is on course to deliver £183 million of savings
by 2007-08.

The Callaborative Procurement Hubs (CPH) project is waorking
with trusts and confederations in a phased approach o develop
CPHs across the NHS that provide a regional procurement focus.
CPHs will help optimise all commercial spend through
collaborative working across all trusts in the local health economy
and ensure a strong clinical interface to deliver the right product
for local health economies. It is also supporting NHS Logistics and
the new national framework agreements within the NCP project
to maximise the pun:hn.liin;; scale provided by the CI'H nppn::um:h.

MHS PASA and the SCEP ream will continue to support the
development of CPHs to ensure they have the capabilities to drive
forward the modernisation of NHS procurement. The CI'H
maodel has been tested and refined, and three pathfinder hubs are
fully mobilised and to date they have benehited from annualised
savings of £24 million.

As part of SCEP the proposed outsourcing of NHS consumables’
supply chain and procurement service continues to be marker
tested. Two bidders are being taken forward to the next stage,
which involves due diligence and negotiations with bath
bidders. If the decision is made to go ahead with outsourcing, it
is likely the contract would be awarded in the second quarter
of 2006.

As a resule of the recommendations of the Healtheare Industries
Task Force NHS PASA has taken the following inirial steps:

® Procurement processes — purchasing and supply must reflect the
views and needs of users of goods and services, By establishing
action groups and engaging appropriate stakeholders NH5
PASA will seek to ensure that NHS procurement strategic and
implementation plans are able to do this and also provide greater
emphasis in assessing value from innovations which may
improve health and social care delivery.
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OTHER BODIES (INCLUDING
EXECUTIVE NON-DEPARTMENTAL
PUBLIC BODIES AND SPECIAL
HEALTH AUTHORITIES)

Executive Non-Departmental Public
Bodies:

Commission for Patient and Public
Involvement in Health (CPPIH)

The Commission for Patient and Public Invelvement in Health
was set up on the 1 January 2003, The chair of the CPPIH is
Sharon Grant and the chief executive is Steve Lowden — there are
currently seven commissioners.

The main funcrions of the CPPIH are:
® [0 SUppOT and maintain Patients’ Forums; and,

# (o ensure thar :]14::,.' hawve staff SUppOrT available to them so thar
they can carry out their funcrions.

For further information abour the Commission visit
www.cppih.org. or contact The Help Desk, 7th Floor, 120

Edmund Street, Birmingham B3 2ES. Telephone 0845 120 7111.

The CPPIH will be abolished as a result of the Department’s
review of its arm's length bodies. Primary legislation is required to
abolish the CPPIH so the timing of abolition will be dependent
on the Parliamentary timetable in the next Parliamentary session.

Commission for Social Care Inspection (C5Cl)
The Commission for Social Care Inspection became fully
operational on 1 April 2004, lt:

® promotes improvement in social care;

® inspects all social care — for adults and children — public, private
and voluntary;

® registers services that meet national standards;

® inspects council social services;

L publ]shc_s 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 Inspecrorate
{SS1) of assessing local authorities’ provision of social services.
It also carries out certain work, previously within the remit of the
Audit Commission, on studies about the economy, efficiency and
effectiveness of local authorities in providing social care.

For further information about the Commission visir
www.uci.urg.u]t. or contact CSCI Head Office, 33 (:m:n.r::nm

Swreer, London, SWIF 20F Telephone 020 7979 2000.

General Social Care Council (GSCC)

The Care Standards Act 2000 brought into being, among other
n’gu].‘l[ury bodies, the General Social Care Council. In line with
its sister councils in Scotland, Wales and Northern Ireland the

GECC has the remir o

® establish a comprehensive and up-to-dare register of qualifying
social care workers;

® cstablish transparent and fair rules for achieving and reraining
registration;

. {Il‘.‘\'l’.‘ltli} :ll'ld l.'l'if{lll’.'nl_' FJ'II]I"-L'EE-IHHHI EIBI'tE!iiI'dB- U'F Cﬂl'll.ll.l{[ :l'l'li.i

practice;
& cnsure high levels of [mining for social workers;

® 35 a4 consequence of these actions, promote the status of social

Ciare wo []'“!]'5-; -ﬂ.ﬂd.

® he a forward looking and pro-active public sector body with
committed staff, responsive management, sound corporare
governance and effective delivery of its remit.

For further informarion abour the Councl visit www.gsce.org.uk,
or contact The Council at Goldings House, 2 Hays Lane,
London, SE1 2ZHB. Telephone 020 7397 5100,

Healthcare Commission (Commission for
Healthcare Audit and Inspection)

The Healthcare Commission is an independent body that
operates at arm’s length from Government, reporting directly 1o
Parliament on the state of healthcare in England and Wales. It was
established by the Health and Social Care (Community Health and
Standardr) Ace 2003 and started operating on 1 April 2004 as
an Executive Non-Departmental Public Body. The Commission
ook on functions previously carried out by the Commission for
Health Improvement and the Narional Care Standards
Commission as well as some responsibilities from the Audit

Commission.

The Commission’s overarching remit is (o encourage improvement
in the provision of NHS care and to promote improvements in the
quality of healthcare and public health through independent,
authoritative, patient-centred assessments of the performance of
thase who provide services. The Commission is required to pay
particular attention to:

® the availability of, access 1o, quahr}' and effectiveness of
healthcare;

® the economy and efficiency of the provision of healthcare;

® the availability and quality of information provided to the public
abour healthcare; and,

® the need to safeguard and promote the rights and welfare of
children and the effectivencss of measures taken to do this.
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The Commission has a full tme Chairman and a Chief Execurive.
Ar the 11-:.'g:i|1ning of January 2006, the Commission had 684 whole
me t_'quivrtlunr staff on irs pa}'m“ plus 176 interim and
temporary staff. The Commission’s gross income in 2004-05,

im:lnd.ing fee income of £4.7 million, was £62.7 million.

Further information about the Healthcare Commission is
available on its website: www.healthcarecommission.org.uk

Health Protection Agency

The Health Protection Agency Ace 2004 " esrablished the Health
Protecrion Agency (HPA) as a new UK-wide non-departmental
public body (NDPB) on 1 April 2005. The HPA NDPB
assumed all the funcrions previously carried out by the HPA
Special Health Authority and the Mational Radiological Protection
Board (NEFPR), which were both wound up on the same dare. The
UK Government, and each of the devolved administrations, looks
to the HPA to provide an authoritative source of advice and
support in health protection marters. Its core funcrions, taken from
the Health Protection Agency Act 2004, are:

® the protection of the community against infectious disease and
other dangﬁs o healrh;

® the prevention aof the spread of infectious disease;

® the provision of assistance to any other person who exercises
funcrions in relation to these functions;

#® the advancement of knowledge about protection from risks
connected with lonising or non-ionising radiation; and,

® the provision of information and advice, in relation to the
protection of the community from risks connected with
ionising or non-ienising radiation.

The HPAs total expenditure in 2004-05 was £204 million, of
which £128 million was provided by Government grant in aid.
The HPA employed 2,611 staff as ar 31 March 2005. In
addition to this, approximarely 260 staff were engaged on
various agency, secondment and similar arrangements during the
previous 12 months,

Contacts: HPA: Michael Harker, Health Protection Agency:
Cenrtral Office, 7th Floor, Holborn Gate, 330 High Holborn,
London WC1V 7PE 020 7758 2710: or see the HPA's website ar:
www.hpa.org.uk

DH: Brian Bradley, Department of Health, Room 513, Wellington
House, 135-155 Warerloo Road, London 5E1 8UG.
Tel: 020 7972 4709

Human Fertilisation and Embryology Authority
(HFEA)

The Authority was established by the Human Fertilisation and
Embryology Act 1990 and began its work in August 1991,

Itz main responsibilities are to license and monitor:
® clinics thar carry out IVF;

# donor insemination; and,
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® research projects involving the creation of embryos in vitro.
It also regulates the storage of gametes and embryos.

It has 19 members (including the chairman and depury chairman)
and has approximarely 100 staff.

The Authority's total expenditure in 2004-05 was £8,565,056.
Approximarely 48 per cent of the Authority’s income was raised
from licensing and other income, with the remaining 52 per cent
from the Department of Health. Particular issues considered by
the Authority were a review of its policies on sperm, egg and
embryo donation and clinic procedures for carrying our a
‘welfare of the child’ assessment when deciding whether o offer
fertility treatment to potential parients.

Further information abour the work of the Authority and its
accounts can be found in its Annual Reporr, which is available on
the HFEAs website hitp:/fwww.hfea.goviuk. Otherwise,
information can be obrained from Mr Ted Webb at the
Deparrment of Health, Room 609, Wellington House, 133-155
Warerloo Road, Londen SE1 8UG Tel: 020 7972 4553,

Human Tissue Authority

The Human Tissue Authority was established by the Human Tiswe
Ace 2004 and began its work on 1 April 2005.

Its main responsibilities inelude:
® piving advice on, and overseeing, mmpliann’: with the Acr:

® the issue of good practice guidance in starutory codes of practice;
and,

® licensing and inspection of post-mortem activities for hospitals
and coroners, anatomical examinations, public display of
human remains and storage of human tissue.

The Authority has 17 members (including the chair) and
approximarely 17 members of swaff. The Authority received
grant in aid budger of £1 million and is due ro publish irs
inaugural Annual Report and Accounts during 2006. It is
intended that the Annual Report and Accounts will be published
on the Authority’s website www.hta.gov.uk, which also sets out
in more detail the work of the Authority.

Further information can be obtained from Mr Hugh Whictall at
the Department of Health, Room 611, Wellington House,
133-155 Waterloo Road, London, SE1 8UG.

National Institute for Biological Standards &
Control (NIBSC) & National Biological
Standards Board (NBSB)

The NBSB, set up in 1976, functions through its executive arm,
the National Institute for Biological Standards and Control
(NIBSC). The Board’s prime function is to assure the potency,
purity and related efficacy and safery of biological substances used
in human medicine (e.g. vaccines, hormones, blood products).
NIBSC collaborates with the World Health Organisation
(WHO), the European Commission and other international
bodies. It is important w the Government’s public health



programme and to the pharmaceutical indusery in assisting
with licensing and with on-going product resting and quality
assurance of biological substances. NIBSC's acrivities have a
significant research element, directed towards designing and
improving assay, test and standardisation methods. The
D:pﬂrtmcnfs 2004 review of s arm'’s |4:ngr|'|. bodies pmpuscd
transferring the management of the NIBSC 1o the Health
Protection Agency, thus allowing for the abolition of the NBSB.
Subject to the passage of legislation, this is expected to be
implemented by April 2008. The Board'’s gross expenditure in
2004-05 was £22.8 million, of which the Government funded
£13.2 million. It employed 301 staff over this period. NBSB's
corporate aims and strategy together with its performance againse
key targets can be found in the Annual Report and Accounts.

Conracts: NIBSC: Vicror Knight, National Institure for Biological
Standards and Control, Blanche Lane, South Mimms, Herts
ENG6 3QG: 01707 641000; or see the NIBSC website ar
http:/fwww.nibsc.ac.uk

DH: Brian Bradley, Department of Health, room 513, Wellingron
House, 135-155% Warerlon Road, London SEI 8UG;
020 7972 4709,

Other NHS Bodies:

Dental Practice Board

The DPB is an independent staturory body supporting dentistry
in England and Wales. Its main tasks are 1o handle payment claims
and remunerate dentists providing general dental services and
personal dental services under the NHS. It provides an important
check ro detect and prevent porential fraud or abuse of the denral
payments system. It also manages the Dental Reference Service,
which provides independent professional dental patient
examinations. In 2004-05, the DPB employed an average of
299 full time staff and during the year upplm'r:rj fees of over
£1,815 million to 21,465 dentists at a gross administration cost
of £26.44 million.

As a result of the Department’s review of its arm’s length bodies,
the DPB will be merged with other constituent bodies into the
new NHS Business Services Authority from 1 April 2006.

For further information contact the Chief Executive, Dental
Practice Board, Compton Place Road, Eastbourne BN20 8AD:
01323 417000 or www.dpb.nhs.uk

Plasma Resources UK Limited

Plasma Resources UK Limired (PRUK) is the UK holding
company for DCI Biologicals Inc (DCI). The Department has
wholly owned DICI, a US plasma collection company, since 2002.
It was acquired to secure access to sustainable long-term supplies
of blood plasma in accordance with vCJD risk mirigation
strategies. Life-saving plasma products, such as immunoglobulins
and clotting factors, are constantly used by NHS patients.

DCI is run as a commercial operation. It continues to trade
profitably and in the Departments accounting period for 2005-06

DCI paid £3.5 million in inverest w the Department of Health in
accordance with its contractual obligations.

The Secretary of State owns all the shares in PRUK. PRUK has no

employees, For 2005-06, costs were limited to statutory functions
only; e company audit and associated company secretarial work.

Faor further information contact Richard Lawes

(richard.lawes@dh.gsi.gov.uk)
Special Health Authorities:

Health & Social Care Information Centre

The Health & Soecial Care Information Cenrre (now o be known
as The Information Centre) was established as a special healch
authority on 1 April 2005 following the arm’ length body review.

The Informarion Cenrre was esrablished o

® make information more accessible (including the publication
and procurement of infermation and analytic services);

® reduce the burden of information requests on front-line
organisations; and,

® strengthen the capacity for informed decision-making
throughour the health and social care system in England.

A key focus for the Information Centre is to engage in a new and
leading way with system reform and new policy/system-led
information requirements across health and social care and o be
the recognised source of authoritarive comparartive dara, providing
an independent perspective on the quality, validity and application
of information to support improvement in health and social care,

The Information Centre is developing important partnerships with
central bodies such as Connecting for Health and the Healthcare
Commission to take full advantage of new I'T infrastructure and
w deliver better information in berter ways to front-line
organisations throughout health and social care. It has also
recently taken a 50 per cent holding in Dr Foster Intelligence, a
private scctor company specialising in delivering health
information to the public and to frone-line organisations.

For more informartion about The Information Centre you can
contact us by telephone on 0845 300 6016 or via our website
www.ic.nhs.uk

Mental Health Act Commission

The Commission was set up in 1983 as an SHA with responsibilicy
under the Mental Health Acr 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 o
safeguard the interests of all people detained under the Menral
Health Ace 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
detained patients ro discuss their concerns. The Commuission
reports on its visits to hospital managers and requires follow-up
action on issues of concern.
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The Commission’s complaints remit allows it to investigace
complaints made by or abour detained patients where ir feels this
is appropriate. In general, the Commission helps patients and
others to make their complaines through the NHS complaines
procedure, and monitors the progress of such complaints. The
Commission is notified of the deaths of detained patients and will
often attend inquests as an interested party.

On behalf of the Secretary of State, the Commission administers
the provision of Second Opinion Appointed Doctors (SOADs),
whose authorisation is required for the administration of certain
treatments without consent. It also receives and monitors reports
on SOADs work. The Commission arranges over 10,000 SOAD

visits each year.

The Commission advises the Secretary of State on changes to be
made in the Mental Health Ac 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 Motes on specific issues and answers many queries from

patients and practitioners,

The Commission led, in collaboration with the Mational Instinure
for Menral Health in England (NIIMHE) and the Healthcare
Commission, the first Census of all mental health inpatients —
Count Me In; Natiowal Mental Health and Ethnicity Census,
England and Wales™, This census is a key element of the
Drelivering Race Equality programme 1o improve services for users
experiencing mental illness and distress, and their relatives and
carers, from black and minority ethnic communities.

The Commission is required to publish an Annual Report
(Seprember 2005) summarising the Commission’s activities and
expenditure, and has a statutory duty under the 1983 Act 1o
publish and lay before Parliament a Biennial Report. The
Eleventh Biennial Report In place of fear™™ covered the period
2004-05 and was published on 11 January 2006 detailing the
Commission’s functions, the discharge of that funcrion and its
findings on general issues in relation to detained patients.
The Department of Health directly funds the Commission.
Its budger in 2004-05 was £5.3 million. The Commission
employs 44 saff. For further information, contact Jo Clewes
(Communications Manager), Mental Health Act Commission,
Maid Marion House, 56 Hounds Gare, Nottingham NGI
6BG; 0115 9437123, The Commission’s email address
is chief.executive@mhac.org.uk and its website address is
www.mhac.org.uk.

National Institute for Health & Clinical
Excellence (NICE)

The National Institute for Health & Clinical Excellence (NICE)
is a SHA which was formally established in February 1999 1o
provide guidance for the NHS, patients and their carers on
medicines, medical equipment and clinical procedures based on
evidence of both clinical and cost effectiveness. NICEs work
programme is set by the Department of Health.
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On 1 April 2005, NICE merged with the Health Development
Agency. The Instiute now has responsibility for publishing
guidance on public health issues, in line with the aims of the Whire
Paper on public health — Choosing Health ™.

NICE develops both clinical and public health guidance. The three
forms of clinical guidance the Institute publishes are:

® clinical guidelines — management of particular conditions;

#® appraisal guidance — guidance on specific health interventions,
including pharmaceuticals; and,

® guidance on the safety and efficacy of interventional procedures.
MICE also dc-.-clups rwo forms u:l'-puhﬁc healch guidanc.c:

L publi-: health intervention = guir]anc: on clear types of'ac:iviq-;
ie: interventions provided by local organisations; and,

® public health programme — guidance that deals with broader
activities eg; strategics to help people give up smoking, or advice
to particular papulations such as young people or pregnant
women or on a specific sewing such as the workplace.

MICE has a board consisting of four executive members (Chief
Executive, Direcror of Resources and Planning, Implementation
aystems Director and Clinical and Public Health Diirecror), the
chair and ten non-executive members. A Partners’' Council of over
40 members representing the health professions, patient and carer
interests, industry and academic bodies works with NICE o
mianiter progress against its work programme. MICE has issued
95 technology appraisals and 31 Clinical Guidelines as of
January 2006,

NICE has a Cirizens Council, which brings the views of the public
to NICE decision-making about guidance on the promotion of
good health and the prevention and trearment of ill health.
A group of 30 people drawn from all walks of life, the Citizens
Council tackles challenging questions abour values — such as

faln!uss | I.'II] I'I.'EDI;I.

MNICE has seven collaboraring centres in Acute Care, Chronic
Disease, Nursing and Supportive Care, Mental Health, Primary
Care, Women and Children and Cancer. These centres enable
NICE to produce clinical guidelines. NICE has also established
the Centre for Public Health Excellence, which commissions
rescarch 1o support evidence on how to improve the public’s health.
It draws together data from a range of sources, mainrains an
up-to-date map of the evidence base and disseminates examples

of good practice.
For further informarion contact Carriona Gregory at the

Department of Health, Quarry House, Quarry Hill,
Leeds L52 7UE: 0113 254 5636 or the NICE website ar

http:// www.nice.org.uk

National Patient Safety Agency (NPSA)
The National Patient Safety Agency (NPSA) is a special health
authority established by the Department in 2001 to help take

forward the recommendations set our in the Chief Medical
Officer’s seminal report An Organisasion with a Memory™. Its role



is to conrdinate the efforts of all those invalved in healcheare, and

more importantly to learn from, patient safery incidents occurring
in the NHS.

The NP5AS ol huclgcr for 2005-06 is £35.154 million with a
WTE staff of 316.

Fuﬂn-wing the n:cunﬁgura[iun of the [h‘p:tltmcm% arms icnglh

bodies in July 2004, from 1 April 2005 the NPSA assumed
responsibility for:

® the Mational Clinical Assessment Service (NCAS, formerly the
Marional Clinical Assessment Authoriy);

® the Central Office for Research Ethics Committess (COREC);

® the Berter Hospial Food Programme, some aspects of cleanliness
in the NHS, the safety of hospital design (transferred from NHS
Estates); and,

® contracts with the confidential enquiries into marernal and child
health (CEMACH), parient outcome and death (NCEPOD)
and suicide and homicide by people with mental illness
(NCISH) — which moved from the Mational Institute for
Clinical Excellence and Health.

All truses are now reporting the NPSA's Manional Hrpmting and
Learning System (MRLS) and the NPSA published its first
TEport on patient safety information derived from the NRLS and
its Patient Safety Observarory in July 2005, Reporting levels
continue to increase significantdy and the NPSA is receiving on a
monthly basis around 60,000-70,000 reports. Learning from
patient safety problems has been rranslated into nine practical
solutions for safer care thar warranted a national response in 2005,
The Agency continues to work with other key stakeholders to take
forward a system-wide approach to safery addressing issues such
as medication safety for children and adults and hospital design.
In addition, the NPSA has released a number of very well-received
guidance materials, training and other practical tools to help ensure
the NHS can provide safer care. This includes a revised version of
Seven Steps to Patient Safety™" with a focus on primary care and
the casebook Medical Error which is being developed to promore
reporting amongst junior doctors.

For further information about the Agency visit www.npsa.nhs.uk,
or contact the Agency ar 4-8 Maple Street, London, W1'T SHD.
Telephone 020 7927 9500.

National Treatment Agency for Substance
Misuse (NTA)

The Mational Treatment Agency for Substance Misuse was
established on 1 April 2001 as a special health authority as a result
of joint working between the Department of Health and the
Home Office. The NTA's strap line is ‘more treatment, better
treatment, fairer treatment .

The NTA works closely with the Healthcare Commission and
other inspectorates, SHAs and regional bodies ro challenge and
support Drug Action Teams (DATS) to improve local treatment
standards and delivery.

To support a programme of improvements the Department of
Health established the pooled drug trearment budget, which has
risen from £129 million in 2001-02 o £300 million in 2005-06.
This budger has increased significantly and is marched locally by
expenditure by PCT5, local authorities and criminal justice
agencies.

The NTA Emplﬂy‘s 146 staff, with a number of their mgionﬂl sraff
funded by the Home Office, which reflects the crucial role thar the
NTA have in supporting the delivery of the Home Office targer
of 1,000 offenders a week L‘IItL‘liﬂE Creatment hjr March 2008,
Similarly, to reflect the cross Government namre of their work they
are jointly accountable to both DH and HO ministers.

For further information about the Agency visit
www.nta-nhs.org.uk, or contact the Agency’s chief executive,
Mr Paul Hayes, ar 8th Floor, Hercules House, Hercules Road,

London, SE1 7DU. Telephone 020 7261 B854,

NHS Appointments Commission

The Commuission was established in 2001 as a ﬁpcci.ﬂ healch
authoriry ro:

® exercise powers delegared by the Secretary of Stare 1o appoine the
chairs and non-executive directors of local NHS organisations;

:'."II.'H].

® ensure thar they have access o appropriate training and
support and have regular appraisals,

In 2003, its remit was extended and it now also makes
appointments to the Department’s national bodies.

In any one year, the Commission is responsible for the recruitment,
selection and appointments of over 1,000 people and offers 5,000
training places 1o those serving on NHS boards. It also provides
the Department with experr advice and support on a range of
puHic appointments and governance related issues.

The Commission currently comprises a chair, up o eight
regional commissioners and the chief executive. It employs 53 staff
and has offices in Leeds and London.

Under provisions included in the Health Bill*'%, the work of
the NHS Appointments Commission will transfer to a new
ENDPB - The Appointments Commission. As well as
providing an expert public appointments service to the
I_}cpnnrn:nr, the new Commission will be able o ]Jm'-'il.'h:
support services across Whitchall.

For further information abour the Commission visit
mappﬂintmcntj.urg.ul.. Or contact [l'l.f Cﬂl]““i“i’ﬂ“ls {'hj‘l‘f
executive at NHS Appointments Commission, Blenheim House,

Leeds, 151 4PL. 'Iirln:pl'lum: 0113 394 2951.

NHS Blood & Transplant (NHSBT)

The National Blood Authority and UK Transplant merged on the
I October 2005, as part of the Department’s review of ir's arms
length bodies, to form the new NHS Blood and Transplant.
NHSBT’s new role includes:
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® encouraging the voluntary donation of organs, blood and tissues;
® maintaining the safery and supply of blood organs and tissues;

® increasing the availability of organs for transplant and facilitating
their effective and uquilahlr distriburion;

L] np-q:m[ing and m.fm[;iining the {}rg.'m [Donor ngisn:r of
people who wish to donate an organ in the event of their death;

® processing, testing and supplying hospitals with blood produes,

CISSLIES I'I!'Id. 'DL'”_WL
® marching and allocating solid organs for transplantation;

® helping o raise the quality, effectiveness and clinical outeomes

ﬂE- l}ll:H.'H:l. .’md :ra.nsp]-a ik El."l"l.'jCL'ﬁ':

® pperating Bio-Products Laboratories (BPL) which makes
therapeutic products from blood plasma and makes and issues

diagnostic materials;

® providing expert advice ro other MHS organisations, the
Department of Health Ministers and devolved administrations;

*® providing appropriate advice and support to health services in
other countries;

® commissioning and conducting research and development;

® gcrively engaging in implementing relevant EU Statutory
frameworks and guidance; and,

® involvement in broader international developments.

Initially the new body is functioning as three operating divisions
within NHSBT, which are the Madional Blood Service, UK
Transplant and Bio-Products Laboratories. Total Department of
Health funding for NHSBT in 2005-06 is £50.407 million.

For further information abour the NHSBT wisic
www.nhsbt.nhs.uk, or contact the Authority at NHS Bleed and
Transplant, Oak House, Reeds Crescent, Watford, Hertfordshire,
D24 40N, Telephone 01923 486800,

NHS Business Services Authority

The NHSBSA, smblished on 1 Ocrober 2005, was ereared as part
of the Department’s arm's length body review. On 1 April 2006,
the Counter Fraud and Security Management Services, Dental
Practice Board, NHS Logistics Authority, NHS Pensions Agency
and Prescription Pricing Authority will cease to operate and the
NHSBSA will take on their functions. Additionally, the NHSBSA
will take on a small part of the function of the Denral Vocational
Training Authority when it ceases to operate.

Between its establishment and 1 April 2006, the NHSBSA has
been preparing its infrastructure for the merger. A chair, a chief
executive officer and non-execurive officers are appointed. Other
key execurive officer appointments are progressing well, The
NHSBSA has set its business direction and is agreeing derailed
business plans with its sponsors. It is also implementing other
necessary infrastructure arrangements such as governance
frameworks, finance/HR policies and processes.
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For further information contact Perer Coates, 11th Floor,
Mew Kings Beam House, London SE1 9BW,
Peter. Coates@dh.gsi.goviuk; 020 7633 4234

NHS Counter Fraud and Security Management
Service (CFSMS)

The CFSM3 is a special health authority with responsibility for all
puliq—- and {rpcrntiun:] matters rclari.ng o the prr."l-'cnliﬂn,
detection and investigation of fraud and corruption in the
Department of Health and in the NHS and to the management
of security in the NHS,

The high-level aims of CESMS are:

® 1o protect the NHS by ensuring that resources made available
for patient care and services are not lost to fraud or corruption,
amaching the highest importance to working within a clearly
defined professional and ethical framework and 1o winning the
support of all those who provide or use NHS services; and,

® 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 vo patients.

As a result of the Department’s review of it's arm’s length bodies,
from 1 April 2006 the CFSMS, together with the Dental
Practice Board, NHS Pensions Agency and the Prescription Pricing
Authority, will merge into a new organisation called the NHS
Business Services Authoriry (BSA).

For further information on the CESMS contact Steve Phillips ax
the Department of Health ar FID-CFSM, New Kings Beam
House, 22 Upper Ground, London SE1 9B%W, 020 7633 7448;
the CFSMS Execurive Office ar Weston House, 246 High
Holborn, London WC1V 7EX, 020 7895 4500; or scc the
CF5MS website ar www.cfsms.nhs.uk

NHS Dental Vocational Training Authority
(DVTA)

The DVTA exercises the functions of health authorities by
reviewing and advising on the vocational training curriculum, and
allocating vocational training numbers w dentists who wish 1o
practise unsupervised in the NHS general dental services to
demonstrate thar they satisfy the vocational training requirements.

As a result of the Department’s review of its arm’s length bodies;
the functions of the DVTA will be delegated to primary care trusts
from April 2006.

The DVTA's gross expenditure in 2003-04 was £255,000. The
authority is funded entirely by Government. From April 2003 wo
March 2004, the DVTA issued 1,312 vocational training
numbers and rejected 113 applications for a vocational training
number. The nuthmi.l.'}' has four saff.

For further information, contace Trevor Homewood, Deneal
Vocational Training Authority, Master's House, Temple Grove,
Compton Place, Easthourne, East Sussex BMN20 SAD;
01323 431189,
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NHS Direct

The NH5 Direcr Special Health Authority was established
under the NHS Divece (Establisfhment and Constivusion) Ohveder
2004 """ which came into force on 1 April 2004,

NHS Direct is responsible for delivering all NHS Direct services
in England. This includes:

® NHS Direct telephone service;

® NHS Direct Online website;

® NHS Direct Interactive digital TV; and,
® NHS Direct self-help guide.

The NHS Direct principle is to provide people at home with easier
and faster advice and information about healch and the MHS,
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 benefits apply not enly to
patients who get fast and appropriate advice on the best way of
tackling health problems, bur also 1o the NHS because it is an
efficient way of using NHS resources. It allows other services, such
as GI’ co-operarives and accident and emergency departments, 1o
concentrate their efforts where they are most needed.

For further MHS
www.nhsdirect.nhs.uk, or contact the chicf execurive ar NHS
Direct, 7th Floor, 207 Old Screet, Londen EC1 9P5.
Or, telephone 0845 46 47.

information  on Diirect  wisit

NHS Institute

The NHS Institute was established in July 2005 as a special health
authority under section 11 of the NHS Ace 1977 %9, It operates
as an arm’s length body (ALB) as part of the NHS and is located
at the University of Warwick.

The NHS Plan, published by Government in 2000, describes a
fundamental reform of the NHS and the immediate agenda,
priorities and expectations are set out in the NHS Operating
Framework 2006-07 9. Funding of the service has increased
significantly and, in return, the service must achieve increases in
efficiency and effectiveness. A fundamental challenge 1o the service
is to speed improvements and transform services, adopring best
practice across the board, in order to deliver the level and
quality of health care society requires.

The NHS Institute for Innovation and Improvement has been
established 1o support the transformation of the NHS by
dedicated focus on leveraging innovation and adopting best
practice across the service.

The NHS Institute’s mission is to improve health outcomes and
raise the quality of delivery in the NHS by accelerating the uprake
of proven innovation and improvements in healthcare delivery
models and processes, medical products and devices and healthcare
leadership. This will be accomplished by deploying innovation and

improvement that has a direct impact on:

® improving health outcomes across the NHS;

® improving the operating performance of the health service, both
in quality and cost; and,

® building capability and change capacity in the health service.

For more informartion on the MNHS
www.institute.nhs.uk, or contact Andy King, Department of
Health, Room G32 Richmond House, 79 Whitchall, London,
SWI1A ZNS. Telephone 020 7210 5552.

NHS Litigation Authority

The Marional Health Service Litigation Authority (‘the Authoriry’)
is a special health authority set up under Section 11 of the NS
Are 1977, Its date of commencement was 21 November 1995. The
principal task of the Authority is to administer schemes set up

Institute  visit

under Section 21 of the Narranal Health Service and © oMty
Care Act 1990'“%, This enables the Secretary of State 1o 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 our of the carrying out of [their]

funcrions”. There are currently five schemes:

® the Clinical Negligence Scheme for Trusts (CNST) covering
liabilities for alleged clinical negligence where the original

incident accurred on or afeer 1 Apnil 1995;

® the Existing Liabilities Scheme (ELS) covering liabilities for

clinical nq_l_ligcng‘r_' incidents which ocourred before 1 ."-"q}:ril 144)5;

® the Ex RHA Scheme where the NHSLA acts as defendant
covering the outstanding liabilities for clinical negligence in
respect of the former Regional Health Authorities when they
were abolished in April 1996;

® the Liability to Third Party Scheme (LTPS) relating o 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 overseeing the schemes in such a way as to ensure that
public money is used appropriately, the Authority is expecred 1o
promote the highest possible standards of patient care and 1o
minimize suffering resulting from those adverse incidents thar do
nevertheless occur.

As a result of the Department’s review of its arm's length bodies,
the Authority absorbed the functions of the Family Health Services
Appeal Authority SHA from 1 April 2005. The Authority’s role
here is to perform quasi-judicial appellate and other functions,
devolved to it by the Secretary of State, in connection with primary
care trust decisions on family health services. The legal procedures
for an appeal or application for dispute resolution are contained
in the relevant regulations. The Authority also provides support
to the Family Health Services Appeal Authority, which was
introduced by the Health and Social Care Act 2001,

With effect from 1 August 2005, the NHSLA has been charged
with coordinating equal pay claims on behalf of the NHS in

149

L=
ot
o
c
=

=<




England. The powers leading to these new responsibilities were
implemented via the Natiomal Health Service Livipation Authority
(Establishment and Constitution) Awendment (No.2) Order
200517, which came into effect on 1 July 2005.

The Authority’s administration costs for 2004-05 amounted to
£12.6 million. Ar December 2003, it employed 155 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.

NHS Logistics Authority

The NHS Logistics Authority was set up as a special health
authority on 1 April 2000, Its purpose is to deliver a
comprehensive range of health care products and high qualicy
supply chain services, which are essential to promorte improved
parient care in the English NHS.

This is achieved through three main activity areas:

® pperational activity — providing the main supply channel for
consumable healthcare products to the English NHS;

® actical activity — providing a range of modern supply chain
services 1o support the delivery of quality health care; and,

# strategic activity — supporting the development of a world class
supply chain across the NHS.

With an annual arnover of over £730 million in 2004-05, NHS
Logistics' catalogue service contains over 43,000 product lines. The
organisation serves all NHS bodies across the whole of England,
offering a ‘pick and pack’ customised service to over 120,000
individual requisition points. It operates from six distribution
centres and directly employs around 1,340 staff.

In line with the Department’s review of its arm's length bodies the
Authority will be dissolved on 31 March 2006. NHS Logistics will
become a business division within the new DH ALB called the
MNHS Business Services Authority (NHS BSA). In April 2006, the
NHS BSA will take on the responsibilities currently discharged by
the Prescription Pricing Authority, the Denral Practice Board, the
NHS Pensions Agency and the NHS Counter Fraud and Security
Management Service, as well as the NHS Logistics Authoriry.

Details of NHS Logistics’ key achievements can be found in irs
annual report. More information abour the Authoritys activities
is available by visiting www.logistics.nhs.uk.

Further information and copies of up-ro-date corporarte
information can be obtained by writing to Carole Appleby,
Head of Communications and Corporate Affairs, NHS Logisrics
Authority, West Way, Cotes Park Industrial Estate, Alfreton,
DE55 4QJ; telephone 01773 724261, or by email to
carole.appleby@logistics.nhs.uk.

NHS Pensions Agency

The NHS Pensions Agency (NHSPA) administers the NHS
Pension Scheme for England and Wales, the NHS Injury Benefir
Scheme and the Student Grants Bursary Scheme for the NHS
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funded students at E.ngjish High:r Educarion Institutions,

® the Pension Scheme is an un-funded staturory scheme backed
by the Exchequer, which is open to all NHS employees and
employees of other approved organisations. NHS employers and
employees pay a combined contribution rate of 20 per cent to
the scheme o 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 a permanent loss of earning ability as the result of an
illness or injury which is attributable to their NHS employment;
and,

® the NHS Bursary Scheme for Engii nd is also administered by
the Authority. They are rsponsible for the assessment and review
of NHS funded bursaries and practice placement costs of NHS
funded students attending pre-registration courses ar English
Higher Edueation Institutions.

The Board of the Authoriry is made up of a non-executive chair,
five non-executive members and four executive members.

As a result of the Department’s review of its arm’s length bodies,
the Authority will be merged into the NHS Business Services
Authority on 1 April 2006.

The Authorty mainmins financial informarion on the annual
accounts of their expenditure, including administration costs. The
Chief Execurtive, as Accountable Officer and Accounting Officer
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 Authority, (including the NHS
Bursary Scheme) and separately the MHS Pension Scheme.
Information about the special health authority accounts is
available from the NHS website www.nhspa.gov.uk. Copies are
available from: The NHS Pensions Agency Special Health
Authority, Business Centre, Hesketh House, 200-220 Broadway,
Fleetwood Lancashire FY7 8LG.

NHS Professionals

NHS Professionals, established in 2004, provides strategic
management of the flexible labour market within the NHS.
Working in partnership with NHS employers, it aims to supply
healthcare staff of the highest quality 1o acute trusts and PCTs
throughout England.

Its key objectives are:

® to improve the quality of patient care and the performance of
temporary staff by investing in NHS staff and setting common
standards for quality and clinical governance; and,

® to achieve berter value for money and control over temporary
staff costs.,

NHS Professionals also offers savings to the NHS by managing
demand and by controlling costs through managing the Agency
Framework Agreements in partnership with NHS Purchasing and
Supply Agency.
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NHS Professionals provides a service that:

® has a positive influence on the cost and quality of temporary
stamng;

® maximises the use of MHS staff o fill temporary positions
and shifrs;

® is based on effective national systems that minimise cost and
maximise the use of modern technology;

® is responsive to the needs of NHS trusts ar a local level;
® is antractive to staff wishing ro work flexibly in the NHS; and,

® cnsurcs thar patients are treated or cared for by staff suitably
qualified for the role and professionally managed.

NHS Professionals has an independent Board and chief executive,
reporting directly to the Department of Health. For further
informarion visit www.nhsprofessionals.nhs.uk, or contact
NHS Professionals, Riverside House, 2a Southwark Bridge
Road, London, SE1 9HA. Telephone 0845 373 3434,

Prescription Pricing Authority (PPA)

The PPA was established under the Mattomal Health Service Act
1977 s pUrpose 15 1o MAnage 2 range of services on behalf of the
NHS that cannot be undentaken effectively by other types of health
bedies. The Authority’s main functions are o

® calculate and make payments for amounts due to pharmacies
and appliance contractors, and calculate amounts due o
general practitioners, for supplying drugs and appliances
prescribed under the NHS (over 690 million prescription items
were processed in 2004-05);

® produce information for General Pracritioners (GPs), Primary
Care Groups/ Trusts (PCGs/PCTs), the Department of Health
(DH) and orther NHS stakeholders abour pn:s::rihiug volumes,

trends and costs:
® gdminister the NHS Low Income Scheme (LIS);

® issue Prescription Pre-payment Certificates (PPCs). medical,
maternity and tax credit exemption certificares;

® issue European Health Insurance Cards (EHIC);

#® produce the Drug Tariff containing the reimbursement prices
of a range of prescribable items and other remuneration rules
and approve Dirug Tariff irems; and,

® provide enquiry and analytical services on prescribing to the
NHS to inform and facilitate their monitoring role.

The Authority's gross expenditure in 2004-05 was £76,260
million, of which the Department funded £72,672 million.
During 2003-04, the average number of employees was 2,747 suaff
{(WTE) in nine locations in the North of England and the
West Midlands. The Authority’s corporate aims and strategy.
together with performance against key targets, can be found in
their Anseal Repors ™,

For further information on the Authority contact Mr John
Roberts, PPA Business Manager, 4th Floor, Skipton House,
80 London Road, London SE1 6LH; john.robers@dh.gsi.gov.uk.
Telephone 020 7972 2928. Or, visit the PPA website
www. ppa.org.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 Authority
on | April 2006.

Tribunal Non-Departmental Public
Bodies:

Care Standards Tribunal

The Care Standards Tribunal is an independent judicial body thar
became operational from 1 April 2002, Although legally it is the
Tribunal established under the Prosection af{'.]l':lrﬁ;:’rm Aer Jogycis
the hunctions of the tribunal provided under that Act were
extended by other legislation. This includes the Care Standards
Ace 20007, the Children Ace 1989"" (as amended by the
Care Standards Act and the Education Acr 2002); the Criminal
Srustice and Court Serveces Act 20009 and; the Edwcarion
Act 200275,

The Care Standards Tribunal hears appeals in relation to:

® decisions made by the Commission for Social Care Inspection,
and the Mational Assembly for Wales in respect of the
registration of establishments and agencies and refusal w
waive disqualification from running or being involved in a
children’s home;

® decisions of the Chief Inspector of Schools in England and the
National Assembly for Wales in respect of the registration of

child minders and day care providers for children;

® decisions of the Secretary of State in respect of inclusion on the
list of those considered unsuitable ro work with children and
inclusion on the list of those considered unsuitable w work with
vulnerable adults;

® decisions of the Secretary of State in respect of prohibition or

restriction of :.:mp]u}rm::nr 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 body responsible for the approval of Home
Child Care Providers; and,

® decisions of the Secretary of State for Education and Skills in
respect of the registration of independent schools.

The Tribunal also has responsibility for considering applications
from those sz]'ling to have their names removed from the PoCA
list, the PoVA list, their prohibition from working with children
in schools lified and their court order banning them from
working with children revoked. Such applications may be made
from January 2006.
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Annex C

The Tribunal has a full time President appointed by the Lord
Chaneellor. The Lord Chaneellor also appoints the legal and lay
members of the Trbunal. The Department of Health provides the
Secretariat for the Tribunal, which is located in central London.

In the period 1 April 2004 to 31 March 2005, the Tribunal
received 182 appeals, 75 of which were withdrawn by the
appellant. The Tribunal heard 84 appeals {i:m:lur]ing preliminary
and costs |'IL'-H.Ii]'I]5,!} in this pi:rinr]. The hudgc't for 2004-05 was
£1.2 million. Outturn costs for the year were £769,000. The
budget includes expenditure on accommodation and services,
training costs for members and administration costs. For further
information, contact Barbara Frne, Secrerary o the Tribunal, Care
Standards Tribunal, 18 Pocock Street, London SE1 OBW.
Telephone 0207 960 D664,

Mental Health Review Tribunals (MHRTs)

MHRT s are independent judicial bodies and their role is to review
the continued compulsory detention of patients under the
Mental Health Act 1983. The Lord Chancellor appoints members
of the Tribunal. There are two legally qualified Regional Chairmen
for the two “Tribunal Regions’ (North and South) in England.

They are responsible for the members within their region. The
operational tribunal office and business support office are based
in London. The MHRT employs a total of 80 Department of
Health swaff who arrange hearings for patients derained in
hospitals and units throughout England. In 2004-05, there
were 21,065 applications and 13,861 hearings. Administrative
running costs, including salaries were £2.2 million. The costs for
the membership were £200 million. The Tribunal will transfer o
the Department for Constitutional Affairs (DCA) on 31 March
2006 as part of the creation of the Tribunal Service.

For more information abour MHRT, contact Jack Fargher,
Head of the MHRT, 5th Floor, 11 Belgrave Road, Vicroria,
London, SW1V IRS. Telephone 020 7592 1053.
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Pharmaceutical Price Control Tribunal

The Tribunal is an independent body with judicial powers
derived from The Health Service Medicines (Price Coniral A ppreals)
Regulations 2000 as amended ™%, The Council on Tribunals
E-UPEWL“S K.

s purpose is to determine appeals from suppliers or manufacturers

of NHS medicines against decisions made by the Secretary of Stare
pursuant to sections 33 to 37 of the Health Ace 1999 which:

® require a specific manufacturer or supplier to provide
informartion to him;

® limit, 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 supplier to pay any amount
(including an amount by way of penalty) to him.

The Tribunal has one permanent employee, the Clerk o the
Trbunal, who is paid an annual recuner of £3,700. There have
been no appeals to the Tribunal.

For further information contact Mar Owon-Goulder, Medicines
Pricing & Supply, Skipton House, 80 London Road, London
SE1 6LH.



ANNEX D

PUBLIC ACCOUNTS COMMITTEE :
REPORTS PUBLISHED IN 2005

Four PAC reports were published in the calendar year of 2005,
For each report a Treasury Minute has been produced (a Treasury
Minure is the Government’s considered response to a PAC
report).

The list of PAC reports, with date of publication, is as follows:

I. Tackling Cancer in England: Saving Move Lives™' -
25 January 2005

2. Improving Emergency Care in England™ ~ 30 March 2005

3. Improving Patient Care by Reducing the Risk of Hospital
Acquired Infection: a progress repore™ — 23 June 2005

4. Reforming NHS Dentistry ™ — 14 July 2005

Tackling Cancer in England: Saving More Lives

The Committee concluded that progress has been made in
improving early detection of some cancers through screening and
in meeting the target for urgene referral to a specialise for those with
suspected cancer. It also noted that much has been done o
improve the quality of cancer care through multidisciplinary-team
working and thar problems with radiotherapy waits are being
addressed by greatly increasing capacity through more staff and
equipment. However, it also noted differences in survival berween
the UK and some other countries and regional variations in cancer
survival and mortality rares within England. Recommendartions
included ending the wide variations in prescribing anti-cancer
drugs and working towards greater equity in provision of staff
across the country.

Action mken on PAC conclusions and recommendarions includes:

® carrying ourt a repeat analysis of the uptake of NMICE approved
cancer drugs to see if variations have reduced since the
production of cancer network action plans. An updare should
be issued later this year;

® working towards greater equity of access across the country, both
in terms of equipment and staff. This is largely being achieved
through the NHS allocation process which offers fairer funding
and local freedom ro match services to need although some
specific actions have also been lead centrally; and,

® 3 Nartional Radiotherapy Advisory Group is considering all
aspects of planning and delivery of radiotherapy services.

Improving Emergency Care in England

The Commitee concluded that demand for emergency care
continues to grow and thar the Department should be commended
for providing innovative new services such as Wall-in Centres. It
recommended that emergency care providers benchmark their

performance and monitor their processes to ensure partients,
particularly the elderly and vulnerable, spend no more time in
AKE than is clinically necessary.

Action taken en PAC condusions and recommendations includes:

® the D{'FI:HI.I]'H.'III will continue o work with EMErgency care
nerworks to help assess patterns of demand and ensure services

are fﬂl’t‘tlvcly commussioned and delivered:

# all trusts are encouraged o follow best practice and make use of
[hE I.:'EIJEF[I'['“.'I'I!‘E ElJi'I'JiII'IL'L‘ 0an I]ﬂd ITI:'II]H!_:I'_'I'I'IL'I'“,. S-P'L'L'iﬂl.EHI

opinion and assessment in ASE; and,

L] [J'I.‘L' I.‘JL'PH:I'II'I'IEIT[ C{Hlltillut'fi i I'l!liflﬂi[ifll' r|1r: l.'l-|.'H."r.3tii!IlI:.'l| N[HI'I{!.'LHJ.
that no patient should wait more than four hours in A&E from

arrival to admission, discharge or transfer, ser at 98 per cent.

Improving Patient Care by Reducing the Risk
of Hospital Acquired Infection: A Progress
Report

The Commirtee concluded that despite the previous PAC report,
in 2001, there was still limired informarion on the extent and cost
of HAI and that progress in implementing many of its
predecessor’s recommendations was parchy. Ir contined a number
of detailed recommendartions for the Department on issues such
as improving national mandatory surveillanee, the requirements
of national I'T systems, production of guidance and education and
training.

Action taken on PAC conclusions and recommendarions include:

® Saving Lives™, a delivery programme to reduce healthcare
associated infections, including MRSA, provides a woolkic o help
the NHS improve infection control, was issued in June 2005;

® in Ocober 2005, an enhanced MRSA surveillance system was
rolled out to all acute trusts. Over time, enhanced surveillance
will enable us to show specialty-specific rates of incidence of
MRSA, thus enabling trusts to compare performance within
similar groups of treatments and patients rather than whole
trusts. In addition, a padonal prevalence survey to give a
snapshot of all hospital acquired infections has becn
commissioned. We have alse commissioned the Health
Protection Agency and the Office for Mational Staristcs w
conduet an audic of healtheare associated infection and death
certification. This project has starved and will TEHrT in 2007;

® the Department’s Healthcare Acquired Infection and
Connecting, for Health teams are exploring ways o ensure thar
the necessary outpur specifications for health protection and
infection control have received sufficient recognition;

® NHS acure truses have implemented the ‘clean your hands'
campaign and research to evaluate the implementation is
underway; and,

® The National Resource for Infection Control, launched in May
2005, provides professionals with key guidance, on infection
control, through a ‘one stop shop” electronic portal.
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Reforming NHS Dentistry

The Committee concluded the Department had set itself an
ambitious programme for reforming MHS dentistry and had not
implemented the reforms in line with the original anticipated
timescale. The lack of experience in primary care trusts (PCTs) of
commissioning dental services added Further concern. The
Committee underlined the importance of straregic health
authorities and PCTs improving their understanding of both need
and demand for NHS dentistry. Although the Committee found
English children had healthier teeth than their European
counterparts, it recommended further work to identify suirable
measures of oral health. The Committee also called for effective
accountability arrangements for dental performance under the new
remuneration system, a communications programme to explain
the new dental recall guidelines to patients, and further work to
identify how to incentivise dentists to stay in the NHS.

Action taken on PAC condusions and recommendations incudes:

® The Diepartment has managed a wide-ranging programme of
work to support PCTs in implementing the new local
commissioning arrangements from April 2006 and to ensure
that dentists have full information abour the impact of the
reforms;

® The Department published a new oral health plan for England
— Choosing Better Oral Health™ — in November 2005; and,

® The Department is supporting the NHS in undertaking a
national communications programme to explain the denral
reforms to patients and the public, focusing on the new
system of patient charges, the new guidelines on patient recall
intervals and the benefits of local commissioning.
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ANNEX E

SPENDING ON PUBLICITY AND
ADVERTISING AND INCOME FROM
SPONSORSHIP 2005-06 (ESTIMATE)

The Department runs a number of publicity campaigns each year
and the forecast outturn for 2005-06 is estimated 1o be
£42.5 million. The main components included in this roral are
given in FIE‘I.I.I‘E El.

Acoivities in 2005-006 included:

Sustained activity on the wbacco control marketing campaign,
including:

® new advertising to encourage younger adults to quit, with
separate advertisements designed 1o address both young men and
YOUNE Women;

® continuation of the real-life testimonial campaign, focusing on
the tragic effects smoking can have on an individual and their
family. The Department has also produced advertising featuring
testimonials from successful quitters, and run these o ]'|q:|p

support awareness and use of local stop smoking services;

#® continued use of ‘third party voices’ — via the new ‘under my
skin' advertisement produced through the British Heart

Foundation; and,
® new advertising 1o warn of the dangers of second hand smoke.

The Department has also continued to run the ‘Frank™ deugs

misuse 1:.1mp;ligu. n pnnn-r:rship with the Home Office.

Advertising and other supporting marketing has encouraged
take-up of the European Health Insurance Card. 13.5 million cards
had been issued by December 2005.

National TV and press advertising ran again in March 2006
o recruit social care workers.

The Department ran national advertising, combined with local
mark:ting, Lo support the Au immunisation programime. This
targeted people 65 years and over, and all age-groups who are
clinically at risk. The campaign also addressed parents and
carers of young children in at-risk groups.

Sponsorship Guidelines

Under Guidelines published by the Cabiner 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: “The
payment of a fee or payment in kind by a company in return for
the rights to a public association with an activity, item, person or
property for mutual commercial benefir’.

The following amounts have been donated or received in the
past financial year as sponsorship in kind'.

Figure E1: Departmental Spending on Publicity and
Advertising and Sponsorship 2005-06

£ million
Campaigns run by the Department

Smoking (Tobacco Control) 2B8.70
MHS recrsitment 0.34
Flu irmom unisarion 2.30
Gier the righr mreatment .86
Feep Warm Keep Well .60
EHIC 1.64
[rrugs prevention 1.28
Sexual health 0.52
Social workfeare recruitment 3.26
Five A Dy 1.77
Imimunisation 0.75
Breastfeeding awarencss .38
Alcohol 018
Total 42.58

Sponsorship Received by DH from Other
Organisations 2005-06

Sponsor/partner  Amount Support received
received

Topman Reading £11,500 Provision of condoms to

J'II'II:J IJIC{‘IS E-t'STi'l"-'ll support HL'IU.H' hl‘.'ﬂllh
campaign

LA ftness E14.450 Provision of condoms to
support sexual health
CAmpaign

Yates Group £16,000 Promotion of adulr sexual
health campaign.

Escapades £44,000 Promotion in support of
adult sexual health
campaign

Clisk 18-30 £62,500 Promation and condom
distribution in support of
adult sexual health
campaign

2wenys £39,000 Promation in support of
adulr sexual health
campaign

Ann Summers £197,000 Promotion in support of
i'tl:!l..ll[ :'i.ll.'xl.li'ii I'I.I:'..'I.I.EI'I
CAM PAIgn

Club 18-30 £10,000 Provision of free condoms

Reunions in support of adulr sexual
health campaign

F_.sc:lpadt:s Reunions E£8,000 Provision of free condoms

il'l ..5I.I|'Ii'.|'ﬂl'[ ﬂ!’ﬂ.d.l.lit 5{'?‘”3'
health campaign
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Spnns«m' Amount
received
Z2owentys Reunions £8.000
Club 18-30 £5,000
Speed-daver acrivity  £36,000
Jumpin® Jaks/ £30,000
Chicago Rock Cafe
Superdrug £55 000
J;t;:?.].' Media £3064.900
CD WO £5,500
Club 18-30 L187,000
Big Reunion
Habbo Hotel £124,000
BT £99.900

Addictive Interactive  £70,000
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Support received

Provision of free condoms
in support of adult sexual
health campaign

Promotion in support of
adulr sexual health
campaign

Promotion in support of
adule sexual health
campaign

Provision of condoms and
promotional activity in
support of adult sexual
health campaign.

Promotion in support of
tobacco control campaign

Poster sites in support of
FRANK drugs prevention
CAMPagn

Promotion in support of
FRANK drugs prevention

campaign

Promorional activity in
support of FRANK drugs
prevention campaign

Online promotional
activity for FRANK drugs
prevention campaign

Banner ad'r:.'rtising in
support of FRANK drugs
prevention ﬁmpcaign
Promotional acrivir}- in

support of FRANK drugs
prevention campaign

Sponsor Amount
received

Equaror Media £34,000

Livity £79,000

Communications

Consultancy

Wrigleys Oral £20,000

Healthcare

Programme

Astradeneca L200,000

Boors £50,000

Oracle £200,000

Olympus £50,000

BT £200,000

GE Healthcare £100,000

Su.ppnrt received

Promotional activity in
support of FRANK drugs
prevention campaign

Promotional activity in
support of FRANK drugs
prevention campaign

Swnsunhip of EU
Presidency Dental
Programme Events

Sponsorship of NHS Live
Sponsorship of NHS Live
Sponsorship of MHS Live
Sponsorship of MHS Live
Sponsorship of NHS Live
Sponsorship of NHS Live

Sponsorship Paid by DH to Other

Organisations 2005-06
Recipient Amount

sponsored
HOPE (Standing £20,000

Committee of the
Hospitals of the
European Union)

EMS Research
Forum

£12,000

Support donated

Sponsorship of Patient
Saﬁ:‘l}' C'L'II'I}-ETEI'ICE

Materials in support of
research-based best
practice in emergency
SCrViCes.



ANNEX F

DEPARTMENTAL PUBLIC SERVICE AGREEMENT TARGETS ANALYSIS — TARGETS
ALREADY ACHIEVED (CURRENT POSITION WHERE APPROPRIATE)

Departmental Public Service Agreement Targets — CSR 1998

PSA Target

Ti 1:
uction in the death rate from cancer amongst

aged under-75 by at lease 20 per cent by
mgkfmm a bascline of 141.2 deaths per

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

Target 2:
mlhg i|1.I :k‘al::l'_u”nre from heart d'lsﬂslc a:grtdd
and related illnesses amongst people ;
under=75 vears by ax beast 40 per cent by 2000,
From a baseline of 141.0 deaths per 100,000
populartion for the three years 1995 w0 1997,

Target 5:
Reduction in the dearh rare from suicide and
undetermined injury by ar least 20 per cent by
2010, from a revised baseline of 9.2 dearhs per
100, 00 population for the three years 19

w 1997,

Target 6:
Achieve the Government's commimment o
reduce MHS in-patient waiting lists by 100,000
over the lifetime of the Parliament from the
March 1997 pasition of 1.16 million, and
deliver a consequential reduction in average
Waiting times,

Target 8:
Eseablish MHS Direet, so thar evervone in
England has access to a 24-hour telephone advice
line staffed by nurses by December 2000,

Target 9:

Improve access o and quality of primary care
services through investmene in line with locally
agreed Primary Care Investment Plans. Key

LAFEENs are:

a} Increase equity in the national distriburion of
Gl From growth of approximarely (L6 per
cent whole-time-equivalent GPs in 1997 over
1996, there will be progress owards a naional
average annual increase of one per cent
whole-time-equivalent GIs by 2002, using
a range of new iniatives and with local
variations to take account of the need o
concentrane on deprived and remore arcas;

b} Increase investment in pracuice staff —
500 new practice nurses will be appointed
by 2002,

Target 10:

Improve the quality of primary care premises
targeted towards arcas of deprivation, resulting
in improvernents to 1,000 premises nationally
by 2002,

Measure

Drcach rare from cancer

amongst people aged
under-75.

Death rare from
circulatory t.lis;'lw :
amaongst people age
under-75,

Death rare from
intentional self harm
and injury of
undetermined intent,

Mumber of paticnts on
MHS waiting lises.

Percentage of the
population with access
to MHS Direct.

Percentage narional
average annual increasc
in Gl

N:pmhrr nanr
Practice NUrses.

MNumber of GP
premises improvesd,

Progress

See PSA (SR 2002) Targes 6.

See I'SA (SR 2002) Target 6.

See PSA (SR 2002) Target 7 (part).

Met:
Toxal waiting list 15 789,761 at the end of February 2006,

Met:
MHS Direct has been narional since 22 Seprember 2000,
WHS Direct has in excess of two million patient conracis per month.

Met:

Based on the Seprember 2002 census data h berween
Scp[qmbfr Eml ;“11] Scpu;l:lbn 2002 was 1.0 In.'t CediE Eu"-l!il‘l'l:
eqquivalent (fre) for all general medical pracritioners (excluding GIP*
retainers). Between Scprember 2002 and September 2003 the
increase was 1,037 (fre) (3.6 per cent) and berween Seprember 2003
and Seprember 2004 the increase was 985 {fic) (3.3 per cent).

Met:

Based on the Seprember 2002 census data there was an increase of
1639 (fee), 2,089 (headeount) pracrice nurses berween Seprember
1998 and Seprember 2002, Berween Seprember 2002 and Seprember
2003 the increase was 969 (fie) and 684 (headeount), and berween
Seprember 2003 and Seprember 2004 the increase was 596 (fve) and
477 (headeount). There are now 13,563 (fie) and 22,144
{headeount) practice nurses employed by GP practices.

Met:

Year-end 19992000 indicated that 598 improvements had been
made, and year end 200001 indicated a further 566. The PSA arge
was, therefore, met a vear early with 1,164 improvements havi

taken place by April 2001. A toral of 2,648 schemes were complened
by March 2005,
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Departmental Public Service Agreement Targets Analysis — Targets Already Achieved

PSA Target

Target 11:
Connect all GP surgerses which use clinical
computer systems 1o the MHSnet by the end of
tﬂﬂg:md all orher surgeries by the end of 2002,
so that more information and services can be
offered closer to people’s homes. As ar Movember
1998, less than 10 per cent of GP practices were
directly connected o NHSnet,

Target 12:

Imiprove I:htjlu“l}' and effectivencss of
rreatment and care in the WHS by establishin
the Marional Instinure for Clinical Excellence E:r
1 April 1999, with a view to it producing ar least
30 appraizals of new or existing rechnologies per
annum and guidance from 2000-01. The impact
of the appraisals and guidance will be assessed by
the use ﬁlm:ﬁuman:e inclicators,

Target 13:
Improve the responsiveness of NHS services by
tzking account of the views of patients and other
users obeained through annual surveys of pasient
and carer experience. Surveys of different client
groups and services will be repeared ar
appropriare intervals. The first survey focuses on
E-.Huiml experience of both general pracrice and
aspital services and started during 1998,

Target 14;

Achieve efficiency and other value for money
gains in the NMHS equivalent ro three per cenr
per annum of health authoricy unifi
a year for the nexr vhree years.

Target 15:

The Department 1o ensure thar all WHS truss
ser a rarger of ar beast three per cent in 2000-01
for procurement savings and thar delivery of
these savings is monitored,

Target 16:

Increase che average generic prescribing rare of all
ﬁittit‘rs in England o 72 per cont h}-r‘lht: end of
March 2002, compared 1o the position at the
quarter ending September 1998 of 63 per cent.

Target 17:

Maowe at least half of those pracrices with a
generic prescribing rate eurrently below

40 per cent 1o above thar level by the end of
March 2002, from a baseline of 598 practices
< 40 per cent to 295 practices < 40 per cent.

Target 18:
A 50 per cent reduction in prescription char
Eiﬁ;?‘[umnpawd o 1998 bevels) by the end of

Target 19;

£15 million savings from action on contractor
fraud (representing £6 million in cash recoveries
and £9 million in prevention savings) over the
period 19992000 to 2001-02,
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allocations:

Measure

Percentage of G
surgeries connecied o
MHSnet.

Mumber of appraisals
of new or exisning

technologies.

HResults of Surveys.

Overall delivery of
PSA targers.

Assessed ac part of the
national Hncy
rargets {unit coses) and
calculated on a
regional basis.

Percentage generic
pmibingﬁm of G

praciices,

Proportion of GP
pracices with a generic
prescribing rate ﬁm
40 per cent maoved
:t.b'n'ﬂt -ill per CETHE,

Percentage reduction
in presenprion charge

CVASION.

Inerease in amount
from action
on contracior fraud
reduction in
rmoncy bost throu
prescriprion frauc
perpetrated by NHS

CONIRICION,

Progress

Met:

Virtually all eomputerised GP practices have now been connected 1o
MHSner. Waork is now underway on a New Mational Merwark (3)
1o replace MHSnet, W3 is a broadband nerwerk ro link all NHS
ergamsations in England. N3 will increase the number of sites served
from 10,000 to 18,000 and will significantdy speed up the transfer of
clinical dara berween NHS organizations. Connections to M3
commenced in 2004,

Met:

Berween its formation in 1999 and 2003, NICE undertook and

completed 73 technology appraisals or reviews of rechnology

appraisals. many of which covered more than one technology.
tiﬂghl:hl.- same period, NICE completed cight inherited guidelines,

and published three pieces of cancer service guidance and eight

clinical guidelines.

In 2004, NICE published 13 rechnology appraisals (including one

review), 15 clinical g;id:]incs and three pieces of cancer service

guidance. A further 22 technology appraisals, nine clinical guidelines

?ﬂtiof;u; picees of cancer service guidance are due ro be published

in :

Met:
See current progress PSA (SR 2002) Target 5.

Met:
The best measure of health authoriny efficiency is the extent w which
ather argets have been achieved.

Mew and on vilue for money is reported in ter 2
under Pgi {51 ) Targer 12. e
Met:

NHS wrusts had their non-pay budgets reduced by an equivalent

amount. The NHS Purchasing and Supplies mronitred

delivery, in conjunction with the Audit Commussion. A on

%uimul reference costs is in chapoer 2 under F5A (SR ZW
arger 10

Met:

In 2002, 76.0 per cent of prescriprion items dispensed in the
community in England were written generically.

In 2002-03, the generic prescribing rate was 76.4 per cent.
Sinee then the Department no longer monisors this target.

Met:

75 practices < 40 per cent, December 2000 dara.

34 practices < 40 per cent, April 2002 1o Janwary 2003 data.
The Department no longer monitors this targer.

Met:

Berween 1998-99 and 2002-03 losses from patient prescription
charge evasion has fallen from £117 million per year 1o million.
This major reduction easily exceeds the 50 per cent target.

Met:

Berween December 1998 and February 2002, £7.47 million was
recovered from action on contractor fraud. Prevention savings of
£33 million have been made between December 1998 and
March 20032,




Departmental Public Service Agreement Targets Analysis — Targets Already Achieved

PSA Target

Target 20:

Promote independence by reducing nationally
capira rate of growth in eme

admistions of people aged over-75 1o an annual

average of three per cent over the five years up o

2(M12-03, compared with an annual average rare

of 3.5 per cent over the last five years.

Target 21:

Improve the delivery of appropriate care and
treatment 1o paticnts with mental illness who are
discharged from hospital and reduce the national
average emergency psychiamc re-admission rare
by rwo n:cnmg:n!;uinu by 2002 from the
1997-94 baseline of 14.3 per cen,

23:
Achieve efficiency and ather value for money
gains in personal social scrvices ¢ iture
e%iwlm: of two per cent in 19992000 and
2000-01 and three per cenr in 2001-02.

Target 23
Prevent the unnecessary loss of independence

amongst older people by, as a first step, puttin

in place action plans in all local authorities, 1o
jointly agreed with the NHS and ather i-:;:l
Partners, covering prevention services, including
respite care, by ber 1994,

Target 24:
Improve the contnuity of care given o children
fl“h;icd after by local authorities by reducing o
ne more than 16 per cent in all authorities, the
ion of such children who have three or
more placements in one year by March 2001, As
many as 30 per cent of children currently
experience rﬁtm or more plicements per year in
some authorities, within a national average of
20 per cent.

Target 25:

Im the educational artainment of children
hum’:ﬁrrby local authorities, by increasing o
ar beast 50 per cent by 2001 the propartion o
children leaving care aged 16 or above with

a GCSE or G gqualification and ro

75 per cent by 2003. Dara published for the first
time in Ohcrober 2000 set a baseline figure of
3 per cent.

Target 26:

By 2004, the proportion of children aged 10-17
and looked alJ::r continuoisly for a least a year,
who have received a final warning or conviction,
should be reduced by one third i%nm Seprember
2000 position. To reduce the proportion from
10.8 per cent to 7.2 per cent.

27
e the proportion of children who are
re-egistred

on the child protecrion rer by
110 per cent by 2002 from the hﬂdinr:ﬁfr the

tyear ending March 1997 of 18 per cenr of

El;ild:tnmﬂudlitd pm[mi.untl_ ister
ing re-registered (i.c. tanget of 17.2

rc—mgis.r.rariffmmbcrcﬂnd by 2002).

oent

Measure

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

A.vcr:l.gc Eme

by
peychiaenc admission

Fare.

Value of efficiency and
other value for money
SAVings.

Percentage of local
authorities with acrion
plans.

Percentage of
authorities with more
than 16 per cent of
rﬂ:il:lmnﬁfmknd afrer
whi have three or
maore placements.

The pereen of
children Ica':igntg cane at
age 1o+ witha GCSE
or GHNVO
qualificasion.

PAF Performance
Indicarar C18, which
compares the
prevalence of final
wv.m.ing; and
COMVICIINS Ao,
looked after children
with their peers.

The rien of

chi urzpl:gistumd
during the year on the
Child Prorection
Register who had been
previously regisrered.

Progress

On course:

Frc-_rn year-end 1997-98 1o year-end 2000-02, annual average per
capita growth rate of emergency admissions of people aged 75 and
over was (L8 per cent.

Target has been revised — see PSA (SR 2000) Targer 6.

MNearly met:

hiatric re-admission rate in 2000-02, the lasr year dara was
collected on re-admissions within a ™0 day basis, was 1.7 per cent
narrewly missing the sarget by 0.4 percentage poins. Implementation
of new service models, such as assertive outreach, arly intervention
and crisiz resolution, means that further falls in re-admission rates ase
expected, though changes in dara definition and sources do nor allow
comparison with earlier years.

Hearly met:

The estimared efficiency gains for the three years were 2.1 per cent,
1.3 per cent and 2.5 per cenr, wotalling 7.1 per cenr against a
threc-year targee of 7.2 per cent. For 2002-03, there was no targer as
such, but th:%cwicc Dielivery Agreement included an expectation of
E.ifcr cent efficiency gains. Estimated gains of 2.0 per cent were
made, mcaningth:ut the four vear roral was 9.2 per cent, just thorn
of the cumulative targetfexpectation of 9.8 per cent.

Met:

All local authorities had action plans in place by Ocrober 1999 in

El:'mrriluhrx with the terms of the “The Promaring Independence
rant’.

nsibiliry for PSA Targets 24-26 (CSR 1998) now lies with
DIES following “Machinery of Government” changes.

Responsibility for PSA Targets 24-26 (CSR 1998) now lies with
ngfnlln‘wing “Machinery of Government” changes,

nsibility for PSA Targets 24-26 (CSR 1998) now lics with
DHES following “Machinery of Government”™ changes.

Met:
Druring 2002-03, there were 13 per cent re-registranons.
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Departmental Public Service Agreement Targets Analysis — Targets Already Achieved

PSA Target

Target 28:

Achieve efficiency and other value for money

gﬂins in Deparrmental operations equivalent of
.5 per cent in 1999-2000, 2000-01 and

2000102 while fulfilling the Deparmments
basiness plan within the running costs el

(measured by the annual rare of gain).

Target 30:
T continue o larty and systematically
review services ;neﬁun rations over a five-year
riod, in line with Governmenr policy in the
ndbook Berver Qualiny Services. Ie will agree a
programme by Scrﬁmmhrr 1941, serting our
which services will be reviewed each year, with
the intention to review at least &0 per cene of
services by March 2003,

Target 31:

To pur forward proposals by 31 March 1999, an
micasures to increase the propomion of the
Diepariment’s business undertaken electronically
in line with the Government’s commitment to
increase such business to 25 per cent by 2002,

Target 33:
Tio propose targets for reducing saff sckness
absence as agreed with the Cabiner Office.

Target 34

The Department of Health will also be mking
weps o improve the effectivencss of internal
purchasing, based on the recommendations of
the C5R report on improving civil rnment
procurement. Mew I'T systems will be introduced
to improve procurement, and better training and
guidance will be given to staff, Key targers are:

a) Decisions on best use of the Government
Procurement Card in the Department by
January 1999,

b) Creation of a procurement dambase giving
information on suppliers wo the Department
oof Healrh staff by March 1999.

€ Creation of a website giving informarion on
Diepartment of Health procurement
suppliers by December 1999,
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Measure

Delivery of the
Business Plan
abjectives within the
FURRNIE COSts
sertlement.

Pﬂcm!:lst of services

Percenrape of business
undertaken
elecrronically:

The number of sick
days per staff year.

Drecision made within
time scabe.

Establishment of a
database onto which
suppliers can enter
details throwgh the

Interner.,

Establishment of a
i i
accessible, by suppliers,
through the Tnterner.

Progress

Mt

The Department met its Business Plan objectives within the
three-year running cost settlement agreed. A new value for money
target is given in chaprer 2 PSA (SR 2000) Targee 12,

Partly met:
Specific Better Quualivy Services reviews were overtaken by a
fundamental review of services and acrivitics within :h.t%an:m:m
carried out in the spirt of BOS, which generated a programme of
incremental and on-going change thar gnm on our Delivery
Contract and aims 1o improve efficiency and effectiveness,

Matk:

There were onginally 41 Electronic Service Delivery (ESD) services
identified by the Department as suiable for electronic delivery and
progress [?xlm are made on a quarterly basis o the Office of the
thEnmf.mwzﬂ-;:‘ﬂthm m:Jn: lnnsﬁ:md [ d:: Hnmn; Ofice in
March 2002, and are no longer ¢ nsibili the Dieparument
of Health. A third was paaegtm lht% o lrrhpril 2003. Five
addinonal services have been added: of the current toral of 43 key
ESDD services, some 49 per cent (2 toral of 21 services) are able to be
delivered elecrronically as ar 2 February 2005, A further nine services
are planned to be e-enabled during 2005.

Met:

The Department agreed with Cabinet Office and the Treasury rargers
for reducing ies bevels of sickness absence, We aimed 1o bring the
absence levels down 1o 7.9 days per staff year by 2001 and o
6.8 days per staff year hrlﬂﬁf

In 2002, the average sickness absence working days per seaffoyear was
4.7. This low figure may indicase a bevel of under-reporting. To hel
combar this, the Department introduced a new, m'mu accessih
electronic system for reporting sickness absence in April 2003. The
2003 figure increased o 5.41;'5. Further work will ke place during
2005 to improve data systems, reporting rares and amendance.,

Met:
Fallowing a pilor scheme, the Government Procurement Card & now
available to all cost centre managers within the Deparement.

Mt Late:
Databuase was established by Apeil 2000,

Met:
Website wenr live in December 1999,



Departmental Public Service Agreement Targets — SR 2000

PSA Target

1

m:c substangially the martality rates from
major killers by 2010: from circulatary disease
by ax beast 40 per cent in people under-75; from
cancer by ar least 20 per cent in people
under-75; and from suicide and undetermined
injury by at least 20 per cent. Key to the delivery

this target will be implementing the Marional
Service Frameworks for coronary 1 discase
and mental health and the NHS Cancer Flan,

Target 2:

Our objective is to narrow the health gap in
childhood and throughour life berween
socio-economic groups and berween the most
deprived areas and the rest of the counrry.

i ; were annennced i

FATgEI
2001 (based on 1997-99 frgures):

Starting with children under one year, by 2010
to reduce by at beast 10 per cent the gap in
mortality beoween routine and manual groups
and the population as a whale,

Starting with local authorities, by 2010 1o reduce
boy ax bease 10 per cent the gap berween the
quintile of arcas with the lowest life expecrancy
at birth and the population as a whole,

achieving a lexcal conceprion reduction
i?rgus, mnrgdtil;::dht matiodal ulf'nd.:rrlﬂ:
conception mte by 15 per cent by 2004 and
50 per cent by 2010, while reducing the level of
ine:ll;dir}' in raics berween the worst Afth of
warids and the average by at least a quarter.

Target 3:
Pagients will recenve trearmient ar a time tha suits
them in accordance with their clinical need: rwo
thirds of all ourparien appointments and
inr?ticm elective admissions will be pre-booked
by 2003-04 on the way 1o 100 per cent
pre-booking by 2005,

a4;
m the maximum wait for an outpaticns
appointment to three months and the maximum
wait for in-patient rreatment to six months by
the end of 2005.

Target 5:
T secure year-on-year IMProvements in paticnt
satisfaction/experience, including:

Standards of cleanliness and food. as measured
by independenty audived local surveys.
PALs coming an-stream (by end April 2002).

Measure

Dreath rare from
circularory disease
amangst people aged
under-75.

Dieath rate from cancer

AN le
ulu.irrl-;;"ffmp s

Death rare from
intentional self harm
and njury af
undetermined intent,

Mortalicy in infancy by
social class,

Life expectancy by
local authority.

The under-18
COTCCPLION Fac.
(MNumber of
CONCCPLIoNS 1o
under-18 year-olds,
thousand females

aged 15-17),

DH monthly central
dara collection from
January 20003,

rsedes the
Maodernisation Agency
monthly project
PIOTEsS reports.

Mumber of patienis on
NHS wairing lists.

Resules of Surveys
Findings of Surveys

‘converted into
summer 20412
Performance Rarings,

Patient pros 1% B
Findings used Inc:lb;ﬁ

nationally and within
cancer metwarks.,

Progress

See PSA (SR 2002) Target 6 and 7 (part).

Infane moreality
See PSA (SR 2002) Targes 11.

Life expecrancy
See PSP:CESR 2002) Targer 11.

Under-18 conceprion rare — on courde:

See PSA (SR 2002) Target 9 (parn),

See PSA (SR 2002) Target 4.

Sce PSA (SR 2002) Target 1.

Surveys, Cleanliness, Hospital Food, and Housekeeping -
see PSA (SR 2002) Target 5.

Patient Adwvocacy Liaison Services (PALs) — 100 per cent of Trusts
now have PALs in place,
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Departmental Public Service Agreement Targets — SR 2000

PSA Target

Target &
Provide high quality pre-admission and
rehabilitaton care to older le 1o help them
live as independendy as pom by reducing
prm'mllainjn' h:mﬂ: i.!i.ﬂll'nn i.lid :mur'mg_
year-on-year reductions in delays in moving

e over-75 on from hospital. We expect at
cast | 30,000 people to benefir and we shall
monitor progress in the Performance Assessment
Framework,

Target 7:

Improvee the life chances for children in care by:

Improving the level of educarion, training and
employment outcomes for care leavers aged 19,
so that levels for this group are ar least 75 per
Cent :‘rflha;r:uhinn:lfh}- all young people in the
same area by March 2004,

Improving the educational arrinment of
children and young people in care by increasing
from 4 per cent in 1998 ro 15 per cent by
2003-04 the proportion of children leaving care
aged 16 and over with 5 GUCSEs an grade A®C,

Giving them rhe care and guidance needed o
marrow the gap in offending berween looked
after children and their peers. By 2004, the
proportion of children aged 10-17 and looked
afrer continuously for ar least a year, who have
received a final warning or conviction, should be
reduced by one third from September 2000
position. This provides a targer o reduce the
proportion from 108 per cent to 7.2 per cent.
['his target has alio been adopred as part of the
Department of Healths SR2002 PSA rarger.

Maximising the contriburion adoption can malke
to providing permanent familics for children,
without compromising on quality, so
faintaining current levels ulfadnp:iln.- placement
stabilicy. Specifically, by bringing councils'
prastice up o the level of the best, by 2004
= to increase by 40 per cent the number of
looked afrer children who are adopied, and
aim o exceed this by achieving, it possible,
a 30 per cent increase, up from 2,700 in
1999 2000;
=ty increase w 95 per cent the proportion of
looked after children placed for adoption
within 12 months of the decision thar
adoption is in the child's best interests, up
from 81 per cent in 2000-01.
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Measure

i} Reducing

reventable
Eu&piﬁliu:iun:
reducing growth of the
per capita rate of
emergency admissions
and ensuring that the
rate of emergency
re-admissions within
28 days of discharge
from hospital does not
Increase,
1} Reducrion in delay:
reduction in the
average number of
beds accupied by
people aged 75 and
aver who have their

discharge delayed.

The percentage of
ermployment trining
or education aml:ln?[
young people aged 19
who were looked after
by councils on 1 April
in their 17th asa

rcent all you
E‘ﬂ ke :ﬁht&mﬂ':t:;:g
in I AT,

‘I::I dara wliwlt:iun -
the percentage o
children ka\ﬁg care ar
16+ with 5 or more
GOSEs ar grade A™-C.

Youth Offending.

PAF C18: Final
Warnings and
Convictions of

Children Looked After.

The number of looked
after children adopred
during the year,

The percentage of
rhmzpfmlud EE:r:r
s i
wring the
year who wrcgplan:cd
for adoption within
12 months of the best
innerest decigion,
{Measured wsing AL
ata collecsian,
The percentage of
lhmrpchmk«ed?ﬁﬂ
children whose
placement for
adoprion ended during
the year a5 3 result of
an adoprion order
being made, (Meusured
thrasgh the S50 903

FetrrnL )

Progress

Emergency Admissions - met

In 2002-03, the marget for Em:r;mcy Admissions, Delayed Transfer

of Care and Emu:rﬁnq Re-admissions shifted from being for

over-75s to being for parients of all ages.

The number of admissions is estimared to be B8.6 admissions af

Elimrs of all ages per 1,000 populaticn jn 2004-05, This estimare is
on the laresr admissions dara and the baresr available mid-year

2003 population estimate.

Delayed transfer of care and re-admissions = met:

Both elements of chis targer have met.

Berween Diecember 2004 and December 2005, the rtion of
“acure’ beds aceupied by patients aged over-75 fonlgi: the patient’s
wransfer was delayed decreased 0.1 percentage points from 1.7 per cent
1o 1.6 per cent.

Berween December 2004 and December 2005, the rtion of
‘acute’” beds occupied by patiens of all ages for whicnmpuim:’;
transfer was delayed decreased L2 percentage points from 2.3 per cent
1 2.1 per cent.

The rare of Emergency Re-admissions within 28 days for patients of
all ages for October 1o December 2005 was 6.7 per cent.

Responsibility for PSA Target 7 (SR 2000) now lics with DFES
following * inery of ent“changes.



Departmental Public Service Agreement Targets — SR 2000

PSA Target

Target 8:

Imdm the participation of problem drug users
in drug mearment programmes by 55 per cent by
2004 and by 100 per cene by 2008 and increase
year-on-year the proportion of users successfully
sustaining or completing training programmes.

Target o
Guaranteed aecess o a primary care professional
within 24 hours and to a primary care doctor
within 48 hours by 2004,

Measure

Returns from the
Matkonal Drug
Trearment Monitoring
Syaremn, which
prn'-'idﬁ dmiLs on |;|1,c
number of drug
Misusers mi:ning
Ireaimen.

PCT pr novwards
mceting the tanget is
mﬂsu'?ﬁ.l thmﬁ the
SaFFR process and will
be reflected in the
PCT star ratings.,

The SaFFR
incorpaorates the
Primary Care Access
Survey which requires
TS to coneact all of
their practices on a
specific day to monitor
the natonal access

LAFgEL.

Annex F

Progress

See PSA (SR 2002) Targer 10.

See P5A (SR 2002) Targer 3.

Departmental Public Service Agreement Targets — SR 2002

PSA Target

IIE:I 5

Enhance accountability to patients and the
public and secure sustained national
IMPIOVEMENs in paticnt cxperience as measured

by independently validared surveys.

&
mﬁ: substannally the mormality raves from the
major killer discases by 2010: from heart disease
by at least 40 per cent in people under-75; from
cancer by at least 20 per cent in people
under-73.

Measure

Results of surveys
administered by the
Healtheire
Commission.

Death sace from hear
disease, srrokes and
relared illnﬁ:;‘l& s
amongst people
under-75.

[earh rare from cancer

amongt people aped
under-75.

Baoth using mortality
STATISTICS
standardised to allow
for changes in the
age structure of the

population.

Progress

Enhanced accountability

To conclude our review of Patiene and Public Invalverment (PPI), we
have established an Expert Panel 1o consider the evidence collected so
far on how the arrangements for ensuring a strong bocal voice in
healch and social care can be strengthened.

The group, who are all experienced in the field of empowering peaple
o get involved in local decision-making, will meet twice ro hfla]r l'rgm
a range of witnesses. They will then make final recommendarions o
Ministers abour the furture direction of patient and public
involvement in the MHS, These recommendations will be based on
the Pﬁ"‘i{llhﬁ set out im the Whire Paper, “Owur Health, Our Care,
Our Sy will also build on findings from patients’ experiences
and user involvement in health and socal care, and the specific work
of Pagient Forums and Owverview and Seruting Commitrees.

The Panel will make their final recommendations ar the end of April.
Surveys: on course,

Sce SR 2004 PSA warger 7.

O course:
Sec SR 2004 PSA target 1.
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Glossary

A&E

Accident and emergency services.

Acute Services

Medical and surgin:.ﬂ INIErvenmons prm'ig‘lm:l in huspimls.

Accruals accounting

Accruals accounting recognises asiers or fabilitfes when goods or
services are provided or received — whether or not cash changes
hands ar the same time. Also known as “the marching concept”,
this form of accounting ensures thar income and expenditure is
scored in the accounting period when the “benefit” derived from
services is received or when supplied goods are “consumed”, rather

than when payment is made.

Alternative Provider of Medical Services
(APMS)

Under nGMS contract arrangements, this is one type of contract
Primary Care Trusts (PCTs) can have with primary care providers.
This conerace is particularly designed to bring in new types of

provision such as social enterprise and the voluntary secror.

Annually Managed Expenditure (AME)
In agreeing the longer-term Departmental Expenditure Limit (DEL)
with the Treasury, it will be found that some areas of a government
department’s expenditure may be less predictable and liable 1o
fluctuare more in the period covered by the DEL. Because a
shorter-term view will be |'n|uin::d n such areas, a separate, annual
spending limit, will be imposed in such areas. Subhead: containing
this sort of expenditure will be outside of the DEL and caregorised
scparately as Annually Managed Expenditure (AME).

Arm'’s length bodies (ALB)

Are stand-alone narional organisations sponsored by the
Department undertaking national functions. There are three main
types of ALB:

Execurive Agencies;
Execurive Non-Deparrmental Public Bodies; and,

Special Healeh Authoriries.

Atkinson Review

Review of the measurement of Government ourpur and
productiviry:

Capital

Expenditure on the acquisition of land and premises, individual

warks for the provision, adapration, renewal, replacement and
demolition of buildings, items or groups of equipment and
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vehicles, etc. In the NHS, expenditure on an item is classified as
capital if it is in excess of £5,000,

Capital Charges

Capital charges are a way of recognising the costs of ownership and
use of capiral assers and comprise depreciation and interest/target
return on capital. Capital charges are funded through a circular

How of money berween HM Treasury, the Department of
Health, PCTs and NHS trusts.

Central Health and Miscellaneous
Services

These are a wide range of acrivities funded from the Deparment
of Health's spending programmes whose only common feature is
that they receive funding direct from the Department of Health,
and not via PCTs. Some of these services are managed directly by
Departmental staff, others are run by non-Departmental public
badies, or ather separate executive organisations.

Community Care

Care, particularly for elderly people, people with learning or
physical disabilities or a mental illness, which is provided ourside
a hospital setting, i.e. in the communiry.

Consolidated Fund

The Governmenr's general account ar the Bank of England. Tax
revenues and other current receipts are paid into this Fund.
Parliament gives statutory authority for funds to be drawn from
the Consolidated Fund to meet most expenditure by the
Covernment.

Corporate governance

System by which organisations are direcred and controlled.

Cost of Capital

A charge on the value of assets tied up in an organisation, as a
measure of the cost to the economy.

Credit Approvals

Cenrral Government permission for individual local authorities o
barrow or raise other forms of credit for capital purposes.

Departmental Expenditure Limit (DEL)

The DEL is the annual spending limit imposed on a government
department arising from its agreed, longer-term fnancial
settlement with the Treasury. (See ale Annually Managed
Expenditnre (AME)).




Depreciation

The measure of the wearing out, consumption or other loss of
value of a fixed asset whether arising from use, passage of time or
obsolescence through technology, and marker changes.

Distance from target

The difference between a PCT's allocation and its targer fair share
of resources informed by the weighted capitation formula.

Drugs Bill

Drugs bill gross expendirure is the cash amount paid to contractors
li.e. pharmacists and appliance contractors, dispensing doctors and
non-dispensing doctors in respect of personally administered irems)
for drugs, medicines and cerrain listed appliances which have been
prescribed by NHS practitioners. Net drugs bill expendirure is less
Pharmaceutical Price Regulation Scheme (PPRS) receipts.
Funding is subject o local resource limits and forms part of PCTS
HCHS discretionary allocarions.

Estimated Outturn

The expected level of spending or income for a budger, which will
be recorded in the Department’s Accounts.

Estimates
See Supply Fstimates.

European Economic Area

The European Community countries plus Norway, Ieeland and
Liechtenstein.

Executive Agencies

Executive agencies are self-contained units aimed at improving
management in Government. They carry our specific executive
functions on behalf of the parent Department within an
operational framewaork agreed by Ministers.

External Financing Limits (EFLs)

NHS rrusts are subject to public expenditure controls on their
spending. The control is an external financing limic (EFL)
issued o each NHS truse by the Department of Health. The EFL
represents the difference berween the resources a trust can
generate internally (principally retained surpluses and depreciation)
and its approved capital spending. If its internal resources are
insufficient to meet approved capital spend then it is able to 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 trust’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 set centrally by the
Department of Health with the exception of nGMS contracts
which are derermined by the various representatives of the
relevant professions in consultarion with the Department, and are
administered locally by PCTs, and PDS contracts which are agreed
locally berween contractors and PCTs. Funding of FHS services,
with the exception of nGMS contract arrangements and PDS
contracts, is demand led and not subject to in vear cash limits at
PCT level, though FHS expenditure has to be managed within
overall NHSresources.

New GMS GPs' contract funding arrangements are covered ar
practice level covering GI* pay, reimbursement of practice staff,
premises and 1T including the cost of non-dispensing docrors
personal administration ete. All of which are funded within the
PCTs" (Unified Budget/HCHS) discretionary allocarions.

DS contracts are also managed within PCTS' discretionary
allocations. From 1 April 2006, full local commissioning for all
primary care dental services will be introduced, with all current
GDS services also transferring to new contracts managed by PCTs
within delegated discretionary allocations.

General Dental Services (GDS)

The GDS offers patients personal dental care via General Dental
Pracutioners (GDPs), who work as in:l:‘pv:ndm{ contractors from
High Street and local surgeries. Although the GDS is administered
by PCT5 as part of the Family Health Service, GDPs are engaged
under a uniform national contracr. Funding is provided from the
national demand led or l:on-dia&:mti::nnr}' hudgﬂ, and iz not
subject ro 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 into account the income
from dental charges collected from parients.

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 examinarions, offering appropriate
examinations and immunisations.

The introduction of the new General Medical Services (nGMS)
contract represents a fundamental change in the way in which
practices are incentivised ro deliver parient care. Whilst it retains
the independent contracror status for GPs, it moves away from
remunerating individual decrors to a practice based contract.
All funding for these are covered through PCTs Unified Budger
allocations.
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The new contract will provide a range of new mechanisms allowing
practices greater flexibiliry in determining the range of services they
wish o provide, including rewards for delivering clinical and
organisational quality, modernisation of GP Infrascructure
including premises and IT and unprecedented levels of investment
through the Gross Investment Guarantee. All these mechanisms
are designed ro deliver a wider range of quality services, for paricnts
empower patients to make best use of primary care services.

See Also Alrernative Provider of Medical Services (APMS) and
Primary Medical Services (PMS).

General Ophthalmic Services (GOS)

The GOS offers priority groups of patients free NHS sigh rests
or vouchers to help with the purchase of glasses. NHS sight rests
are mainly available to children, people aged 60 or over, adulis on
low income, or people suffering from or predisposed to eye disease.
NHS oprical vouchers are mainly available for children, adules on
low incomes, and those who need certain complex lenses.
services are provided by optometrists 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 conrract. Funding is provided from the
national demand led or non-discretionary budger, and is not
subject o local resource limits and does not form part of a PCT’s
HCHS discretionary allocation.

Gershon Review

Efficiency review of Whitehall departments leoking ar common
core functions,

Green Paper

Consuleation document issued by a Government depariment.

Gross Domestic Product (GDP) Deflator

The official movement of pay and prices within the economy that
is used for expressing expenditure in constant (real) rerms.
The series is produced by HM Treasury, and the one used in this
report is that published at the April 2004 budget.

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 TCpOrT, since it
is the part of the rotal 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 interests,
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Healthcare Resource Groups
Grouping of similar clinical procedures that require approximarely
similar levels of resource input.

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 activities such as
R&D and education and training purchased centrally from central
budg::ts.

Independent Sector Treatment Centre

The independent sector treatment centre programme provides the
NHS with extra capaciry quickly, and urilises the talents of some
of the world's leading independent healthcare companies o deliver
high quality care for NHS partients.

In-patient

A person admirted on to a hospital ward for trearment.

NHS Foundation Trusts

NHS foundation cruses (NHSFTS) are independent Public
Benefir Corporations autherised to provide goods and services for
the purposes of the health service in England. NHSFTS are free
standing, not for profit healthcare organisations. They remain
firmly parc of the NHS and are subject to NHS standards,
performance ratings and systems of inspection. However, NHSFTs
are controlled and run locally, not nationally.

The Secretary of State for Health does nor have the power to direct
NHSFTs. NHSFTs 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 also
represented on the Board of Governors. Moniror (the staturory
name of which is the Independent Regulator of NHS Foundation
Trusts) authorises NHS trusts as NHSFTs and ensures they abide
by their terms of authorisation (‘licence’ 1o operate) and the
legislation. Accountability for NHSFTs is ro local people,
commissioning PCTs, Monitor and to Parliament, rather than to
central Government,

NHS LIFT

NHS LIFT stands for NHS Local Improvement Finance Trust.
A local LIFT will build and refurbish primary care premises which
it will own. Ir will rent accommodation o GPs on a lease basis
(as well as other parties such as chemists, opticians, dentists etc).



- NHS Trusts

: INHS trusts are hospitals, community health services, mental health

services and ambulance services which are managed by their own
boards of dircctors. NHS trusts are part of the NHS and provide
services based on the requirements of patients as represented by

> PCTs and GPs.

}
- National Insurance Fund

The statutory fund into which all National Insurance contributions
payable by employers, employees and the self-employed are paid,
and from which expenditure on most contributory social security

'? benefits is met. The NHS also receives an element of funding

from this.

Natmna! Service Framework

National Service Frameworks (NSFs) are long-term strategies for
improving specific areas of care. They ser measurable goals
within set timeframes, Each NSF is developed with the assistance
of external stakeholders in groups which usually conrain health
professionals, service users and carers, health service managers,
partner agencies, and other advocates, adopting an inclusive process
to engage the full range of views.

Non-Discretionary

Expenditure thar is not subject to a cash limit, mainly ‘demand led’
family health services, including the remuneration of general
medical practitioners, the cost of general dental and ophthalmic
services, dispensing remuneration and income from dental and

prescription charges.

Operational Capital

Operational capiral is used to maintain NHS organisations’ capital
stock to a minimum standard, as well as for minor d:winpmcntﬁ
and equipment replacement.

It was referred to historically ro as ‘block capital’ and since
2003-04, have been allocated directly to NHS trusts and PCTs,

The allocation uses a formula that is depreciation based and takes
into account the levels of building and equipment stock.

Outpatient

A person treated in a hospital but nor admitted on to a ward.

Outturn
The actual year end position in cash terms.

Payment by Results (PbR)
A financial framework in which providers are paid according to the
level of activity undertaken. Payment is based upon a national rariff

system.

Performance indicator

A benchmark measure against which an individual organisation
is compared.

Personal Dental Services (PDS)

PDS offers patients personal dental care equivalent to that
provided by General Dental Practitioners within the Family Health
Services, bur within a more flexible framework of local
commissioning. PCTs can contract with practitioners or other
providers to provide patient services bur are free to negotiare and
sef contract terms which best suir local circumstances and
prioritics. Where services have converted from GDS conrracrs, a
wransfer is made on an annual basis from the General Dental
Services non-discretionary budget and allocared to the individual
PCT's discretionary budger, PCTS can also commit other funding
from their HCHS discretionary allocations or integrare more
specialised elements of former lf'.ummunit:r Dental Services into
PDS schemes. Gross expenditure represents the toral cost of the
service; net expenditure represents the proportion of total costs met
by the NHS after taking into account the income from denral
charges collected from patients.

Personal Medical Services (PMS)

A PMS conrtract is locally agreed berween the commissioner and
the provider. This means that primary care service provision is
responsive 1o the local needs of the population. As a result, PMS
has been successful in reaching deprived and under-doctored arsas.
Many PMS pilows focus on the care of vulnerable groups,
including homeless, ethnic minorities, and menually 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 commir other funding for PMS pilots, as appropriate,
from their HCHS discretionary allocations.

Personal Social Services (PSS)

Personal care services for vulnerable people, induding 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 elderdy, home help and home care services, and
social workers who provide help and suppore for a wide range of

people.

Pharmaceutical Services (PhS)

Pharmaceutical Services cover the supply of drugs, medicines and
appliances prescribed by NHS practitioners. Gross PhS
expenditure includes total drugs bill costs (see Drugs Bill
definition) and dispensing costs.. Dispensing costs is the
remuneration paid to contractors for dispensing prescriptions
written by WNHS practitioners. This includes payments 1o
pharmacists and appliance contractors, dispensing doctors and
non-dispensing doctors in respect of personally administered irems.
Met PhS expenditure is the gross expendinure less associated income
from prescription charges.

As stared in the drugs bill, definition funding for the toral drugs
bill is subject to local resource limits and forms part of PCTs'

HCHS discretionary allocations. However, funding for dispensing
costs is provided from the national demand led or
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non-discretionary budget, and is not subject to local resource limirs
and does not form part of a PCT's HCHS discretionary allocation.

Primary Care

Family health services provided by family docrors, denrists,
pharmacists, optometrists, and ophthalmic medical practitioners.

Primary Care Trust (PCT)

Primary Care Trusis are responsible within the resources available
for h.ftl'll!:if}'ing the health care needs of its resident popula(i:un, and
of securing, through its contracts with providers, a package of
hospital and community health services to reflect those needs.
PCTs have a responsibility for ensuring satisfactory collaboration
and joint planning with local authorities and other agencies.

Primary Care Trust Medical Services

Under nGMS contract arrangements, this is PCT provided
medical services and is a route wo provision of primary medical
services where PCT employs the GI%, nurses and others in the
primary health team and is used for providing care where it has not
proved possible o attract GI's 1o open practices

Private Finance Initiative (PFI)
The use of privare finance in capital projects, particularly in relation
to the design, construction and operation of buildings and

SUPPOTT SErVICES.

Provisions

Provisions are made when an expense is probable but there is
uncertainty about how much or when payment will be required,
e.g. esimates for clinical negligence liabilities. Provisions are
included in the accounts to comply with the accounting principle
of prudence. An estimate of the likely expense is charged to the
income and expenditure account (for the Department, 1o the
COperating Cost Statement) as soon as the issue comes to light,
although actual cash payment may nor be made for many years,
or in some cases never. The expense is matched by a balance sheet
provision entry showing the potential lability of the organisation.

Public Accounts Committee

A parliamentary select commirree. Its main role is the examination
of the reports produced by the Compuroller and Auditor General
(CEAG) on his value for money (VFEM) studies of the economy,
efficiency and effectiveness with which Government departments and
other bodies have used their resources to further their objectives.

Public Service Agreement

These are agreed ourpur targets detailing the exact ourcomes
departments will deliver with the money provided.

Real Terms

Cash figures adjusted for the effect of general inflacion as
measured by the Gross Domestic Product deflator.
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Reference Costs

A schedule of costs of healthcare resource groups thar allows direct
comparison of the relative costs of different providers.

Regulatory Impact Assessment

A regulatory impact assessment (RIA) is a shorr structured
document which is published with regulatory proposals and new
legislation. Ir briefly describes the issue which has given rise to a
need for regulation and compares various possible options for
dealing with thart issuc.

Request for Resources (RfRs)

Under the Resource Budgeting system, a Department’s Supply
Estimate will contain one or more requests for resources (RfRs).
Each request for resources will contain a number of Subbeads.
A request for resource specifies the combined cash and non-cash
financing requirement of the Department in order to provide the
range of services contained in its Subheads.

Resource Accounting and Budgeting (RAB)
Finally introduced in full on 1 April 2001, Resource Accounting
and Budgeting (RAB) is a Whitchall wide programme 1o improve
the management of resources across Government. The concepr
deals with the wider issue of the resources available o government
departments and includes consideration of all of their assets and
liabilities and not just the level of cash financing which was the
principal measure used historically.

Resource Accounting comprises:

® aceruals accounting to report the expenditure, income and
assets of 2 department;

® matching expenditure, income and assets (resource

consumprion) to the aims and objectives of a department of the
appropriate financial year derermined by accruals accounting;
and

# reporting on outpurs 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 acriviries.

Revenue

Expenditure other than capital. For example, staff salaries and drug
budgers. Also known as current expenditure.

Secondary Care
Care provided in hospirals.

Social Services

Local authority departments that provide direct services in the
community to clients.




Special Health Authority (SHA)

SHAs are health authoriries which have been set up to take on a
delegated responsibility for providing a national service to the NHS
or the public. They can only carry out functions already conferred
on SofS. They originate under Section 11 of the NHS Act 1977,
which gives Sof$ the power to establish a special body for the
purpose of performing certain specified functions on his behalf,

Specific Grants

Grants (usually for current expenditure) allocated by Central
Government to local autherities for expenditure on specified
services, reflecting Ministerial priorities.

Spending Review

Practice of reviewing and setting Departmental expenditure
plans. Normally conducted every two years.

Strategic Capital

Strategic Capital is allocated to support larger capital projects that
erusts and PCTs cannor afford to fund from :J].'H:r.'tiinn-.ﬂ cﬂpiml.

It was formerly known as ‘discretionary capital’ and is allocated

- directly to SHAs, whose responsibility is to distribute it to cruses

and PCTs according to local prioriries.

The formula is capitation based and, in the main, follows the
revenue resource allocation formula.

Strategic Health Authority

Twenrty-cight new health authoriries, covering the whole of

England, were established in April 2002. They were renamed
Strategic Health Authorities (SHA) by Section 1 of the NHS
Reform and Health Care Professions Act 2002, which came into
force on 1 October 2002, SHAs serve J}upuhri{ms of between
1.2 million and 2.7 million people and have boundaries, which are
aligned with the boundaries of one or more local authoriries, and
which broadly reflect clinical nerworks. As the headquarters of the
local NHS, the Strategic Health Authorities are the main link
between Deparement of Health and the NHS and are responsible
tor ensuring thar all NHS organisations work wogether to deliver
the NHS Plan for modernised patient-centred services. Their main
functions include creating a strategic framework for the delivery
of the NHS Plan locally; drawing rogether local delivery plans, and
performance management, of local NHS bodies; and building
capacity and supporting performance improvement.

Supply Estimate

The rerm is loosely used for the Main Estimares, a request by the
Department of Health to Pacliament for funds required in the
coming financial 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 hm.'-l.dl]-' similar nature. A sub-division of a Class 15 known as
a “Vore” and covers a narrower range of services, The [)-cpartnwnr
of Health has three Votes which form Class [1. Vore 1 covers the

Deepartment of Health and contains two Requests for Resources
(RfRs) = the first covering expenditure on the NHS, the second
other Departmental services and programmes. A Supply Estimare
does not of irself authorise expenditure of the sums requested. This
comes through an Appropriation Act passed by Parliament.

Trading Fund

Trading funds are Government Departments or accountable unirs
within Government Departments ser up under the Government
Trading Funds Act 1973, as amended by the Government
Trading Act 1990. The Acts enable the responsible Minister ro 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 without detailed cash flows passing

thmugh Vote rlcl:mm:'u:g ArFANEEMents.,

Unified Allocation

Before April 1999, Health Authorities (HAs) received SCpArale
revenue funding streams for: hospital and community health
services (HOCHS); diseretionary !'1_|l'm;ji|:]!__r| for gencral practice
staff, premises and computers (GMSCL); and family health
services prescribing. The White Paper. The new NHS: Modern,
Dependable, proposed unifying these funding streams. Since April
1999, there has been a single stream of discretionary funds flowing

through commissioners.

Voluntary & Community Sector (VCS)

Independent organisations thar provide services directly ro the
community and specific client groups.

Vote

See Supply Estimare.

Walk-In Centre

NHS walk-in centres offer the public quick access ro advice and
treatment for minor ailments and injuries. No appointment is
necessary. A key aim of the demonstrator sites is 1o help PCTs
ensure there is adequare local provision to give patients faster access

ta healtheare,

Weighted Capitation Formula

A formula which uses pnpula:inn projections for resident
population which are then weighted as appropriate for the cost of
care by age group, for relative need over and above that accounted
for by age and to take account of unavoidable geographical
variations in the cost of providing services. They are used w
derermine PCTs targer share of available resources.

White Paper

A statement of policy document issued by a Government

department.
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