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Foreword by
the Secretan

It gives me great pleasure to present the
Department’s nineteenth annual report.

The year 2008-09 has been a landmark of
achievement for the NHS and social care; the
culmination of a journey that has benefited from
sustained investment over a number of years. This
investment in capacity and reform has produced a
service that is truly responsive and of high quality,
with patient satisfaction higher than ever before.

Everyone working in the NHS and social care
should feel pride in the scale and breadth of

achievements, a few of which [ highlight below.

In primary care, there have been major
improvements in patient access to GI services.
Thanks to the hard work of GP practices and
primary care trusts (PCTs), the Prime Minister's
commitment in January 2008 that at least 50 per
cent of GP practices in England would offer
extended opening hours has been exceeded. Latest
figures show that 72 per cent of GI practices are
now offering this service.

From 1 April 2008, free choice was introduced in

the NHS. This allows individuals to choose services

from any hospital provider in England that meets
NHS standards and costs, including NHS
foundartion trusts, NHS acute trusts and many
independent sector providers. The Department of
Health has rightly employed a range of media to

ensure that everyone is aware of their entitlement to

choice, and has information to support that choice:

figures for September 2008 show that 46 per cent of

patients recalled being offered a choice by their GP
when they were referred to hospiral.

In secondary care, the 18-week rarget for the
maximum length of time from patient referral to
treatment was met in August 2008, and sustained
for each month ahead of the December deadline.
This targer is now embedded as a national
minimum standard for all patients.

Significant progress has been made on healthcare-
associared infections. Latest Health Protection
Agency data show that the NHS has delivered its
rarget to halve MRSA bloodstream infections,
and C. difficile infections are down 33 per cent
compared with 2007.

In January 2008, Healthy Weight, Healthy Lives, a
cross-government strategy to help people mainrain a
healthy weight, was published. The Department has
contributed to the strategy through Change4Life, a
major marketing initiative launched to stakeholders
in Octaber 2008 and to the public in January 2009.
This three-year programme is targeted in the first
instance to help parents of younger children
understand the health risks of behaviours related to
poor diet and low physical activity, and make better
health-related decisions. A month into the
campaign, 61 per cent logo recognition had been
achieved among the general public, an
unprecedented level of brand awareness in
government health campaigning,

September 2008 saw the launch of the new routine
national HPV vaccination programme. This is a
major vaccination programme which offers young
people protection from cervical cancer, and signals
an NHS service that prevents ill-health and
prioritises keeping people well.



There have also been significant achievements in
scientific developments and bioethics, including
successful passage through Parliament in November
2008 of the Human Fertilisation and Embryology
Act 2008, and maintaining our position at the
forefront of research and development in treatments
for diseases, such as Alzheimer’s disease. Healthecare
innovations and research are being developed more
quickly in order to provide better healthcare
treatments for the population.

In social care, we have engaged widely on the future
shape of the care and support system, and plan o
publish a Green Paper in 2009.

Of course, all these achievements cannor be
sustained withour a significant level of investment.
I was therefore delighted to announce in December
2008 PCT revenue allocations for 2009-10 and
2010-11.The allocarions represent a £164 billion
investment in the NHS, £80 billion in 2009-10
and £84 billion in 2010-11. PCTs will receive an
average increase in funding of 11.3 per cent over
the two years, a total increase of £8.6 billion. This
announcement gives the NHS planning certainty
over its funding. The allocations were based on a
new formula developed by the Advisory Committee
on Resource Allocation which includes a separate,
transparent health inequalities formula to target
funds ar the places with the worst health outcomes.

Alongside this increased investment, and in view of
the current economic climate, it is right that the
INHS, alongside other public services, is tasked with
continuing to deliver increased efficiency in its use
of resources. The NHS has a strong track record

on efficiency. For example, in November 2008
significant savings were delivered through successful
negotiation of a new Pharmaceutical Price
Regulation Scheme. The new agreement is expected
to deliver savings in the UK of around £350 million
in 2009-10, and approximately £550 million a year
thereafrer.

In June 2008, leading surgeon and health minister
Lord Darzi published High Quality Care for All
This reiterates that the guiding principle for staft
in the NHS is to provide high-quality care, and

it underpins new performance management
arrangements in the NHS. These incentivise
continued improvement across the three domains
of quality: patient safety, effectiveness of care and
patient experience.

Further, and to safeguard the NHS for future
generations, an NHS Constitution was published in
January 2009, This sets out the principles and

values for the NHS in England. The Constitution
sets out the rights to which patients, public and staff
are entitled, and the pledges which the NHS is
committed to achieve, together with responsibilities
which the public, patients and staff owe one another
to ensure that the NHS operates fairly and
effectively.

Thus, in this, the 90th year of the Department of
Health, where a different landscape is emerging in
terms of both economics and demographics, it will
remain our commitment to:

s continue to deliver better health and wc|1-|::leing;
+ continue to provide better care; and

» continue to deliver better value.

G s,

Rr Hon Alan Johnson
Secretary of State for Health
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This, the Department of Health's nineteenth
annual report, plays a key role in the Department’s
accountability to Parliament for its management of

the public money invested in health and social care.

[t provides a comprehensive overview of
spending and investment programmes and of the
system reforms accompanying this investment.

It focuses on the continuous improvements being
delivered for people using health and social care
services, and on the Department’s progress against
its strategic objectives and its Public Service
Agreements (P5As). The report focuses on the
Department’s 2008-09 business year priorities,
highlighting the key achievements thar have

been delivered along with key supporting data

and statistics.

The reporr also sets ourt the Deparrment’s
plans for future years. In particular, this focuses on

activities and improvements planned for 2009-10.

This report has been structured around the
major work blocks of the Department for ease of
reference — its corporate work, National Health
Service (NHS) work, social care work and public
health work — and does not necessarily reflect how
the Department carries our its business or manages
and delivers funding into the system.

This report was produced and published
under the reporting framework issued by
HM Treasury.

Department of Health

The Department is accountable to the public
and the Government for the overall performance of
the NHS, adult personal social services and the
work of the Department itself.

The Department is responsible for the
stewardship of over £100 billion of public funds.
It advises ministers on how best to use this funding
in order to achieve and inform their decisions and
carry out their objectives. Its staft are responsible for
leading and driving forward change in the NHS
and social care, as well as improving standards in

public health.

The Department itself does nort directly
deliver healthcare and social care services o the
public. Instead the Department works, at both a
national and a regional level, with many different
E.‘-:tern:ﬂ partners: mher gm’:rnmf:n[ dfpﬂ"mﬂl“s,
the NHS, local authorities, arm’s length bodies and
other public and private sector organisations.

The Department works in a different way
with each of these partners because of their different
legal natures, their funding connection with the
Department and their different relationship to
the Department.

The Department will lead for the UK in
international and European Union (EU) business,
inr_'luding the negotiation u“r:gal agrecments.

Where the Department is operating on
a UK-wide basis this will be made clear in the
report; otherwise the report refers to the
Department’s work in England.

1 Further detail on the Department, its
structure, governance and policies can be found

in section I1.

The Department’s aim

15 The Department’s overall aim is to improve
the health and well-being of the people of England.
Its work includes serting national standards, shaping



the direction of the NHS and social care services,
and promoting healthier living,

1,14 The Department has four distinct but
inter-related roles in support of this aim:

» It sets direction for the NHS, for adult social care
and public health.

» It finds the best way to support and mobilise
the health and social care system to deliver
improvements for patients and the public.

» It leads on the integration of health and well-
being into wider government policy and the
integration of wider public policy into health and
social care services by working with other sectors,
systems and government departments.

» It supports ministers in accounting to the public
and Parliament for health and social care.

The Department's objectives

115 The broad span of the Department’s
business is caprured within its three Departmental
Strategic Objectives (DSOs):

» To promote better health and well-being for all —
helping people to stay healthy and well, and
empowering them to live independently — and
tackle health inequalities.

» To ensure better care for all — providing the best
possible health and social care services, offering
safe and effective care, when and where people
need help and empowering them in their choices.

» To ensure better value for all — delivering
affordable, efficient and sustainable services
contributing to the wider economy and nation.

1.16 Beneath the umbrella of these D5Os the
Department has agreed with HM Treasury the
specific PSA indicators — these are the
Government's highest priority outcome measures —
that it will deliver on up to 2010-11. The
Department will lead on two of the PSAs, and
provide support and input to others that are the
lead responsibility of other government
departments.

A report on progress against each of the
Deparrment’'s DSOs and main PSAs can be found
in Annex C.

The Department’s 2008-09 priorities
Taking into account the overall framework
set by the DSOs and PSA indicators, the
Departmental Board set out the following issues
as the key business priorities for 2008-09:
delivering our Department of State funcrions;
preparing for an influenza pandemic;
developing a strategy for the reform of social care;
enabling local rransformation of the NHS;
reducing health inequaliries;
reducing the burden of lifestyle diseases;
facilitating delivery of improved value for money;
supporting cross-government work; and
delivering high-quality and cost-effective
SUPPOLT services.

National Health Service

As stated, the Department is responsible for
the provision of health services through the NHS.
These services are delivered locally by 1.3 million
staff in more than 300 organisations and through
approximately 5,200 GP practice premises, as well
as other primary care services. These services are in
contact every day with over 1.5 million patients

and their families.

Further information on the NHS's finance,
p:erformnnc:: and services can be found in section 111

of this report.

Social care

The Department also sets the strategic
framework for adult social care. It gives advice and
guidance to local authorities, who are responsible
for managing social care funding according to local
priorities and the principles of local accountabiliry.
Almost 1 million staff work in the social care sector,

9



providing services to 1.7 million users, most of
whom are elderly, through 25,000 social care
providers, of which the great majority are small,

independent sector organisations.

The social care system receives funding from
W CIL‘I'II.']'EI routes — TI'IL' ]UCﬂ] gn\'t'rnmcnt TEVETLE
grant allocated by the Department for Communities
and Local Government, and funding provided
directly by the Department of Healch.

Further informarion on the Department’s
social care, local government and care partnership
wark can be found in section IV of this report.

Public health

The Department of Health is the lead
department across government for the improvement
and protection of the public’s health, and the

reduction of health inequalities.

It runs health protecrion programmes
covering such matters as immunisation or infectious
disease surveillance, and health improvement
programmes such as tobacco reduction. These are
the most direct elements of public health for the
Department and are delivered through key partners
such as the NHS, local authorities and the Health
Protection Agency. However, on a broader level,
the Department will work alongside other
government departments and offices and also with
local government in order to deliver these aims;
due to the significant impact of issues such as
education, employment, economic well-being,
transport, environmental health and housing on
people’s healch.

Further information on the Department’s
national and regional public health work is covered
in section V of this report, which also refers o the
crucial role played by the regional tier.

10






Role

To provide high-quality organisational support, infrastructures and corporate enablers thar allow the

Department and its ministers to conduct business efficiently and effectively.

Key achievements in 2008-09 included:

Achieved faster response times to parliamentary questions.

Introduced HR strategies covering staff health and well-being and equality and human rights.

Published the Department's Sustainable Dcvcinpmenr Straregy.

Delivered a fully integrated business management system.

Established a new governance system for Departmental P5As and DSOs.

Summary

In this chapter you will find informarion on:
human resources and people capabiliy;
COTPOrALe Operations;

informacon and communication technology

(ICT); and

Department of State funcrions.

Introduction

The Finance and Operations Directorate
underpins delivery of the Department’s business.
The strategic finance functions of securing resources
from HM Treasury, allocating resources to the NHS
central budgets and reporting outturn expenditure
are summarised in chapter 5. This chaprer focuses
on the other functions of the Directorate — the wide
range of corporate services, systems and centrally
managed functions that enable people across the

Department to carry out their work.

Like other areas of the public sector, the
Department’s business requirements conrinue to
change, and corporate services need to respond
positively to this. The Directorate is therefore
responsible for assessing the corporate needs of the
Department and its staff, and reshaping its services

12

to ensure that staff have the best support available —
not only in terms of I'T tools and equipment, bur
also in terms of training and development, and

undcrpinning human resource Pu]ifiti.

Human resources and people
capability

The Directorate supports the Department’s
staff in their overall aim to improve the health and
well-being of the people of England. Promoting
capability, engendering corporate leadership,
recruiting staff, and ensuring the equality, health
and well-being of staff are a key part of the business
of the Directorate.

Capability Review and the Departmental
Development Plan

The Cabinet Office published its Capability
Review report on the Department of Health in June
2007. In response, the Department published its
Departmental Development Plan in September 2007.
The plan set out the actions needed to address
the areas for improvement highlighted by the
Capability Review.

"6 The Development Plan seeks to build
capability and capacity across the Department, and



to ensure that proper processes and systems are in
place to support staff and deliver key health and
social care priorities. Its aim is to enable the
Department to become a better place to work,
berter to do business with and more able to deliver
high-qualit}r services, with value for money.

2.7 The Development Plan constitured a rwo-
year programme of work, setting our five areas for
action:

» establishing a vision and clear strategic direction
for the health and care system;

» agreeing the Department’s role, values and

business plan;
» taking a new approach to leadership;
» supporting staff to succeed; and

» improving the Department’s organisation and
business processes.

2.4 A Cabiner Office stocktake at 6 months
(December 2007) and 12 months (July 2008) after
the Capability Review acknowledged the good
progress that the Department was making. Ar these
interim stages, it was understandable char the
Department had further to go in addressing the
challenges in some of the areas for action.

2.9 The Department has sustained the
improvements in its capability and performance
that were acknowledged in the 12-month stockrake.
An internal assessment at the 18-month stage
showed continued progress and the growing impact
thar its development work was having, in particular
continued improvement in how staff felt about the
Department and the way it treats them. The picture
of development looks good, and further work is
being taken forward in order to put the Department
in the best possible position for the Capability
Re-review in June 2009.

2.10
however, as the Department aspires to become a
continuously improving erganisation. It will be

linking a number of initiatives on organisational

The development journey will not end there,

development, adaptive change and business
efficiencies in order 1o help shape a successor to the
Developmenr Plan in the second half of 2009,
setting out its development agenda for the next

Wi B0 [If'll't.'t.' :r"L"".ll'“.‘.'i.

Corporate leadership

During the year, corporate leadership in the
Department was strengthened further through the
clarification of the role of the l}cp:trrmuntul Board,
including its role in the scrutiny and challenge of
corporate decisions as well as dircctiu:m—sr:uing,
The work of the Department’s three non-execurive
directors has increased in scope and scale, both in
serving as members of boards and committees, and
in work with directors-general and their teams
outside formal meetings.

With a view to improving the coherence
of the Department’s systems of governance, steps
were also taken to improve communication berween
the boards and committees. The Corporate
Management Board, the Performance Commirttee
ﬂ.l'h’_{ ‘['I'H.‘_L ..'a!.l_ldi[ C[:!['I'I]'.I?Ii!"l.'{,‘f oW Slll:l['['l-ll rt'glll.ﬂr
updates to the Departmental Board.
Communication of the outcomes of board and
committee meetings to staff also improved, with the
inclusion of information in monthly updares to
staff, and the publication of summary records
of meetings on the Department’s intranet.
These are also available to the public on the
Department’s website.

The Departmental Board continued 1o be
the apex of the Department’s governance system,
supported by:

» the NHS Management Board, bringing together
the NHS Chief Executive, his senior leadership
team in the Department, and all strategic health
authority (SHA) chief executives, in order to
give system leadership to the NHS, ensure
effective two-way communication, manage
NHS performance and shape policy and strategy
for the NHS;

13



the Corporate Management Board (CMB),
|Jri|1gi|'|g mg_crher all the Department’s directors
general, focusing on the corporate leadership of

the Department itself;

the Audit Committee, comprised entirely of
non-executive members, advising the accounting
officers and the Departmental Board on risk
Jﬂﬂl'l:lgﬂ:l“l’.'ﬂt.. l'_'ﬂrpﬂfﬂtf governance ﬂ]'.ld dssurance
arrangements in the Department and its subsidiary

bodies; and four sub-commirtees:

— The Performance Committee, which monitors
the delivery of the Department’s PSAs and
DSOs, its contribution to cross-government
PSAs, its delivery of financial targets, and
progress on other key programmes and projects;

— The Corporate Management and Improvement
Commirtee (a sub-committee of CMB, to
which it reports) responsible for ensuring that,
operationally, the Department is managed in
a consistent, efficient and effective manner,
fuu;_'ming on L'apul}iliry, planning, pcrﬁ:rmancc
and risk management, corporate policy-making,
internal communication, environmental,
reputational and social issues;

— The Committee of the Regions, which holds
the Department’s regional presence to account
for the delivery of the Department’s PSAs
through local government; oversees business
processes berween the Department’s central and
the regional teams; oversees the Department’s
policy and operational contribution to the
PL'I'{UI'['[IEI.I]L‘(.' rIa.m{."\'r'Url.{ FUJ.' ]UL'E'I.I -H.Utll{}ri[]l.ﬁ.'ﬁ
and their partners; holds the Department’s
Place Forum ro account, which helps to
ensure delivery of national policy and support
of local priorities; works with CMB on the
prioritisation of resources to deliver the
Department’s regional business; and agrees
a ‘regional statement’ abour shared regional
health and social care priorities with the
regional directors of public health; and

~ The Policy Commitree, which advises CMB
on the relative priority of policies and their fit

14

with Departmental strategy, and promotes good
policy governance through the development
and arriculation of srandards — in particular on
an evidence-based approach to the development
of policy.

The Senior Civil Servanes’ (SCS) Forum,
consisting of all SCS-level staff in the Department,
met four times in 2008. The meetings are an
opportunity for the Permanent Secretary, the NHS
Chief Executive and the Chief Medical Officer to
set direction, and for SCS members 1o develop the
Department’s thinking on high-priority corporare
issues. They also promote networking and the

sharing of knowledge among the SCS.

SCS salaries

Details of SCS salaries are given in figure
B.1 in annex B. To align with the definition of
salary used in the Department’s resource accounts,
this table now reflects salaries that include gross
salary; performance pay or bonuses; overtime;
reserved rights to London Weighting or London
allowances; recruitment and retention allowances;
private office allowances; and any other allowance
to the extent that it is subject to UK raxarion.
In previous Departmental reports, this table

reflected gross salary and allowances only.

Recruitment

16 Approximately two-thirds of staff in the
core Department are based in London and around
one-third in Leeds. Well over half of all staff in the
Department and its agencies are women, with
around one-fifth coming from black and minority
ethnic (BME) groups. The Department already
exceeds the cross-Civil Service targets for gender,
ethnicity and disability representation in its
workforce. Therefore, the Department has agreed
more stretching targets for its SCS representation
with the Cabinet Office as part of its diversity plan.
In the Department and agencies’ SCS-level staff,
39.9 per cent are women against a target of 43 per
cent; 9.1 per cent are BME against a targer of 10



per cent; and 4.5 per cent are people with
disabilities against a target of 6 per cent.

217 Vacancies within the Department have
continued to be filled internally in the first instance.
The Department successfully launched its
Professional Skills for Government promotion
gateway in September 2008, which succeeded

in raising the standard for recruitment in the
Department. Where vacancies cannot be filled,
posts have then been advertised under fair and

open competition across government and then by
exceprion, externally.

218 All external recruitment to the Department
is conducted in accordance with the Civil Service
Commissioners’ Recruitment Code, which requires
appointment to be on merit, on the basis of fair and
open competition. Further information abourt the
work of the Civil Service Commissioners can be
found at: www.civilservicecommissioners.org. The
aim at all rimes has been to ensure that the most
suitable candidate is appointed on merit to each
post. The Department’s human resources division
have continued to work within the internal
recruitment pﬂ|ic_'|.-' and code in promoting gﬂ:}d
practice and compliance. During 2009, the
Department will introduce further IMprovements to
its recruitment and selection processes, including
f’x[fr“ﬂt rf':mitmeﬂt-

2,19 The number of appointments through
external competitions is shown in figure B.2 in
annex B broken down by gender, ethniciry and
disability. Exceptions permitted under the code were
exercised on the following number of occasions:

» 11 extensions, 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;

» 54 secondments;
» 18 extensions of secondments; and

» 4 reappointments of former civil servants.

Health and well-being

The Department is committed to promoting
staff well-being, dignity and respect within the
workplace and to fulfilling its responsibility for the
health and welfare at work of all employees,
underpinned by its duty of care. The Department
continues to strive to be an exemplar employer.

It established a Health and Well-being Board in
summer 2008 and published its employee health
and well-being policy in December 2008. The
policy followed discussions with the Department’s
unions, staff representative groups, feedback from
staff and other kc}' P!:i}-‘t.‘r:\'. and a successful equalicy
impact assessment. The Department is commirted
to the provision and L‘rnhtd{ling of a range of
employee health and well-being policies and
initiatives that provide specific support, guidance
and awareness for everyone within its workforce.

In addition to its annual and quarterly staft
surveys, the Department administered a specific
health and well-being survey in February 2008, This
covered lifestyle, job perceprions, attitudes rowards
the Department, health, bullying and harassment.
The results were disseminared ro all directors
general and, together with the results of the other
staff surveys, is being used ro identify initiatives thar
will improve staff health and well-being,

Equality

The Department's draft Single Equality
Scheme was assessed by the Equality and Human
Rights Commission in 2008. The scheme for 2009
to 2012 will be published in 2009. This is
underpinned by a Departmental Diversity Strategy
which was described by the Cabiner Office
Diversity Delivery Board as “one of the strongest in
government”. The strategy, scheme and supporting
plans were developed through discussions with the
Departmental Trade Union Side, staff representative
groups, and feedback from staff and other interested
groups.
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Administrative costs and staffing

Departmental spending within the
administration budgets principally comprises:

civil service employee costs, including pay,
superannuation, employers’ national insurance,

training, travel and subsistence; and

other non-staff costs, eg accommodation, IT, etc.
associated with the civil service workforce.

In line with other government departments,
following the 2007 Comprehensive Spending
Review (CSR) the planned expenditure continues
to reduce over the three-year period, 2008-09 1o
2010-11, at a rate of 5 per cent per annum in terms
of real costs. This is similar to the CSR settlements
for other government departments. The figures are
reflected ar figure B.3 in annex B (core table 5)
which gives derailed information on Departmental
administration costs. Information on staffing levels
is provided in figure B.4 in annex B (core table 6).

Expenditure on professional services

Expenditure by the Department and its
executive agencies on professional services was
around £271 million in 2008-09. This figure
:il'lfll]dl.'ﬁ L'KPL‘I'IditLlIL' on CU]'.IE-I.IJ.UI.IIE}H ECTTIPUFJI}'
agency staff, and interim personnel. See figure B.5,
annex B.

Corporate operations

The Finance and Operations Direcrorate is
not only responsible for supporting the Department
and its associated bodies in afhi::ving its c:l'}jt:cti\rcs,
but also ensures that staff have access to the relevant
professional corporate services and comply with the
Department's corporate policies and procedures.

In addition, the Directorate works on ensuring thar
the Department is working towards the Sustainable
Operations on the Government Estate (SOGE)
targets, published in 2006.

..... This section also sets ourt the how the
Directorate manages executive agencies, non-
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departmental public bodies and special health
authorities as well as covering the Department’s
health and safety policy and accommodartion
strategy.

Governance
The Departmental risk register

Risk management remains at the heart of
the governance arrangements for the Department.
It is underpinned by a risk policy endorsed by the
Departmental Board, rogether with guidance on
risk management.

During 2008-09, the Department continued
to maintain a high-level risk register, which is
reviewed quarterly by the Audit Committee and the
Departmental Board. A Risk Forum, comprising
directors from across the Department, also meets
quarterly in order to review the register, advise the
Board on emerging and new risks, and consider how
to promote further the embedding of good practice
in risk management across the Department.

».30 Each risk on the high-level risk register has
a Senior Responsible Owner ar director general
level. The Departmental Board, the NHS
Management Board, the Corporate Management
Board, and sub-committees of these boards take
responsibility for ensuring that mitigation strategies
and actions are in place for all risks, and thar these
are followed through.

.31 The risks on the register are regularly
updated through the Department’s central
programme and project management arrangements,
and by the governance team through its work with
directorates. These mechanisms, together with the
Department’s forward business planning exercises,
enable emerging and new risks to be identified
and kept under review.

232 The Department’s Audit Committee reviews
the Department’s risk management arrangements as
a key element of its overview of assurance in the

organisation. It reviews the high-level risk register at




each of its quarterly meetings, prior to the quarterly
consideration of risk by the Departmental Board.

3

255 The number of risks on the register varied
during the year as new risks were added and others
removed, for example where mitigation straregies
had reduced the rarting of a particular risk so that it
no longer required consideration by the Board. Key
areas of the Department’s work, in relation to which
there were risks on the register during 2008-09,
included:

» improving and protecting the health of the nation,
including the work on contingency plans for a
possible influenza pandemic and raking actions to
continue to address healthcare-associated infection
and reducing health inequalities;

™

- improving the capacirty, capability and efficiency
of the health and social care system, including
work with the pharmaceutical industry to secure
good value, branded drugs for the NHS and

implementation of the NHS Next Stage Review:

» ensuring that system reform, service
modernisacion, [T investment I{inc]udlng
information security) and new staff contracts
deliver improved quality and value for money; and

» strengthening the Department’s capacity to
funcrion as an effective Department of State,
ensuring that it continues to deliver on the
commitments made in response to the Capability
Review and compliance with the Government's
equality legislation in all aspects.

Sustainable development
Sustainable Development Strategy

' 44 Building on work already done, the
Department’s Sustainable Development (SD)
Strategy, Taking the Long-term View: The
Department of Health Strategy for Delivering
Sustainable Development 2008 -11, was published in

October 2008. It sets out the opportunities the

Department has to promote sustainable
d{wdupmunt as:

» leader of the health and social care system, and as
the government lead for public health and well-
being — the Department’s contribution to
sustainable development as a policy-maker; and

leading by example — the Department’s
contribution to SD as a government department,

an ulnphr}'ur and a SPONSor of arm’s length bodies.

Sustainable Development Action Plan 2007-08

Delivering Sustainable Development: DH
Action Plan 2007-08 (SDAP), was published
in Ocrober 2007 and remained active unil
31 December 2008. A new 2009-11 SDAP will be
published in 2009. In addition to delivering the 5D
strategy, the SDAP 2007-08 focused action in the
four areas of people, procurement, policies and
sustainable OpErations.
People — the Department has established a Health
and Well-being Board, launched its new mental
health and volunteering policies, incorporared 5D
into staff induction programmes and ser SD
objectives for the Permanent Secretary and in the
[“Jf:partmq:nt‘s board-level objectives.
Procurement — the Department has delivered
initial sustainable procurement training to all key
procurers and other key staff. As part of a
commitment to improve, the Department has
undertaken an audit of compliance with Quick
Wins standards across the Department. The new
Business Management System provides us with
current information, enabling identification of
opportunities to improve the sustainability of
contracting activities.

» Policies — the Department is aware that it must do
more to make SD a concern of all policy-makers,
particularly when policy is being shaped and
evidence gathered. The challenge is to ensure that
Departmental officials systemarically consider 5D
issues when policy is in its early stages. During
2009, the Department plans to pilot SD within
a particular policy area and raise awareness of SD
more broadly.
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Sustainable operations in the Department — the
Department is working towards the SOGE targets
published in 2006. The Department continues to
perform well in this exercise, coming in first place
in 2006-07, and in fourth place in 2007-08. The
Department is working closely with the Carbon
Trust, and during 2009 will be embarking on a
full Carbon Management Programme, covering
the core Department and some of its arm’s length
bodies. In terms of greening the Department’s IT,
the managed print service was fully deployed in
2007-08 and this enabled disposal of around

1,200 less efficient devices.

Sustainable operations and procurement in the
NHS - the Department continues to work closely
with the NHS SD Unit, and has established a
Programme Board and an acrion plan to support
their work to drive forward carbon reduction in
the NHS. A signiﬁmnt output of this was the
successful launch of the NHS Carbon Reduction
Stmtegy, Sd:::'rtg Carbon, Impreving Health,
launched by the NHS Chief Executive on

27 January 2009, The Department supports

the NHS to improve the sustainability of its
[J]'E]Cllﬂ.‘l'['l.ﬂ.'nt PTELTI[CE. PI’E]ETL"SS ]'135- I.'H:L'!'I mndt‘
by the NHS Purchasing and Supply Agency in
establishing a Centre for Procurement Excellence
and improving the sustainability of purchasing

in accordance with the SD flexible framework

f{}r Procurcmee nt.

Health and safety policy

The Health and Satery Unit (HSU) provides
advice and guidance ro all the Department’s
employees and works with facilities management,
human resources and line managers to maintain
and improve health and safety in the workplace.

The HSU has been involved in:

reviewing health and safety policy to ensure
compliance with current legislation and best
practice;

« training staff in health and safery issues;

= health and safety inspections; and
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» liaison with trades unions to discuss and
recommend appropriate actions.

Accident statistics for 2008 are shown in
figure B.6 in annex B.

Accommodation strategy

The Department continues to develop its
accommodation strategy and is currently preparing
an outline business case setting out the further
rationalisation of its estate. The business case is due
to be completed by the end of 2009,

Lyons relocations

The Department is committed to the
relocation of 1,030 posts out of London and the
South East by March 2010. By December 2008,

975 relocarions had been completed, 95 per cent of
the March 2010 target.

During the last year, relocations have been
completed by the NHS Purchasing and Supply
Authority (24 posts to Chester), the General Social
Care Council (GSCC) (23 posts to Rugby), the
National Institute for Health and Clinical
Excellence (53 posts to Manchester) and from
the core Department (4 posts to Leeds and 1 post
to Nelson).

Further posts will be relacated by the GSCC
and the core Department. The business needs of
other organisations continue to be reviewed and
may lead to other confirmed moves during 2009.
The Department is therefore confident thar the
overall Lyons target will be achieved.

Executive agencies, non-departmental public
bodies and special health authorities

242 At national level, but at arm’s length from
the Department, a network of organisations has
been created in order to regulate the system,
improve standards, protect public welfare and
support local services (see annex D).




245 These executive agencies, non-departmental
public bodies and special health authorities continue
to operate under measures introduced by the
Government in 1998, These policies have increased
the public accountability of the Department’s arm’s
length bodies (ALBs) and strengthened public
confidence in them. They each have members’
codes, published registers of members’ interests, and
websites. Where possible and appropriate, they also
hold open meetings and publish summary reports
of meetings on websites, in annual reports or in

Pﬂ."SS I'l'_‘lt.'E.EL'S.

244 In 2004, as part of a wider programme of
change, the Department published proposals to
improve efficiency and cut bureaucracy in the
management of the NHS and free up more
resources for the delivery of front-line services.

145 Berween 2003-04 and 2008-09, the ALB
Change Programme has reduced the number of
original ALBs from 38 to 20. Since the programme
was announced, an ALB has transferred to the
Department from another government department,
which will take the numbers of ALBs to 21. This
programme has also reduced the number of posts in
the ALB sector by 25 per cent.

246 As a consequence, the 2008-09 budger for
the ALB sector was set with recurrent costs of over
£250 million a year less when compared with their
baseline costs and activity in 2003-04. A furcher
£250 million a year will be available ro the NHS5
from efficiency savings achieved by the NH5
Purchasing and Supply Agency through better
procurement.

Public appointments

247 The Department of Health is responsible for
public appointments to a wide range of bodies, as
detailed in figure B.7 in annex B.

248  Asac 1 January 2009, the gender and ethnic
balance and the proportion of non-executive

members who are disabled on the boards of public

bodies for which the Department is responsible are
ser out in figure B.8 in annex B.

Establishing the Care Quality Commission

The Health and Social Care Act 2008,
which legislates for the creation of the Care Quality
Commission (CQC), received Royal Assent on
21 July 2008.

The Commission was established in shadow
form on 1 October 2008 and ok up its
responsibilities for regulating health and adulr social
care from 1 April 2009. The Commission brings
tugcthcr the work of the Commission for Social
Care Inspection, the Healthcare Commission and
the Mental Health Act Commission. More about
the CQC can be found in chaprer 3.

Information and communication
technology

This secrion sets out how the Directorate
supports the Department in managing its business
by providing effective and efficient informarion
technology (IT) and ensuring that information
is managf:d ::chctiﬁ:l}r and in line with the

Government’s sustainability agenda.

IT strategy

The Department’s Information Services
team continues to pursue its I'T strategy as launched
in 2007. In summary, the strategy addressed four
themes:

« Improved business intelligence — systems,
applications and technologies for collecting,
providing access to and analysing information,
the purpose of which is to inform decisions
throughout the Department.

» Improved working environment - the working
environment includes access to I'T equipment and
related services. The Department aims to provide
fit-for-purpose technology and a first-class support
service in order to maximise I'T exploitation.
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Managing, retrieving and exploiting informartion —
[hl'." Dcpﬂrrmcnr TL‘Ii.I'.:E on EU'U(J kl\ﬂ“’lﬂdﬂf
management and easy access to all the informarion
it needs ro do its work.

Corporate governance — Information Services has
extensive governance responsibilities and the
srr{mg. ﬁ]rmai EUVETI'IHIIEC structures Erﬂlll'ld
IT-related activities continue to steer I'T
INVestments.

Projects and initiatives started in 2008
continue to be under way ro deliver the strategy,
and will extend through 2009 and beyond.

Business intelligence

The Department had multiple back-office
systems and reporting channels providing
inconsistent views of the same information. Trust
in the quality of the ‘official’ dara was low and the
eftort ro reconcile data berween systems was
significant. Consequently, many users maintained
off-system records in order to keep track of their
business, which led to a reduction in the ability to
control, and be compliant with, policies and
procedures.

In order to provide a ‘single source of
truth’ (facrual, accurare, timely and complete dara),
the Deparrment implemented the Business
Management System (BMS), an integrated Oracle
Enterprise resource planning solution. On 1 July
2008, BMS replaced the existing non-integrated
human resource, finance and manual procurement
applications. This is the first application in Europe
to fully support the Official Journal of the European
Union procurement processes and automated
sourcing and contracts capabilities, through to
Invoice payments.

BMS provides the Department with an
opportunity to fully understand and manage the
extent of contract exposure, to leveraging
Departmental buying power. BMS now provides
the Department with a single, central and consistent
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contracts database, which stores and manages all its
contract documentation.

Implementation of daily business intelligence
provides near real-time informarion to departmental
managers and supports effective decision-making
with an easy-to-use dashboard-style display of key
performance indicators, updated on a daily basis.
This will allow management to plan proactively for
the Department’s future instead of reacting to the
past. In addition, the existence of a ‘single source
of truth’ allows management to identify areas for
improvement, devise corrective actions and monitor
the resules of implemented changes.

BMS has great scope for future development.
The developments of dashboard reporting for
management, and its full integration with
Departmental business planning and performance
management, will enable the Department to
bl'.."l'.'{}ml'.‘ d |¢::tding l'..'KﬂmF'IC EIF manngr.:mf:nt btﬁt
practice in government. In addition, BMS provides
a foundartion for establishing a shared services
environment, allowing the Department to offer the
solution inidally to the arm’s length bodies, and
potentially to other government departments. This
will enable other government departments and
agencies to leverage this leading technology.

Working environment

Information Services continues to take steps
in improving the I'T tools and services delivered to
the Department. Following the Government’s
‘green’ ICT launch, the Department has also
published its ‘green’ ICT plans and now has plans
to implement a number of inirtiatives to reduce the
carbon footprint of its ICT over the coming years.



Managing and retrieving information
2.60

During 2008, the Department’s Knowledge
and Informarion Management Programme has

FD-CIJSECI on:

» upgrading the intranet and other knowledge
systems to improve content and support future

increased funcriona liry;

» awareness and training in the effective use of
corporate systems and facilities for new and
existing staff; and

= providing access to a wider evidence base by
exploiting knowledge from external sources
through the library and the Interner.

2.61  Over the next year, the programme will
focus on document and records management with
a campaign to embed good working practices and
local m:cuun:al:}il'tr}-'. The aim will be to improve
information management behaviours in preparation
for the imp]ﬁmcnmri{m of an enterprise conent
management solution to replace our current
document repositories. By facilitating the process
of creating, modifying, storing, publishing and
retrieving documents of all kinds, the new solution,
and the accompanying business engagement
programme, will break down silos, improve
information sharing and re-use, eradicare
duplication and help to streamline business

processes.

Governance

262 Information Services' governance bodies
continue to oversee the delivery of infrastructure
and [T systems projects in addition to the business
as usual activities. Through its governance regimes,
the Informartion Services Division is also driving out
waste and has begun a programme of work around
the responsible use of I'T and I'T services.

Data handling procedures in the Department

263  The Information Services team has taken the
lead in implementing the requirements of Dara

Handling Procedures in Government: Final Report

(Cabiner Office, 2008) within the Department,
providing appropriate training and guidance to staff
and ensuring that mechanisms are in place 1o
provide assurance over the management of

information assets.

The Information Services team have also
supported and advised ALBs and agencies in
ensuring that the Cabinet Office requirements for
data handling have been met. The team has worked
with the Informartion Governance Assurance
Programme and, where appropriate, mainstreamed
the Cabiner Office requirements as “business as

usual’.

Department of State functions

The Direcrorate ensures thar the Department
operates effective Department of State functions,
supporting ministers and ensuring the smooth

running of Parliamenta ry business.

Correspondence from the public

The Department has maintained and
improved its consistently high performance in
correspondence handling (refer to figure B.9 in
annex B). From 1 January 2008 to 31 December
2008, the Department received:

20,242 letters from MPs and Peers. Ninery-five
per cent of those requiring a reply were responded
to within the Department’s targer time of 20 days;

» 40,347 letters from members of the public.
Ninety-seven per cent of these requiring a reply
were responded to within 20 days;

» 29,807 e-mails from members of the public.
Ninety-eight per cent of those requiring a reply
were responded to within 20 days; and
130,000 telephone calls from members of the
public. Eighty-seven per cent were answered
within 30 seconds and 96 per cent within
90 seconds.
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Parliamentary questions

The Direcrorate is also responsible for
ensuring timely responses to the 9,500
Parliamentary questions — more than any other
Department — received by this Department in
a rypical Parliamentary session. Timeliness
performance improved markedly during 2008,
with more than 90 per cent of questions answered
in line with internal targets in November 2008,
the final month of the session. This level of

performance is being sustained in the early months
of the 2008-09 session.

Freedom of Information

The Department continues to improve its
performance on Freedom of Informartion (FOI)
requests following a practice recommendation from
the Information Commissioner in April 2008. The
Department answered 1,349 FOI requests in 2008
and responded to 89 per cent of these within
deadline. The full breakdown of Departmental
performance will be available in the Ministry of
Justice annual report, which will be published in
summer 2009. Measures were put in place
immediately to improve timeliness in handling
FOI complaints, to challenge the proposed use of
FOI exemptions more firmly, and to review the
resources available for handling complaints. The
number of outstanding internal review requests
has fallen by 50 per cent, and the percentage
answered within the 20 days recommended by
the Informarion Commissioner has risen from

4 per cent (2007) to 26 per cent (2008).

Complaints to the Parliamentary Ombudsman

The Department aims to respond to
complaints within 20 working days. In addition
1o processing complaints received about the
Department, the head of complaints will also make
practice recommendations when a complaint is
upheld. Details of how to make a complaint can be
found on the Department’s website.
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For the period 1 April 2007 to 31 March
2008, the head of complaints for the Department
processed 163 complaints. For the same period, the
Parliamentary and Health Service Ombudsman
accepted two Department referrals (refer to figure
B.10 in annex B). One of these referrals was upheld
by the Parliamentary Ombudsman. Further derails
can be found in the Parliamentary and Health
Service Ombudsman Annual Report 2007-08 (The
Stationery Office, 2008). Sratistics for 1 April 2008
to 31 December 2008 are not yet available.



3 Policy and Strategy
o L

Role

To develop Departmental-wide policy and strategy, lead on health system reforms policy, and improve the

Dapartment's Capahi]it}r in strategy, anai}fsis and policy.

Key achievements in 2008-09 included:
Launched the NHS Constitution.
Established the Care Quality Commission.

Concluded the Additional Drugs Review (the Richards Report).

Published guidance on commissioning for quality and innovation.

Announced the first Academic Health Science Centres (AHSCs).

Summary

3.1 In this chaprer you will find informartion on:
» analysis and evidence;

* straregy;

» partnerships;

» policy implementation;

» legislation;

s regu!atinn; and

» equality and human rights.

Introduction

5.2 The Policy and Strategy Directorate has a
key role in articulating the overall strategic direction
for health policy and in providing a sound evidence
base to support it. The Directorate undertakes a
range of work to embed the principles of health
reform in Departmental policy, in both its
development and implementation, as well as to
promote excellent policy-making.

i.i  The Directorate comprises the central
Departmental analytical and strategy functions,
including horizon scanning work; the development
of new policies for the NHS; and key Department
of State funcrions, including the legislation and

design of the regulatory system for health and social
care. The Directorate also acts a focal point for
building policy-making capacity across the
Department, including equality and human righes
and stakeholder management.

Analysis and evidence

4 In response to concerns highlighted in the
Department’s Capability Review, work is ongoing
to strengthen the Department’s strategic capability
and capacity by improving the Department’s
analytical capability, in order 1o supporrt the
development of a more rigorous culture of evidence-
based policy-making throughour the organisation.
There are now programmes in place to:

» improve the commissioning of analysis by
reviewing the current distribution of analyrical
resources, ensuring that senior analysts are more
directly involved with the Policy Research
Programme and establishing mechanisms for
prioritising analytical work across the department;

» ensure the appropriate engagement of analysts
in policy by raising awareness of the value and
importance of analysis and evidence,
implementing a quality assurance framework
of analyses, and improving the use of impact

assessments ([As);
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establish formal external nerworks in order to holding seven policy master classes to look at

develop and share analyrical best practice on key policy challenges in dertail; and
health priorities; and establishing a monthly review of the quality of
develop the capability of the Department’s submissions.

internal analytical resource through a dedicared

programme of professional development designed ~ Strategy

“f' ”::;-““_&_m a skilled and competent nnnl} tical The Dtpartmr:nt's Stmttg}f Grour ia crll

Ay flexible team of around 20 people, working

The Department has also bolstered its ml]‘abcmrivci}a. ACEDRS IETE. Department to |'I“ﬂkf

policy-malting capacity by: policy and delivery decisions more strategically

' el resilient. Their work focuses on four key themes:

launching a monthly Improving Policy Skills o Lo

conrse covering the Bey asprere of flie pi licy strategic risks and opportunities for the

making process; Db

publishing Making Sense of Health & Care, improving joined-up working on cross-curting

a comprehensive guide to the content of policy issues across the Department and

: ; OVErTIMent;
Departmental pn]n:}-‘, and d-n‘cl{}plng an & ?
accompanying course; improving the coherence in policy formulation

across the Department; and

Examples of this year's Strategy Group projects

Making change happen: the Strategy Group has led a project to use the *four principles of change’ across
all of the Department’s work, to help us continuously improve and ensure that our work has impact:

leadership and ownership;
co-production — or working together;
subsidiarity — or making decisions ar the right level; and

system alignment — or joining up.

NHS dentistry: the Strategy Group is providing support to Professor Jimmy Steele in leading an
independent review of NHS Dentistry. This was commissioned by the Secretary of State for Health
following a Health Select Committee Report into Dental Services published in July 2008. The report
covers people’s access to NHS services, the quality of care when they get there, and reaching our to
provide services for those who do not regularly see a dentist.

NHS Constitution: the Strategy Group led the development of the draft NHS Constitution published
for consultation in June 2008. They developed the draft following extensive engagement with
stakeholders, including partients, the public and staff.

Ageing: the Strategy Group is working jointly with the Department for Work and Pensions (DWP) and
the Cabiner Office to develop a new cross-government strategy to create an age-friendly Britain. The
strategy builds on Opportunity Age: Meeting the challenges of ageing in the 215t century (DWP, 2005) to
improve services for older people, meet the needs of the ageing population and maximise the benefits for
society, including individuals, business and communities. The project involves independent research and
analysis as well as engagement with over 450 people across England.
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Building the Department's capabilities

Customer insight: this is about understanding the needs and preferences of patients and an increasingly
diverse public. The Strategy Group aims to generate insight through the application of consumer

research techniques in order to solve policy problems. They work with policy reams and apply these

techniques in their own work.

Horizon scanning: the Strategy Group provides a guide to the key trends and developments likely 1o

impact on the Department’s work over the medium to long term. They work with teams in order to

plan ahead to meet these challenges. They provide advice and support across the Department in ‘future-

proofing’ policy.

The Strategy Group oversee the work of the Department’s externally contracred modelling uni.

Modelling helps to assess the impact of policy options by enabling various scenarios to be tested ~ for

example, looking at the impact of variations in prices, workforce and activity levels, and examining the

inter-relationships berween different policy levers.

» building the Department’s capabilities across
customer insight, horizon scanning, international
evidence and system modelling.

Partnerships

Working with external stakeholders and other
government departments

3. In line with the Department’s Development
Plan, the Department is continuing to embed better
stakeholder engagement practices throughout the
organisation. This programme of work ranges from
staff induction, training and di.“‘l."CI(]PI‘I‘IL‘I.'lT thmugh
to front-line engagement with stakeholders in the
development and implementation of policy.

1.8 As part of a review on improving how the
Department works with external partners, directors-
general manage a number of key relationships on
behalf of the entire Department. A wider strategy is
being put in place in order to optimise senior
engagement with stakeholders, adding increased
value to the delivery of the Dep;nr:mcnt”s objectives
and sharing insights to support coordination across
the Department.

3.9 The Department has reviewed and
strengthened the way it works with other
government departments on Cross-government
delivery. Where it shares delivery of Public Service

Agreements (P5As), the Department has built
processes for good partnership working into the
governance of these key pieces of work. The
Department has also continued o build on its
partnership agreements with key departments across
Whitehall, including the Department for
Communities and Local Government, the Ministry
of Defence, the Home Office, the Ministry of
Justice, and the Department for Environment,
Food and Rural Affairs. These have enabled it to
identify at a strategic level key policies and issues
where cross-government working is essential in
order to successtully deliver the Government's
objectives. Good examples of success include
taking forward, with the Ministry of Defence, the
health commitments in the Defence Government
Command Paper published in July 2008. Some of
these commitments have already been mer and
significant progress has been made on others. The
Department’s work with the Home Office on knife
crime has led to a much better understanding of

how policy should be taken forward and delivered.

The Department is augmenting existing
learning and development in order to give its staff
the wools and techniques to improve how they work
with external stakeholders. The Department will
launch a ‘How to’ guide on stakeholder engagement
and a suite of additional resources in April 2009 in
order to support staff on stakeholder engagement
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approaches in the d-r:vclupmcnl: and implemcntatiun

of pnlir:'l.'.
v

Working with the third sector

The third secror is vital in meeting the
Government’s vision for health reform, in widening
choice of provision and bringing care closer to
people. During 2008-09, the Department has made
good progress in improving the way it works with
the third sector and in enabling third sector
organisations to play their full part in health and
social care. The Department’s third sector work is
|':'Lﬂr'|11gtd thruugh a cross-cutting programme. [t is
underpinned by the Department’s Third Sector and
Social Enterprise Delivery Board, which is
complemented by an external Sounding Board to
ensure thar the programme is positioned effectively
within the wider, cross-government third sector
partnership agenda.

A key element of the programme is the
learning events which help facilitate, support and
promote two-way learning berween third secror,
NHS and Department participants on relevant and
timely topics. The events programme continues

inte: 2009,

The Department has backed up its
commitment to the third sector with continuing

investment of funds, inc]uding the Fullnwi.ng:

Section 64 General Scheme of Grants: awards
worth a roral of £17.6 million to third sector
organisations were made in 2008-09: £7.1 million
to fund 146 new projects and £10.5 million for
the second/third year of 219 projects that started
in 2006 and 2007.

» Opportunities for Volunteering Scheme:
£6.7 million was made available to support local
volunteering projects through this scheme. The
scheme is managed on behalf of the Department
by 16 national charities, including Age Concern,
Mind, Mencap, Scope and RNIB.
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The Department carried our a strategic
review of its funding of third sector organisarions.
The vision for the future included:

o investment in strategic partners;

* SUPPOTT for innovaton excellence and service

dtw:[upmc:nt:
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the development of a support strategy and the
appointment of a Health and Social Care
Volunteering Fund Manager; and

» contracting for expertise required at national level.

There was strong support for this vision and
the principles underpinning this approach.

Full information about the consultation
and copies of the documents are available ac:
www.dh.gov.uk/thirdsectorfundingreview.

The review was nominated for and won
the National Compact Award for Excellence in
November 2008. This award recognised the way
in which the review and consultation had been
delivered in partnership with the nine regional
voluntary and community sector networks and

a number of other third secror organisations.

Volunteering in health and social care

In June 2008, the document Towards a
Strategy 1o Support Volunteering in Health and Soctal
Care: Consultation (DH, Third Sector Partnership
Team) launched a four-month consultation with
third sector, health and social care volunteer-
involving organisations. It set ourt a proposed vision
for volunteering in health and social care, as well as
perceived obstacles, possible action and solutions.

119 Overall, the feedback was positive and
supported the vision and approach. Work is now
under way to develop a robust strategy on
volunteering in health and social care, for
publication in summer 2009,



Strategic Partner Programme

The 2009-10 business year will see the
implementation of the first phase of the Third

Y.

Sector Strategic Partner Programme. All the
strategic partners will work actively with their
networks and memberships in order to
communicate Departmental policy and direction to
third sector organisations, and to build the skills
and knowledge in the sector to enable them to
engage in local commissioning activiry.

Policy implementation

NHS Constitution

Consultation

The drafc NHS Constiturion was launched on
30 June 2008 for a period of consultation which
ended on 17 October 2008. The consultation
process was extensive. It was carried out primarily at
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a local level, with PCTs engaging many thousands
of people and writing reports to their SHAs. NHS
East of England, for example, engaged all 125,000
staff in the consultation, and their media campaign
resulted in over a million opportunities for people to
read coverage of the consultation. The Department
also received over 1,000 direct responses from
individuals and professional organisations.

.22 The Constitutional Advisory Forum, made
up of leading experts and stakeholders, oversaw the
consultation, and presented a report of their
findings to the Secretary of State for Health on

11 December 2008.

i.23  The Health Bill 2009, which was introduced
in the House of Lords on 15 January, included
clauses o reinforce the NHS Consertntion and
embed it in service delivery (see paragraphs 3.46—
3.50 for more informarion on the Health Bill).

NHS Constitution launched

.24 The NHS Constitution for England (DH,
January 2009) was launched ar a breakfast event at
10 Downing Street on 21 January. It was signed by
the Prime Minister, the Secretary of State for

Health, the Chief Executive of the NHS and key
stakeholders. It was accompanied by a number of
other publications: The Handbook to the NHS
Constitution (DH, January 2009) which acts as a
user's guide; The Statement of NHS Accountability
for England (DH, January 2009); and The NHS
Constitution: Government response to consultation

(DH, Ocrober 2008).

The Department intends 1o use a variety of
means of communication over the coming months
in order to help the NHS raise awareness and
promote understanding of responsibilities among
both staff and patients. The ambition is that the
Constitution will form the basis of a new
relationship between staff and patients at a local
level — a relationship based on partnership, respect
and shared commitment where everyone knows
what they can expect from the NHS and what is

(.‘J\'.P'L."L'EL'IJ I'—]'E}I]'.I t|:1r:rn.

The NHS Constitution is a “declaratory’
document; this means thar the derail itself will not
be put into legislation. The Health Bill 2009
proposes that all NHS organisations, primary care
services, and private and third sector providers
supplying NHS services in England should be
legally required to have regard to the Constitution.
This duty extends to the two key NH5 regularors -
the Care Quality Commission (CQC) and Monitor.
The Health Bill also proposes a duty on the
Secretary of State for Health to review and update
the Constitution at least every 10 years, and the

handbook at least every three years.

All the rights in the NHS Constitution are
underpinned by existing law, except the new

rights to:
» choices and information to support those choices;
s access to recommended vaccines; and

» rational decision-making on local funding,
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These new rights will be created through
new rtgul:tri{}ns and lcga! directions, and will come

into force from 1 April 2009.

Additional Drugs Review

On 17 June 2008, the Secretary of State for
Health asked Professor Mike Richards, National
Clinical Director for Cancer, to review policy for
patients who wish to buy addirional drugs privarely.
It was clear that there was a problem around
patients with terminal illness getting access to the
right drugs, and thar this was causing distress to
patients and their families ar a very difficult time

in their lives.

During the course of the Review, Professor
Richards spoke to over 2,000 patients, members of
the public, NHS staff, NHS managers and other
stakeholders, and gathered evidence from a wide
range of sources.

The outcome of this work was Professor
Richards’ report, frproving Access to Medicines for
NHS Patients (DH, 2008), which was published on
4 November 2008 by the Secretary of State. In an
oral statement to the House of Commons, the
Secretary of State accepted all 14 of the report’s
recommendarions, and announced a package of

MEasures in response.

The first part of this package was a series of
measures to ensure berter local decision-making and
greater access to drugs, free of charge, on the NHS:

» supporting the Narional Institute for Health and
Clinical Excellence’s (NICE’s) proposal for greater
flexibility in appraising more expensive drugs for
rerminally ill parients;
working closely with the pharmaceurtical industry
to agree new and more flexible pricing
arrangements in order to increase access to new
drugs — these will include lower initial prices, with
the option of higher prices if value is proven at a
later date, and patient access schemes:
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» improving the timeliness of the NICE appraisal
process for new drugs so that they become
available ro patients more quickly; and

» improving the quality and consistency of local
decisions by setting our core principles o guide
PCTs on the funding of new drugs, where there is
no NICE guidance in place.

For those few patients who may still wish to
buy additional private care, the Secretary of State
accepted the recommendation of Professor Richards
that these patients should not have their NHS care
withdrawn, as long as the private care can be

dL‘I i‘-"(.'r{.‘[{ SL'FIEI I.".EIT{.'I}'.

To ensure thar the NHS is clear about how
they should handle these circumstances, the
Secretary of State also published on 4 November
2008 revised guidance for consultation that set out
these principles. The consultation on the guidance
closed on 27 January 2009, with a roral of 146
responses received. The final version, Guidance on
NHS Patients Whe Wish to Pay for Additional
Private Care, was published on 23 March 2009.

15 Patients and the public can be confident that
these measures will mean greater clarity, greater
tairness and, most importantly, greater access o
a wider range of drugs.

Incentives for innovation and quality

Academic Health Science Centres

.36 The Government's commitment to fostering
AHSCs was set out in High Quality Care for All:
NHS Next Stage Review Final Report (DH, 2008).
The rationale is to identify a small number of health
and academic partners best able to realise the
synergies between research, teaching and patient
care. This, in turn, will berter support the delivery
of translational research that will benefit patients
both nationally and internationally. The best and
most successful AHSCs will have the concentration
of expertise and excellence that enables them o
compete globally with established centres such as




Harvard, John Hopkins and the Karolinska

Institute.

.37 Supported by the Department, an
international panel of experts peer reviewed
applications for AHSC status from a range of
prestigious bodies and interviewed the shortlist.

The successful candidates were announced on
10 March 2009.

Commissioning the payment for innovation
and quality
High Quality Care for All included a

commitment to make a proportion of providers’

3.38

income conditional on quality and innovation
through the Commissioning for Quality and
Innovation (CQUIN) payment framework. The
framework is intended to support a cultural shift
by embedding quality improvement and innovation
as part of the commissioner-provider discussion
throughout the NHS. It makes a proportion of
providers” income conditional on locally agreed
goals on quality covering the dimensions of safery,
effectiveness, patient experience and innovation.
.39 The Department has since published
guidance on how to use the payment framework
for CQUIN in 2009-10. Since the publication

of the CQUIN guidance, the Department has
developed pages on the NHS Institute’s PCT portal
(www.institute.nhs.uk/CQUIN) ro support SHAs
and PCTs in sharing their CQUIN marerials.

Personal health budgets

High Quality Care for All announced thar the
Department would build on the successes of direct

_"'.-, §)

payments and individual budgets in social care by
launching a pilot programme to explore the
potential of personal budgets in the NHS.

541 Personal health budgets, which would be
purely voluntary, could improve both the quality of
patient experience and the effectiveness of care by
giving people greater choice and control over the
services they receive. They could work in many

ways, including having a notional budget held by
the commissioner, a budger managed on the
patient’s behalf by a third party, or a direcr cash
payment to the individual (the Department is
currently seeking powers in the Health Bill to allow
piloting of direct payments for healthcare).

The Department published Personal Health
Budgets: First Steps in January 2009, to establish
some key principles and to invite applications for
the pilot programme. The aim is to enable PCT's
and their partners to be innovative and explore the
opportunities offered by personal health budgets,
supported by a focused and rigorous evaluation.
Around 70 applications were received covering a
range of conditions and services. The programme is
expected to run for three years, with the first pilots
starting from summer 2009.

European Commission draft directive and
current EU regulations on cross-border
healthcare

On 2 July 2008, the European Commission
published a draft directive clarifying and codifying
the rules on cross-border healthcare. The directive
is intended to cover a narrow field relaring to a
patient’s right to receive treatment in another EU
country, and to be reimbursed in their own
healthcare system under certain circumstances. This
has potentially profound consequences for the NHS
and contains complex provisions.

The Department believes that a direcrive in
this area could codify case law, which would provide
clarity to patients and member stares. As a result of
careful background work by the UK and other
member states, the drafr directive contains various
helpful principles. It is now under discussion in
European institutions, and a final directive is not
expected until late 2009 at the very earliest.

The Department is the lead negortiator for
the UK (consulting colleagues from the devolved
administrations). To help inform the UK's
negotiating position, the Department held a public
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consultation on the issues in late 2008.

The Department will continue to push for the best
outcome for UK patients and the NHS in
negotiations on the draft directive.

There are also long-standing EU regulations
covering how British citizens who work, visit or
retire to other European Economic Area member
states access healcheare. The Department has a |nrgf:
central budget in support of these costs. This
directive will not affect these rules.

Legislation

Health Bill 2009

The Health Bill 2009 was introduced into
Parliament on 15 January 2009, It proposes
measures to improve the quality of NHS care and
the performance of NHS services, to improve public

health, and rwo miscellaneous marters.

In particular, the Bill enables the
implementation of a number of measures arising
from High Quality Care for All, the final report of
Lord Darzi's NHS Next Stage Review.

What the Health Bill will do

The Bill establishes a legal duty to have
regard to the NHS Constirution, enables the piloting
of direct payments for healthcare, creates new
‘quality accounts’ that will help improve the quality
of health services, and introduces innovation prizes
to further encourage the enterprise and innovation
culture within the NHS. These measures arise from
the comprehensive Next Stage Review of the NHS
and follow an extensive public and stakeholder
consultation process.

In addition, the Bill will introduce powers
to suspend chairs and non-executive directors of
SHAs and other health bodies, establish a regime for
unsustainable NHS providers, strengthen tobacco
control, and reform pharmacy services. These
policies were the subject of full public consultations
throughout 2008, In particular, the Consulration on
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the Future of Tobacco Control (DH, May 2008)
received a vast number of responses, nearly 100,000.

The Bill also contains two miscellaneous
measures. The first is to extend the remit of the
Local Government Ombudsman to enable him to
consider complaints from people who arrange their
own adult social care. The second is to enable Her
Majesty’s Revenue and Customs to continue to
assist in statistical enquiries carried out by or on
behalf of the Department relating to the earnings
and expenses of GPs and dentists, by providing
relevant data in a summarised and unun}rmis{'d

form.

Regulation

Better regulation

The Department is committed o ensuring

delivery of its priorities through better regulation.

Better regulation culture governance

The better regulation agenda is supported by
a Departmental Board-level Better Regulation
Champion and a better regulation network of
officials throughout the Department and key arm's
length bodies. Delivery of the agenda is overseen by
the Department’s Policy Committee, a committee
of the Departmental Board, and supported by the
Better Regulation and Simplification Branch.
Supporting action includes:

a rolling programme of targered training for
business units on [As, adminiscrative burdens,
data burdens, consultations and the Simplification
Plan; and

2 Dcpnrtmcnnl External Gateway and Financial

Chuli-&'ngﬂ' pm'u:l for public sector PDIiL‘j’ Pr{lpt}sals.

Simplification Plan and Administrative
Burdens Measurement Exercise

The Department (like other government
departments) participated in the Administrative
Burdens Measurement Exercise in 2005-06. The
administrative cost of compliance for the private




sector with the Department’s 90 regulations in force
in May 2005 was £1.2 billion. The Department has
agreed to aim for a net reduction of 25 per cent (ie
£300 million) by March 2010.

.55 The Department published its third annual
Simplification Plan in December 2008, which details
progress towards the 25 per cent burden reduction
target and how the Department proposes to deliver
its key priorities, through better regulation, to 2010.
The programme covers work to address regulatory
burdens on NHS and social care front-line services
and the Department’s business and third sector
partners while continuing to safeguard public
health, ensure medicines are safe and effective, and
thar those providing care services continue to ensure

protection for the vulnerable and elderly.

.56 The plan builds on the tradition of reducing
bureaucracy in the private and public sector and the
2008 Simplification Plan included the following key
initiatives:

Private sector

» Better Regulation of Medicines Initiative
(BROMI) Variations Regulations — saving
£12 million.

» BROMI self-certification labelling — saving an
estimated £900,000.

» Medicines and Healthcare products Regulatory
."'Lgcncy (MHRA) removal of fee category — M&'ing
the industry £2.5 million.

» Electronic prescription system — reduce annual

administrative burdens by £37.9 million, best case
scenario and once the system is fully bedded.

Public sector

« The Department continues to make positive
progress in delivering Cutting Bureaucracy for our
Public Services (the Stationery Office, 2007), a
better regulation strategy for the public sector

across government.

o The autumn Pre-Budget Report 2007 (HM
Treasury, October 2007) introduced a rarger o

reduce the data burden on the front line by 30 per
cent by 2010. The Department is working with
key stakeholders, including the Informarion
Centre for Health and Social Care, in order to
achieve this. To date the Department has made a
10 per cent reduction in health data collections
and a 29 per cent reducrion in social care data
collecrions.

Increased importance has been placed on the work
of the Provider Advisory Group for regulators in
healthcare. This group represents the wide range
of healthcare providers, and they have been
instrumental in advising on the impact of existing
and proposed regulatory frameworks. During the
last year, they have brought focus and pace o
work on n_'duclng {_’ﬁuplicatinn and bureaucraric
burdens, through identifying and removing

key irritants.

Better regulation Europe
The European Council agreed ro ser a rarger

to reduce administrative burdens derived from EU
legislation by 25 per cent by 2012. An EU-wide
burdens measurement exercise has raken place and
the European Commission is taking fast-track
action, to reduce burdens in priority areas, which
include pharmaceutical and clinical trials. BROMI
has been adopred by the EU, streamlining processes
without changing the regulations. MHRA are taking
the lead on a number of key EU initiatives:
» BROMI principles adopted for EU burdens

reduction on medicines regulation;

simplification of medicines variation regulations;
and

dmrcluping common standards for the electronic
transfer of dara beoween EUJ members.

These initiatives have the potential for
significant UK and EU burdens reduction.

Impact assessments

Forty-five 1As were published on the
Department's website in 2008-09; in addition,
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12 full final IAs, accompanying regulations, were
placed in the libraries of both the Houses of
Parliament. The Department’s compliance with the
IA process was 100 per cent dl_uingL this P-r:rind. No
legislarion introduced by this Department included
a sunset clause (which allows a law to be removed
automatically after a fixed period unless action is

taken to keep it in p]acc]'.

Regulatory measures stemming from the EU

and supported with an [A included:

The Medical Devices (Amendment) Regulations
2008; and

The Medicines for Human Use (Clinical Trials)
Regulations 2004,

Legislation
Two Department of the Health Bills (the
Health and Social Care Bill and the Human

Fertilisation and Embryology Bill) received Royal
Assent during 2008-09,

The Department made 115 Statutory
Instruments (including Orders that are not laid
before Parliament) during the period April 2008
to March 2009.

Post-implementation reviews
During 2008-09, the Department and its
agencies htgm! a number of reviews inciuding:
The Medicines (Advisory Bodies) (No. 2)
Regulation 2005; and

The Medicines (Traditional Herbal Medicinal
Products for Human Use) Regulations 2005.

Taking a more risk-based approach enforcing
regulation - the Care Quality Commission
The CQC was established in October 2008.
On 1 April 2009, it wok over as the regulator for
health and adult social care. The new Commission
brings together roles previously carried our by
three bodies — the Commission for Social Care
Inspection, the Healthcare Commission and the

32

Mental Health Act Commission. This is in line
with the Deparrment’s Arm’s Length Bodies Review
and the Hampton Review's recommendation for

an:r, Sﬂ"ﬁ.’t[lr—h&l&td rcguiatur:-i.

The new regularor will carry our its
functions in accordance with the Government's five
principles of better regulation, ie activities should be
proportionate, targeted, accountable, consistent and
transparent,

Under duties set our in the Health and
Social Care Act 2008, the CQC is required to
operate with regard to the broader principles of
berrer regulation in order ro:

» ensure its actions are proportionate to risk;

- reflect best practice among other regulators and

inspectorates;
- co-operate with particular bodies;
= engage with service users and carers;
= appoint an advisory committee;

» consulr on and publish details about when and
how it will carry out inspections; and

« carry out its functions effectively, efficiently and
economically.

The new regulator will also have a number
of powers designed to ensure that, working in
collaboration with other sector gatekeepers, the
burden on the front line, that is created by other
bodies operating in the health and adulr social care
sector is minimised.

.68 The Secretary of State announced the
appointment of Baroness Young as shadow chair of
the CQC on 15 April 2008. Cynthia Bower was
subsequently appointed shadow chief executive. Five
of the six commissioners have been appointed, and
key director-level appointments have been made.

Sponsorship of the Commission

169 The Department of Health has sought to
build a trusting relationship with the new CQC,



where it encourages and promotes its independence
within a framework where everyone's roles are clear.
An interim framework document has been agreed to
govern the relationship between the Department

and the CQC.

Public consultations
370 During the last 12 months, the Department
has continued to ensure high levels of compliance of
its public consultations with the Government’s
Code of Practice on Consultation. Of the 48 public
consultation exercises undertaken, 39 (81 per cent)
were compliant with all the criteria. Of the nine
consultarions thar did not meet all the criteria,

all were either technical consultations with an
extremely limited audience, or consultations with

a short timeframe that were part of a policy
development process involving a significant
prupurtinn {,]'I: D[hﬂfr Slﬂki':hﬂl.dfr Engﬂgﬂ:menr
activities.

i.71  The Department played an active role in the
development of the Government's new Code of
Practice, supporting the work led by the Better
Regularion Execurive. This was launched in
November 2008, and during 2009 the Department
will be launching a toolkit for policy leads to ensure
consistent best practice in consulration acriviries.
During 2009, the Department is also working with
all of our arm’s length bodies to ensure thar the
Code, its associated guidance and the Departmental
toolkit are available and implemented in their
consultation activities. The Department will be
listing all the arm’s length bodies that have applied
the Code to their activities and it is anticipated thar
their compliance will be similarly reported.

572 Embedding the role of Departmental
Consultation Co-ordinator within the Berrer
Regulation team has enabled a focus on the
openness and transparency of Departmental policy
development. During the year, of the 48 public
consultation exercises undertaken, all have either
had a summary of consultation responses already
published, or are in the process of doing so.

The Department has continued to promore
active engagement in consultation, being inclusive
and adopting innovative methods to help deliver
high-quality policy development and service
redesign. The Department’s public-facing
consultation work has built on a range of different
approaches to stakeholder engagement reflecting the
varying size and scale of our consultation exercises,
This has included qualitative interviews and
discussion groups, quantitative surveys and a variety
of online responses and discussion forums. There
has also been an increase in more deliberative forms

of engagement, participation and co-production.

The new regulatory framework for health and
adult social care

Healthcare-associated infections and

arrangements for 2009-10

From April 2009, changes have been
introduced to the arrangements for regulation in
relation to healthcare-associated infections. NHS
bodies are required to register with the CQC and to
provide assurance that they are protecting people
from healthcare-associated infections. The CQC
will have a wider range of enforcement powers than
the Healthcare Commission. Plans to carry forward
the existing Health Act 2006 Code of Practice for the
Prevention and Control of Healthcare Associated
Infections into this new environment were consulred
on during summer 2008. The Government’s
response to this consultation was published, and
all relevant regulations laid on 12 January 2009,
These regulations were debated in both Houses of
Parliament and came into force on 1 April 2009,

Registration of health and adult social care
providers

The consultation on the framework for the
registration of health and adult social care providers
for 2010-11 onwards closed on 17 June 2008.
It atcracted 230 responses from a wide range of
organisations and individuals, with strong support
for the main high-level questions and the extension
of the registration system to primary care providers.
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There were also proposals to bring additional areas
not covered in the consultation into registration.
In response to comments received, the Department
has developed a more rigorous evidence base and
methodology for assessing risk, which is informing
decisions on the scope of registration. Respondents
also submitted a range of constructive suggestions
for improving the derail of whart should be in the

requ i ICIMEnts.

On 30 March 2009, the Department
published a response to this consultation and
launched a consultation on the secondary

legislation. The document does the ﬁ:-laning:

responds to the previous consultation on scope,
registered managers, registration requirements
EI.I'I.(J pr]'mnr:r' CArcs

]EllﬂC]']ﬂ.‘H Ehﬂ.‘ next C{}n."&l_'l]tﬂti{ln on Thl: draﬁ'
regulations, which will set scope and the
registration requirements into secondary
legislation;

sets out and consults on the policy related o
the other regulations required to support the
registration framework; and

enables the CQC to progress with developing

it Systems.

It also communicates the Department’s
overall policy on the registration framework for
health and adulr social care and set outs how it fits
within the overall regulatory framework and the
quality framework in High Quality Care for All

Equality and human rights

The Department continued to promote
equality and human rights as central to health and
social care delivering good-quality services to all
irrespective of gender, race, disability, age, sexual
orientation, religion or belief. This is a core
principle of the NHS Constitution and is an integral
part of the work of the Department.
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Reporting on equality and human rights

The Department’s draft Single Equalicy
Scheme set out how it will progress action on
discriminarion across the six equality strands.
Representing all equality strands, the Scheme is
scheduled for publication in 2009. The Scheme
['EHCCH New arrangfrncnts I'-Dl' EUPPﬂItiﬂg thc
production of equality impact assessments (EqlA).

On 1 December 2008, the first Secretary of
State: Report on Disability Equality: Health and Care
Services was published. The report sets out progress
since the introduction of the Disability Equality
Durty and identifies a range of actions for
capitalising on that progress, highlighting policies
from across the Department and those made jointly
with other stakeholders thar support equality of
opportunity for disabled people.

During 2008, SHA chief executives reported
on their plans for improving disability equality
locally. The resules will help shape the 2009-10
disability equality programme.

Governance of equality and human rights

.42 A high-level Equality and Human Rights
Assurance Group (EHRAG) was established early in
2009. A sub-group of the Departmental Board, it
provides clear leadership and challenge across the
equality and human rights agenda. The Equaliry
Monitoring Group has continued during the year,
providing leadership on the collection and use of
equality data across the NHS and social care. Over
the next year, the group will link more closely to the
work of EHRAG.

5.83  An independent review of how equality
stakeholders engage with the Department
commenced during the year, with findings due o
be reported during 2009-10. The review will
consider arrangements currently in place including
those through the Gender, Age Discrimination,
Human Rights in Health and Social Care and
Lesbian, Gay, Bisexual and Transgender Advisory
Grﬂups, as WCH a5 morc ﬂ.-d hnf staltel‘mlder
arrangements.



Equality Bill

3.84  The Department has worked closely with
the Government Equalities Office on the marters
covered by the Equality Bill, and on the proposed
EU directive banning discrimination in services

on grounds of disability, race, religion or belief,
gender or sexual orientation. In addition, a specific
work programme to tackle unjustifiable age
discrimination in health and social care has

been established.

Supporting equality and human rights

.85  The Department continues to provide
guidance and support through publications and
activity-based programmes. Publications this year
have focused on the equality strands within the
Equality Bill not previously covered by legislation;
these included practical guides for the NHS on
religion or belief, sexual orientation and
transgender issues.

586 Phase 2 of the Human Rights in Healthcare
project ended in October 2008 with the delivery of
the second edition of Human Rights in Healtheare:
A framework for local action (DH, 2008). There is
continuing support to other NHS-based equality
programmes including Paceserters, Race for Health

and Single Equality Scheme learning sites. A total of

75 trusts participate in the three programmes and
their progress is reported through a monthly

e-bullerin.

.87 Specific equality programmes, such as
Valuing People Now (learning disability) and
Delivering Race Equality (in mental health care),
are reported in chapter 13 of this report.

Social exclusion

The socially excluded adults PSA is a key
part of the Government’s commitment to
improving the life chances of vulnerable groups.
The long-term costs of failing ro rackle social
exclusion are significant, not only for individuals
themselves bur also for their families, for local
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communities and services, and for sociery as a
whole. The challenge to public services is also clear:
too often vulnerable individuals fall berween service
providers, are not given the range of support they

need, or fall our of conract with services entirely.

The socially excluded adults PSA aims o
ensure thar excluded adults have the resources and
foundations ro live a more stable and successful life,
by increasing the proportion of four at-risk client
groups in settled accommodarion and in
employment, education or training. These client
ErﬂLlpﬁ are:

adulr offenders under pmhnrinn supervision;
care leavers;

adults with moderare to severe learning
disabilities; and

adults in contact with secondary mental

health services.

In focusing on these four client groups the
PSA is not intended to cover all socially excluded
adults. Instead, it represents a first step in
challenging systems and services to be more
responsive to individuals with complex needs, with
the expectation that where it is successful for these
groups, there will be valuable lessons and benefits
for all vulnerable individuals.

.91 The Department has lead responsibility for
the learning disability and mental health client
groups. In 2008-09, the Department starred to
collect dara for the baseline. The Department
jointly owns four of the indicators for this PSA, all
of which require the establishment of new dara
collections. The Department has also begun work
on strategies to deliver the employment outcome
for the learning disability and mental health client
groups, both of which are due to be completed
in 2009.
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The key partner departments are:

the Cabinet Office (lead department);

the Department for Communities and Local
Government (accommodation outcome); and

the Department for Work and Pensions, the
Department for Innovation, Universities and
Skills, and the Department for Children, Schools

and Families (employment outcome).

Cross-government working rakes place at the
PSA 16 Delivery Board for senior officials and the
Life Chances Sub-Committee on Social Exclusion
for government ministers. The Department is
working closely with the regional tier in
Government Offices and intends to work through
depurty regional directors of social care to develop
regional delivery plans. At the front line, health and
social care services, as well as employment and
housing agencies, are all critical to delivering

ilnpmw:d OULCOITIES.
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Role

['o promote better health, better care and better value through first-class communications and social

marketing.

Key achievements in 2008-09 included:
Launched Change4Life.

Provided communications to support the launch of High Quality Care for All

Delivered an integrated communications programme to celebrate the NHS's 60th anniversary.

Developed and implemented a new tobacco control marketing strategy.

Summary

.1 In this chapter you will find information on:

» background, purpose and structure;

» strategic overview for 2008-09;

« marketing campaigns and communication
prugrammes;

» working with regions;

» financial reporeing, evaluarion and nccnuntahiii:}r;

and

« plans for 2009-10.

Background, purpose and structure

i.2 Both the structure and the culture of the
Communications Directorate are focused on
audience groups. The Directorate’s objectives for
each group are:

» for NHS patients and service users:

— to increase trust and confidence in the NHS
and social care services by improving and
managing the reputation of these systems and
the Department;

» for the public:

— to enable people to take responsibility for their
own health and the health of their children

by |‘.rr-:.n.fir:|ing information that is relevant and
motivating for them;

— to explain the Department’s policies clearly and
succinctly; and

— 1o make ministers and senior officials available

and accountable to the media and the public;

and
for the Department, WHS and social care staft:

o L1 J'H.'IE} hut]d fﬂl'lﬁdﬂ.‘ﬂl't' 'ﬂ.ll(l ]Jr{.'!]"{}lt‘ L"I.:II[lIl.'q'll
and behavioural change; and

— to engage Department staff in decisions about

how the Diepartment operares.

The range of funcrions comprises:

the media centre, which is responsible for
providing a full media relations service o

ministers, the NHS and wider Department;

» the NHS and social care marketing team, which is

n:spﬂnsiHu for creating, delivering and evaluating
behaviour change marketing programmes;

s the NHS communications ream, which is

responsible for developing and delivering the
communication and engagement strategy for NHS
staff and stakeholders, and for providing
leadership across the NHS for communications;

» the corporate communications team, which is

responsible for departmental statf communicarions
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and engagement, electronic communications and
the Department’s publishing programme; and

the strategy, planning and insight team, which is
responsible for advising on communications
strategy, managing departmental brands,
developing and disseminating audience insight
and providing a range of support services to the

Direcrorate.

Strategic overview for 2008-09

The Communications Directorate operates
by supporting other parts of the Department to
achieve their policy objectives. It has the flexibility
to change the focus of its activities each year rto fit
with changing priorities.

In 2008-09, the D::panmcm's SErategic

priorities were:

better health and well-being for all: reducing the
burden of lifestyle diseases, reducing healch
inequalities and preparing for an influenza
pandemic;

better care for all: enhancing the local
transformation of the NHS and developing

a strategy for the reform of social care; and

better value for all: developing the Diepartment’s
capability, working across government, delivering
its Department of State functions, delivering
high-quality, cost-effective support services and
facilitating the delivery of better value for money.

The Communications Directorate SUPPOTTS

each of these objectives in different ways:

It supports better health and well-being for all by
running a series of behaviour change marketing
programmes. In 2008-09, the Directorate has:
delivered a range of communications activity
around health-risking behaviour, including
launching the Change4Life campaign to help
families make better decisions abour dier and
activity; campaigned on major health protection
issues; and worked to prepare communications
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activity to reduce the impact of an influenza
p.ind::mic.

» It supports better care for all by delivering
communications activity to enable the local
transformation of the NHS and to build
undurstanding nf TI'II'_‘ ﬂ:FﬂTm H:F Sl'rl:iﬂt canc.

In 2008-09, the Directorate: delivered a major
cummul'li.c:ttiun& pmgramn‘lc o 5uppnrt tl'll."
publication of High Quality Care for All and

the NHS Constitution; worked with the

NHS communications community to develop
capacity and capability; developed a new brand
strategy to make berter use of the NHS corporate
identity; and developed an insight-led strategic
communications strategy to support the reform
of social care.

It supports better value for all by a series of
meastres to improve transparency, capability,
cross-government working and support to
ministers. In 2008-09, for example, the
Communications Directorate provided ministers
with a media function and visits programme;
supported the departmental development plan
with a series of internal events and products;
and developed new standards for evaluating

markct'mg campaigns.

The Directorare is staffed primarily by
communications specialists, who have been
recruited against a set of competences specified
by the Government Communications Network,
in addition to the generic skills specified by
Professional Skills for Government. In January 2009
the Directorate produced a strategic framework —
Promoting Health and Care — that sets out for an
internal audience its commitments for delivering
excellence in communications.

Marketing campaigns and
communication programmes

The purpose of the Department’s public
health social marketing activity is to support people
in making better choices abour those decisions thar
impact on their and their family’s health. The



investment in advertising-led campaigning in
2008-09 was in excess of £60 million (refer to
figure F.1 in annex F). The most significant areas
of investment were tobacco control and anti-obesity
marketing, although the Department delivered
campaigns on a broad range of other issues
throughout the year.

Tobacco control marketing

49 A new, three-year tobacco control marketing
strategy was developed in 2007, Building on
previous successful campaigns, this strategy
represented a new focus for the Department: it was
targeted exclusively ar one segment of society
(routine and manual workers) and had a grearer
emphasis on driving campaign response and
channelling smokers who wished to give up through
INHS support services. The first campaign based on
the revised strategy was launched in December
2007, and drew the highest volume of response ever
received by a smoking cessation campaign (over
800,000 rotal responses). Campaign recognition
also reached an all-time high (93 per cent), with

44 per cent of smokers who had seen the campaign
claiming to take some quirting-relared action.

410 In the course of 2008-09, the Department

delivered a series of campaigns designed to drive

Figure 4.1: Marketing awards, 2008-09

fssue Awards Category

Tobacco contral Thinkbox TV Brilliance
Markening Week: Markening

June TV Brilliance: winmer
Best Public Seceor campaign of year:

further response; 1o provide better support during
the quitting process; or to reinforce the motivation
to give up. The campaigns have consistently
delivered outstanding results, and overall response
levels to date are significanty up, compared with
2007-08 acrivity. Between April and December
2008, marketing activity generated over 1.5 million
responses, 714,000 more than the same period in
2007. The "Wanna Be Like You' and ‘Scared’
campaigns targeted routine and manual worker
audiences and both achieved 84 per cent

prompred awareness.

ChangedLife anti-obesity marketing

In March 2008, Healthy Weight, Healthy
Lives: A eross-government strategy for England (HM
Government, 2008) to help people maintain a
healthy weight, was published. This commitred the
Department to developing a major marketing
initiative to help parents of younger children, in the
first instance, to understand the health risks of
behaviours related to poor diet and low physical
activity, and make better health-related decisions.

Change4Life, the programme developed to
deliver this strategy, was launched to stakeholders in
October 2008 and to the public in January 2009,
As a complex, multi-phased marketing programme,

Awarded for... Date awarded
“Wanna Be Like You', June 2008 July 2008

‘Get Unhooked', January o MNovermber 2048
March 2007

Effectivencss winner
Marketing Week: Marketing Best Campaign of year: winner ‘Ger Unhooked', Janaary mo Movember 2008
Effectivencss March 2007

Civil Service Awards

Health Business Awards

The Communicateen Awarnd: wannes

MHS Publicity Campaign: winner

Tobacoo conerol marketing Movember 2008

COMITES STy, 2010
“Wanna Be Like You', June 2008  December 208

Alcohol harm Health Business Awards MHS Publicity Campaign: runner-up Umins: chey all add up® Drecember 2008

reduction

Frank: subst IAB creative showcase [ecember creavive showcase: winner Cacaing December 2008

abuse advice FWA Sire of the day: winner Cocaine Jarwary 2009

Hepamitis C IVCA Awards Beit documentary: gold award Inside & Ot — prison DV April NeE
[VCA Awards Best direcrson: bronze award Inside & O - prison DV April 2008
IVCA Avwands Best editing: bronze award lassde & Our — prison DV Apral 2008
Communsqué awards Best patsent or public campaign Falle it campaign July 2008
PRCA Awards Public secvor camipaign award Hepatitis C awareness Movember 2008
Mew York International Film and  Gold award Inside & Ot = prison DVD Januzry 2009

Video Awards

Sowrces Commrunicarions Pirecrerare, [0



scheduled to build over a three-year period and
develop a movement to promote healthy behaviours,
there are limits to the type of evaluation available

art this point. However, the early indicators —
concerning the level of awareness and response from
launch — are positive. The website received more
than 250,000 visits to the homepage in the first
month; over 2 million items of collateral were
requested by NHS staff: and by early February
2009, 34 major commercial partners had signed up
to support the movement. After the first month, the
campaign had achieved 61 per cent logo recognition
among the general public, an unprecedented level of
brand awareness in government health campaigning.

In addition to these programmes, in the
course of 2008-09, the Department developed and
delivered marketing straregies to cover a wide range
of health improvement and protection issues,
including: alcohol harm reduction; sexual health;
drug misuse; influenza vaccinations; heparitis care

awareness; and respiratory hand hygiene

campaigning.

In 2008-09, marketing acrivity was
increasingly delivered in cooperation with or by
regional reams. The tobacco control markering
strategy involved the recruitment of a specialist
regional marketing agency in order to increase
capacity and activity in priority regions in the first
instance. The Changedlife programme insight and
research were shared with regional teams through a
rolling roadshow from September 2008.

NHS60 and High Quality Care for All

On 5 July 2008, the NHS celebrated the
60th anniversary of its founding. For the
Communications Directorate, this provided an
opportunity to: improve public confidence in the
MNHS; raise staft morale; deliver health and well-
being messaging, particularly to children and young
people; and support publication of High Quality
Care for All, the NHS Next Stage Review final

report, which was launched to coincide with
the anniversary.
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The strategy was to organise a small number
of high-profile national events such as a National
Service of Celebration at Westminster Abbey, and
to encourage and supporr stakeholder and local
NHS organisations to organise their own activities,
as it was known that these would be most relevant
and credible to staff and the public. The local NHS
and stakeholder organisations were encouraged to
support the anniversary through meetings, and a
toolkit with collateral for NHS communicators was
puh]ici:u:d via NHS Comms Link, the secure
website for NHS communicators. This cooperative
approach to the celebration ensured maximum
impact, for relatively small investment. As a key
focus of the anniversary was the provision of services
to children, the Department also commissioned
Michael Rosen, the Children’s Laureate, to write a
poem to celebrate the NHS ar this time.

These Are The Hands by Michael Rosen

These are the hands
Thart touch us first
Feel your head

Find the pulse

And make your bed.

These are the hands
Thart tap your back
Test the skin

Hold your arm
Wheel the bin
Change the bulb
Fix the drip

Pour the jug
Replace your hip.

These are the hands
That fill the bath
Mop the floor

Flick the switch
Soothe the sore
Burn the swabs
Give us a jab
Throw out sharps
Design the lab.



And these are the hands

That stop the leaks

Empty the pan

Wipe the pipes

Carry the can

Clamp the veins

Make the cast

Log the dose

And rtouch us last.
4.17  Partly as a result of this activity, the
anniversary produced over 700 items of media
coverage, more than two-thirds of which were
positive. Awareness of the anniversary among the
public increased from 8 per cent in June 2008 wo
42 per cent in July, while awareness amongst NHS
staff rose from 60 per cent to 97 per cent over a
similar period. This heightened awareness reinforced
positive feelings towards the service.
4.18  The Communications Direcrorate worked
with colleagues across the Department to support
the launch of High Quality Care for All: NHS Next
Stage Review Final Report, in June 2008, After
publication, the Directorate worked with the project
leads of all 90 commitments to ensure that
communications aspects were considered, and led
on the creation of an overarching narrative to
explain the direction in which the NHS is moving.

NHS Constitution

4.19  On 21 January 2009, the Prime Minister
and the Secretary of State signed the NHS
Constitution, the first in the history of the NHS.
The Communications Directorate supported the
Constirution with a communications strategy that
covered both the period before the signing —
including a 17-week consultation period — and the
extended period afterwards, explaining the
importance of the Constitution to staff and patients.
The signing of the Constitution represents one
milestone in a multi-phased engagement process,
with the next period (to autumn 2009) dedicated
to building awareness and understanding of the
NHS Constitution among staff groups, who the

Diepartment knows are, in turn, a trusted source

of information for patients. At the heart of this
approach is the principle of co-production, with the
Communications Directorate working closely with
NHS communicators and other stakeholders.

Corporate communication

!0 As part of the Departmental Development
Plan initiarive, the Directorate introduced a ﬂlit}r
revised internal communications programme in the
course of the year, including a new face-to-face
briefing system, to ensure a better cascade of
leadership messages to staff and a more formalised
feedback loop. Another key element of this revised
programme of activity was the Department’s first
all-staff events, held in London and Leeds and
attended by over 2,000 Department staff. Some 85
per cent of attendees rared the events as ‘good’ or
‘very good'.

The work on the Development Plan was part
of a broader range of corporate communications
activity delivered by the Department in 2008-09.
The Communications Directorate is responsible for
the departmental website, which recorded
approximately 1 million visitors each month
throughout this year. It also manages the
Department’s publications programme, providing
34 million copies of documents to NHS and public
enquirers in the course of the year.

Social care bulletin

1,22 As part of its objective to support the reform
of social care, the Communications Direcrorare has
brought up-to-date, easy-to-read explanations of
the latest policy news to social care staff and
stakeholders in the quarterly Social Care Bulletin,
Owver 5,000 staff now subscribe to the bulletin.

The Communications Directorate also helped 1o
launch the first ever People’s Award for Dignity in
Care in January 2009, as part of the wider Health
and Social Care Awards. The award will help o
identify best practice and encourage individuals and
organisations to embed dignity as a core care
principle across health and social care sectors.

41



Media centre

The ncpartmcnt'.& media centre is a
24-hours-a-day, seven-days-a-week operation, which
supports ministers in communicating the derail of
often complex health policy to the media, and
provides the media with a point of contact for their
range of queries. In the course of 2008-09, the
media centre issued approximately 440 press
releases, and deale with an average of 10,000 media
enquiries each month. It dealt wich srories including
the creation of new GP health centres and exrended
opening hours, progress on the 18-week target, the
Human Fertilisation and Embryology Act 2008,
tackling healthcare-associared infections, mental
health, social care and the publication of High
Quality Care for All The media centre also
generated coverage for public health advice around
smoking, alcohol, cancer and stroke.

Working with regions

The Department provides professional
leadership across the NHS for communications; and
an objective of the Communications Directorate is
the development of capability and capacity of NHS
communicators. The Communications Directorate
manages a range of communication channels o help
engage NHS staff and stakeholders” understanding
of, and engagement in, their roles. In 2008-09, it
produced 155 bulletins, railored to different staff
groups including nurses, GPs, chief executives and
allied health professionals. In addition, the NHS
Comms Link site for NHS communicators was
redeveloped and relaunched to provide easier access
to a range of information and tools and better
networking opportunities. The service has more
than 4,000 registered users, and recorded on average
6,646 visits each month throughour 2008-09.

The Communicare 08 conference on
5-6 November brought together 300 NHS
communicators to share knowledge and best
practice from a series of expert contributors and one
another. Cooperation between the Department and
the NHS on communications issues will be further
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enhanced by the proposed development of NHS
Online which was scoped in the course of 2008-09,
and is due to be piloted in 2009-10. The media
centre liaised regularly with regional press teams,
providing advice and support.

Financial reporting, evaluation
and accountability

Departmental communication programmes
report regularly to ministers and Parliament, both
on investment and outcomes from their activiry.
Total promotional spend for 2008-09, as well as
sponsorship paid and received, is listed in figure F.2
and F.3 in annex F.

The Communications Directorate invests
in a variety of research to inform communications
planning and evaluate the impact of its activiry.

In 2008-09, the toral invested in communications-
specific research was more than £3.3 million.

The communications research programme includes
tracking the attitudes towards the NHS of the
public every four months and of staff every six
months, as well as a range of projects rargeted ar
specific audiences, including users of social care
services. Reports are published regularly on the
Departmental website as part of the Freedom of
Information publications scheme. In addition, the
Directorate provided extensive evidence to the
House of Lords Select Committee on
Communications, for their report on the
implementation of the Phillis Review
recommendations (st Report of Session 2008-09:
Government Communications, The Stationery Office,
January 2009).



.28 According to the most recent public research
available at the time of publication (figure 4.2),
public sarisfaction in the running of the NHS was
73 per cent. This is the highest figure since the
tracking survey began in 2000.

.29 Ensuring value and return on investment is
a high priority for the Communications Directorate.
In 2008-09, it completed a review of best practice
evaluarion of marketing activity, which both set
clear standards on evaluation and created a set of
tools to help campaign reams achieve these. The
Department’s markering evaluation principles
anchor marketing activity in behaviour change
theory, and reinforce the need to work with regional
colleagues to pilot activity before rolling it our

nationally.

Plans for 2009-10

In 2009-10, the Communications
Directorate will continue to support ministers in

.30

developing public understanding of government
health policy, especially around challenging issues

Figure 4.2: Overal

nowadays?

such as marernity services, dentistry and healch
inequaliries.

i.31  The Directorate will continue to lead
behaviour-change social marketing programmes,
including the second phase of ChangedlLife, as it
moves beyond its families core targer audience.

The Directorate will support the Department

in delivering High Quality Care for All, and
communicaring ro parients, NHS staff and the
public the improvements thar have been made since

publicati.un of the review last summer.

The Communications Directorate will lead
on further developing capacity and capability across
the NHS communicarions community. This will
include delivering the “whart good looks like’ project
to set clear standards and expecrations for all NHS
communication — both ar an :mamni:\;ntimml and an
individual level. It will also deliver the NHS Online
service. Delivering robust strategic communications
activity across the NHS will help to achieve key
policy agendas, such as world class commissioning,
which include a requirement to demonstrare
communications competency at organisational level.
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The Communications Directorate will
continue to be involved in finding new ways to
present the NHS - both services and advice — in a
clear, coherent and easily accessible way for partients
and the broader public. Projects such as the
development of an overarching digital scrategy for
the Department, NHS and social care information
and the review of the uses made of the NHS brand
will pmvidt ministers and NHS leaders with
specialist advice and recommendations.
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Role

To acquire, allocate and account for the financial resources required to deliver objecrives across the

Department and the NHS.

Key achievements in 2008-09 included:

Revenue allocations to primary care trusts for 2009-10 and 2010-11.

Made ready to implement the International Financial Reporting Standards (IFRSs) in 2009-10.

Mﬂdt Progress [U‘“'ﬂr{.{ .F..]St{.‘r -l:l{ll!illl'l:I Df l]'ll.' DCPEITI’I’ICHTEI FESOUrce account.

Summary

5.0 In this chapter you will find informarion on:

» revenue allocations to primary care trusts for

2009-10 and 2010-11;
» International Financial Reporting Standards;

» faster closure of the annual accounts;

= 2007 Comprehensive Spending Review (C5R)

Sl,:t[] cment; an CI

» value for money.

Introduction

5.2 This chapter is structured in three sections.
The first section discusses achievements in finance
in 2008-09. The second section looks at the
resources available ro the Department following the
CS5R settlement for the years 2008-09, 2009-10 and
2010-11, and how these funds flow through the
NHS and the wider Department. It links to derailed
tables in annex A. The final section discusses value
for money.

Revenue allocations to PCTs for
2009-10 and 2010-11

5.5 Revenue allocations to PCTs for 2009-10
and 2010-11 were announced in December 2008
on the basis of a new funding formula developed by
the Advisory Committee on Resource Allocation

(ACRA). The allocarions represent £164 billion
investment in the NHS, £80 billion in 2009-10 and
£84 billion in 2010-11. PCTs will receive an
average increase in funding of 11.3 per cent over the
two years, a total increase of £8.6 billion. Further
informarion about these and earlier allocations can

be found ar: wwv.'.dh.gm'.llk."al]ucall'mns.

Four elements are used to set PCTs" actual

allocations:

Weighted capitation rargets — set according ro the
national weighted capitation formula which
calculates PCTs’ target shares of available
resources based on PCT populations adjusted for:

— their age distribution;

— additional need over and above thar relating to
age; and
— unavoidable geographical variations in the cost
of providing services (the market forces factor).
Recurrent baselines — representing the actual
current allocation that PCTs receive. For each
allocation year, the recurrent baseline is the
previous year's actual allocation, plus any
adjustments made within the financial year.

Distances from targets — the differences berween
weighted capitation targets and recurrent
baselines. If a weighted capitation target is greater
than a recurrent baseline, a PCT is said to be
under target. If a weighted capitation target is
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smaller than a recurrent baseline, a PCT is said to

be over targer.

» Pace of change policy — determining the level of
increase that all PCTs receive to deliver on
national and local priorities, and the level of extra
resources focused on under-rarger PCTs to move
them closer to their weighted capitation rargets.
PCTs do not receive their target allocarion
immediately but are moved to it over a number of
years in order to minimise financial instability in
the NHS, and in recognition of the facr thac there
are unavoidable cost pressures thar all PCTs will
need to meet. The pace of change policy is
decided by ministers for each round of allocations.

International Financial Reporting
Standards

As part of the government-wide initiative,
the Department implemenrted [FRSs on 1 April
2009, This will hring benefits in consistency and

international cumpumbilir}f of financial reports.

The Department continues to make good
progress and a significant amount of work has
already been performed to prepare for the transicion,
including the establishment of a project group and

work streams to look at individual areas.

In achieving this progress, the Department
has worked very closely in partnership with the
Martional Audit Office, the Audit Commission and
Meonitor (the Independent Regulator of NHS
Foundation Trusts). IFRS will result in changes in
accounting for, and disclosure of, many of the

transacrions entered into by the Department, the
NHS and arm’s length bodies (ALBs).

As part of the groundwork for these changes,
a restatement of the opening balance sheet (as at
I April 2008) has been undertaken by the core
Department, the NHS and each ALB. In addition,
the Department has worked with HM Treasury to
provide them with dara at key trigger points over
the past year, and this has included extensive
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analysis for the financial instrument accounting

standards.

Faster closure of the annual accounts

5.9 It has been a key objective for 2008-09 that
the Department will lay an unqualified resource
account before Parliament prior to the 2009
SUMIMEr rccess. ]_ﬂl'gﬁ.'l}' IJL"E:].'L'I.SL' Df' []']L' cumplt:xit}-' ﬂF
the Department’s relationship with the NHS, and
the fact that currently it has to consolidate over 200
separate accounts, the Department is the last
government department to achieve faster close of
the resource account. The anticipated July delivery
date represents a whole three-month improvement
on the 2007-08 laying date of 9 Ocrober. Successful
delivery of this objective has depended on detailed
project planning both within the Department, and
by key partners in the NHS and ALBs. All key
partners have formed separate implemenrarion
groups to drive progress within their own area of
influence, not least by identifying local faster close
champions to change attitudes and culure, by
providing necessary training, by the sharing of best
practice and by critically assessing organisational
readiness for the change. Lasting success also
depends on a general recognition that accounting
should be a whole year, and not just a year-end,
process.

.10 Governance for the faster close project has
been provided by a high-level steering group with
a direct link to the Department’s Audit Committee.
In achieving this good progress, the Department
and its partners have collaborated closely with
colleagues from the National Audit Office and the
Audit Commission. Achieving pre-recess close of
the accounts in 2008-09 is by no means the end of
the story. Faster close must now become part of
mainstream D‘tpnrtmrntﬂ business, achieved (and
improved on) in each and every year through a
process of continuous business and system
improvement. As part of this improvement process,
in 2009-10 the Department intends to work with
IT partners in order to implement a commercial



consolidation package to drive further
improvements. This will puc it in a strong position
to meet the challenges posed by HM Treasury's
desire to align accounting, budger and estimares
processes to an ever more challenging timerable.

2007 Comprehensive Spending
Review settlement

5.11  In the Pre-Budger Report 2007 (HM
Treasury, Octaber 2007), the Chancellor
announced the 2007 Comprehensive Spending
Review (CSR 2007) settlement for the Department
covering the financial years 2008-09, 2009-10, and
2010-11 (Refer to figure A.1 in annex A).

5.12  As is usual, the opening position for these
years has changed slightly via the quarterly estimares
process, to reflect minor changes in the disposition
of funding berween the NHS and Personal Social
Services (PSS), technical accounting changes, and
rransfers of function and funding berween the
Department and other government departments.

However, the Pre-Budget Report 2008
(HM Treasury, November 2008) announced
changes that have a marerial impact on the

.13

Department’s funding in these years.

5.14 A £5 billion increase in the Government’s
value for money target was announced for 2010-11.
The Departmental contriburion to this new target
was announced in Budger 2009 ar £2.3 billion.
This is reflected in an equivalent reduction in the
Department’s revenue Departmental Expenditure
Limit (DEL) in 2010-11 (refer to paragraph 5.53
for further derails).

5.15  Although the impact of the value for money
efficiency savings have seen the overall departmental
revenue DEL reduce, this has not impacted on PCT
allocations which have been announced at 5.5 per
cent growth in 2009-10 and 2010-11. This will
contribute to the fiscal stimulus, ensuring thar
money flows to the front line and through local
economies at the time when it is most needed.

516 Some £100 million of planned capiral
expenditure in 2010-11 was transferred into
2009-10 as part of the fiscal stimulus package, and
Department Unallocated Provision capital funding

in 2010-11 of £1.285 billion was withdrawn.

The £100 million expenditure brought
forward is to fund the upgrade of GP premises to
a teaching standard and rargeting funding on those
areas that have historically had a lower provision

(8] F d[}f_'{u I's.

5.18  The scale of the L‘upir:ﬂ expenditure

programme has been unaffected by these changes.

5.19  The track of changes to NHS funding are
given in Egure A.2 in annex A, and of current

funding in Egu.re A3 in annex A.

Disposition of Department resources

5.20  Figures A.4, A.5 and A.7 in annex A give
a high-level breakdown of historic and planned
disposition of NHS resources from 2003-04 up
to 2010-11. The specification of these tables is
mandated by HM Treasury and categories of

L"KI‘.Ii'_"I'ldi[Ll]'L" arc as r{:t{}rd:_'d a1y thr:ir L!Ht'ﬂ.bilﬁl{.‘.

Overall funding

5.21  Planned NHS net expenditure in 2009-10
is £102.7 billion. NHS net public spending is based
on the total of the revenue budget plus the capiral

budger, less depreciation.

22 Planned PSS expenditure ner of depreciation

in 2009-10 is £1.7 billion.

23 In addition to DEL funding figure A.4
includes funding from outside DEL, for example:

5.
« NHS pensions; and

» funding given to the NHS by HM Treasury from
their annually managed expenditure.
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Revenue expenditure is further split into
technical HM Treasury accounting currencies of
near cash and non-cash.

Mear cash can be defined as transactions that
have an impact on cash flow in the short term, eg
]_'I'.;,I_'l.-' ;'I;I"Il':l pﬂﬂ.’iiﬂ“ﬁ COSTS, Meyenue C}{Pl."l'ld'i.tLl.IL' oI
gﬂﬁd.’- .’ll'lll.'] wn'iccs. or EHE]'! F"J}'m(.‘l'ltb'- FEII' Ei'l{‘ ﬂ?h::tslf.'

of provisions.

MNon-cash can be defined as items chat will
never require a cash payment (eg the cost of using
capital assets — dtprc{iutiun, bad debts) or other
items that may require cash payments but only in
the longer term, eg provisions.

DH revenue settlement:  £99.8bn

e .

Revenue funding

Figure A.5 gives a high-level disposition
of revenue expenditure. It illustrates thar under
HM Treasury’s categorisation of expenditure, the
bulk of funding, particularly in recent years, lies in
NHS hospital and community health services and
discretionary health services (HCFHS). This area
COVErs:

hospital and community healch services;

prescribing costs for drugs and general appliances;

central and strategic health authority managed
budgets that are spent in the NHS, eg training,
research and development: and

general medical services, and since 2006, general
denristry services.

Expenditure with NHS bodies £BE.5bn ]

| Centrally managed budgets:  £9.7bn |

£1.5bn

| P55 funding:

[

PCT announced opening allocation
£80bn

Dentistry
£2.3bn

I
Central SHA allocations
£1.3bn

I
Training (funds at SHA)
£4.8Bbn

1
SHA running costs
£0.1bn

MHS Litigation Authority Connecting for Health
£1.1bn £1.1bn

| I
Research and development Army's length bodies
£0.9bn £0.7bn

I 1
EEA medical costs Substance muse
£0.6bn £0.4bn

I |
Ophthalmology Fharmacy
£0.5bn £0.7bn

T 1
OH administration Vaccines
£0.2bn £0.4bn

L 1
MHS Mext Stage Review Welfare food
£0.1bn £0.1bn

I |
Technical Contingency
£0.1bn £0.7bn

[

Oither central
£1.7bn

MHS capital settlement

£5.4bn

Agset sabes
£0.1bn

Total MHS capatal
£5.5bn of which:

PCT allocations
£0.8Bbn

Nenrs:
{1} Amavenis may wor jum exacrly dnie 1o I"rn'-nc'ﬁ-\l.r.
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£2.9bn

HH5 trust and foundation trust

Central budgets
£1.8bn




.28 An alternative presentation of HCFHS
expenditure using published accounts is shown in
figure A.6 in annex A.

.29 The rables highlight thar a significant and
increasing proportion of Departmental resources
flow directly to PCTs and SHAs.

Department of Health plans

Figure 5.1 shows the disposition of
Drpartrm:ntﬂ resources for 2009-10.

Financial performance

The Department’s key financial funcrions
are configured to support the coordination of the
spending review for the NHS and social care and
the in-year reporting and performance management
of financial resources. The Finance and Operations
Directorate is responsible for articulating the
financial requirements of the NHS and social care
and accounting for the way in which financial
resources are allocated and then used.

2 In light of this, two measures of financial
performance are included in annex A:

» planned performance against outturn on overall
Department of Health expenditure (figure A.8
and figure A.9); and

» distance from target PCT allocations
(figure A.10).

.21 Managerial performance of the NHS and
PSS, for example the position on surpluses and
deficits and the performance of local organisations,
is discussed in chapmr G (NHS finance,
performance and operations) and Social care, local
government and care partnerships, who facilitate
delivery through in year performance management.

Distance from target

.34 Whenever the resource allocation formula,
or the data it uses, is updated, PCTs’ distance from
target allocations will change and some will move
from over to under rarget or vice versa. The

Department is committed to moving all PCTs
towards their targer allocations as quickly as
possible, but this must be balanced by the need ro
ensure that all PCTs are appropriately supported
with stable funding that both supports existing
commitments and allows long-term planning, as
well as recognising the unavoidable cost pressures
that all PCTs face. Therefore, the Department has
ensured that no PCT will receive less than 5.2 per
cent growth in 2009-10 and 5.1 per cent in
2010-11.

The most under-target PCTs will benefit
from the highest increases in funding. At the start of
2009-10, the most under-target PCT will be 10.6
per cent below rarger. Over the next two years, thar
PCT's allocation will grow 1‘}}* more than 17 per
cent and it will end 2010-11 only 6.2 per cent
below target. This is a sigliiﬁumt achievement h}'
historical standards; for instance, at the start of
2003-04, some PCTs were 22 per cent below rarger
and in 2005-06 some were 16 per cent below.

Advisory Committee on Resource Allocation

ACRA is an ind::pq:ndm: committee

comprising NHS managers, Gl's and academics.

ACRA’s role is to oversee the development
of the weighted capitation formula used to inform
revenue allocations to PCTs, to ensure equal
opportunity of access to healthcare for people at
equal risk, and ro contribute to the reduction in
avoidable health inequalities. ACRA reports to
ministers on possible changes to the formula before

each round of allocations.

Prior to the 2009-10 and 2010-11 PCT
allocations, ACRA carried our a comprehensive
review of the main elements of the formula,

includi ng:

the need element of the formula;
the market forces factor; and

the population base for revenue allocations.
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5.39  The review resulted in a new Funding
formula which builds and improves on the previous
formula by introducing:

» a separate, transparent health inequalities formula
which targerts funds at the ptaccs with the worst

health ourcomes;

» a new needs formula which enables need
acfcr-rding, to age and other factors to be assessed

l:ugr:thcr for the first time; and

a new marker forces facror, which reduces
unrealistic variations beoween PCTs and berween
secondary care providers.

Further details of ACRA's review and the
recommendations made to ministers can be found
on the Department’s website at: www.dh.gov.uk/
allocations. The final research reports supporting
ACRA’s review have been published and are also

available on the above website.

ACRA will continue to oversee the
development of the formula to inform revenue
allocations for 2011-12 onwards.

Financial analysis
HM Treasury analyses

.42 Found in Annex A, these cover:

s total capital cmpln}rf:& by the Department
(Agure A.11);

» analyses by country and region (figure A.12)
{core table 7);

» analyses by country and region per head
(figure A.13) (core table 8); and

i ill'iilJ.:r"SCS I.ﬂ Cu'l.ll'lll}' E.I'I'EI. I.'Egiﬂl'l h}" I'.l.ll'h:l'iﬂn

(figure A.14) (core table 9).

The data presented in figures A.12 1o A.14 is
consistent with the country and regional analyses
published in chaprer 9 of Public Expenditure
Statistical Analyses (PESA) 2009.
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5.44  The analyses are ser within the framework
of total expenditure on services (TES). TES broadly
represents the current and capiral expenditure in

the public sector, with some differences from the
ﬂETiﬂ'I'IaI ACCOoUNts measure 'DF Tﬂtﬂj managﬁi
expenditure. The figures show the central
government and public corporation elements of
TES. They include current and capital spending by
the Department and its non-departmental public
bodies, and public corporations’ capital expenditure,
but do not include capital finance to public
corporations. Nor do they include payments to local
authoriries of local authorities’ own expenditure.
TES is a near cash measure of public spending.

Further information on TES can be found in
appendix E of PESA 2009.

5.45  The dara is based on a subset 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

whaole is excluded.

5.46  Regional attribution of expenditure for the

vears 2003-04 to 2007-08 is based on NHS5 annual
accounts, and for 2008-09 to 2010-11 on
allocations to the NHS. Central expendirure is
attributed pro rata to NHS expenditure for all years.
547 The funcrional analyses of spending in figure
A.14 are based on the United Nations Classification
of the Functions of Government, the internarional
standard. The presentations of spending by funcrion
are consistent with those used in chapter 9 of PESA
2009. These are not the same as the strategic
priorities shown elsewhere in this report.

PCT and SHA expenditure analysis

5.48  These form the major component of
HCFHS funding:

» PCT expenditure (figure A.15); and
» SHA expenditure (figure A.16).



Time series on particular expenditures

5.49 These cover:

» GI contract (figure A.17);
» general ophthalmic services (figure A.18);
» primary dental services (figure A.19);

» pharmaceutical services and the Community
Pharmacy Contractual Framework (figure A.20);

# drugs — primary care (figure A.21) and secondary
care (figure A.22);

. ]:-ur(:hnsa of healthcare from non-MNHS bodies
(figure A.23); and

» expenditure by local authorities on PSS (figures
A.24, A.25 and A.26).

Value for money

Background
Improving value for money (VM) is a key

5.50
priority for the Department, and providing better
value for all is one of the Department’s three
Departmental Strategic Objectives (DSOs).
Building on the Department’s significant VM
improvements recorded in recent years as part of the
Gershon Efficiency Programme, the Department
has purt in place ambitious targets to further
improve VIM over the next three years and to
explore potential for making further step changes in

VIM in the longer term.

In lare 2008, the Department published
derails of savings achieved under the four years of
the Gershon Programme (2004 to 2008). This
showed thar annual savings of almost £7.9 billion
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were achieved by March 2008, significantdy
exceeding the target of £6.47 billion. Further details
and a breakdown of these savings can be found in
the Department’s Autumn Performance Report 2008
(DH, December 2008).

Comprehensive Spending Review

5.52 The additional investment in the NHS
announced in the CSR 2007 settlement was

accompanied by a requirement for the Department

to secure NHS VIM savings of £8.2 billion by
2010-11 when compared with a baseline of 2007-
08. This is in line with requirements for all
government departments. HM Treasury guidance
requires that all these savings are sustained over

time, net of costs and L‘aﬁh-rclcn:-;ing.

5.55  Clearly, it is important that the Department
and the NHS, alongside all the public services, play
their part in helping the economy through the
downturn. As outlined above, the 2009 Budget
statement announced thar additional savings of

£5 billion across public services, including

£2.3 billion from the Department, will be delivered
in 2010-11.

The revised targer builds on the success of
the Department’s Gershon Programme by going
further and faster. The Department’s approach 1o
delivering the original target was described in Vialue
for Money Delivery Agreement 2008-2011 (DH,
December 2007) and its appmuch £o dcfivuring the
additional £2.3 billion of savings in 2010-11 was
included the Government's 2009 Value for money
update (HM Government, April 2009).

The NHS's strong track record in delivering
VIM savings, its strong financial foundarions and
the sustained investment it has received in recent
years mean that it is in a strong position 1o meet
this additional challenge. Prudent financial planning
means that allocations made o PCTs, announced
in December 2008, are unaffected by the Budger
announcement. These provide funding growth of
5.5 per cent in both 2009-10 and 2010-11.
5.56  The NHS — England: The Operating
Framework for 2009-10 (DH, December 2008)
made clear the need for the NHS to use this growth
in resources to prepare for slower growth in the
years ahead. To support the NHS in doing so, the
Department announced in March 2009 that a new
NHS Productivity and Efficiency Unit would be
established, headed by Margarer Edwards and
hosted in NHS London. This unit will play a vieal
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role in helping the NHS to identify and disseminate
innovative new ways of improving VfM and
producriviry.

Approach to achieving VM

The Department’s approach to securing
VM improvements in the NHS reflects the
movement away from centrally determined rargets
towards more devolved priority setting and delivery.
MNevertheless, the Diepartment has several kc}r roles
to play in ensuring that the Government’s national

VM rarger is met.

Firstly, the Department sets the overall level
of VIM savings required from the NHS, which is
fully incorporated in setting tariff prices — the prices
at which hospitals are paid for providing NHS
services. The Department has announced thar,
in line with the revised VIM rarget, the efficiency
requirement used when setting tariff prices will rise
from 3 per cent in 2009-10 to 3.5 per cent in
2010-11.

Local NHS organisations are responsible for
identifying and delivering local actions in order to
deliver the VM improvements that ensure rh::}r can

live within chis tariff income.

Secondly, the Department is responsible for
key cenrral actions thar will contribure rowards local
delivery of VIM improvements. For example:

the Department has negotiated a new
Pharmaceurical Price Regulation Scheme (PPRS),
announced in November 2008, that will deliver
significant reducrions in the prices of branded
prescription drugs over the coming years; and

harnessing the purchasing power of the NHS by
negoriating national framework contracts for
purchasing a wide range of goods and services
and promoting other means of collaborative
procurement. The Department launched a new
Commercial Operating Model in May 2009,
which will contribute to further NHS use of, and
benefir from, collaborative purchasing

:-\ri‘:ulgumcnrs_
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Thin:H_',-', the Department has identified a
number of key opportunities for VM savings that
will offer potential for most or all local NH5
organisations to benefit. These were described in
detail in our Vialue for Money Delivery Agreement
2008-2011. The Government's 2009 Value for
money updare, provides an update on how the
Department intends to deliver its revised rarger,
including drawing on the work of the Public Value
Programme and the Operational Efficiency

Programme.

Local NHS organisations will be responsible
for detailed implementation of these, based on
analysis of their local performance and conditions,
together with other actions that are specific to their

I{}L'E.I circumstances.

To support local adoprion and delivery of
key common opportunities, the Department has
worked with the NHS Institute for Innovation and
Improvement to develop a range of Better Care
Better Value indicators, which allow NHS
organisations to benchmark their current
performance against other organisations and to
estimate the potential for local savings.

In addition, wherever possible the
Department has developed, national key
performance indicators (KPIs) in order to track
progress against key components of VIM savings.
These indicators are not targets, at either a national
or a local level, but are used in combination to track
overall national progress towards our VIM rarger
and to provide assurance that savings are being
made. Further detail on these KPIs was included in
the Value for Money Delivery Agreement 2008-2011.

The devolved approach that the Government
has taken towards the NHS means thar it is not
feasible ro caprure all VM savings in these national
indicators. Therefore, while these indicators will be
used to track and assure overall progress nationally,
they will not necessarily capture all VIM savings
delivered locally. Therefore, the Department



recognises that nationally measured VIM savings

are likely to understare rotal savings delivered
in the NHS.

Governance and assurance arrangements

5.66 The Department’s Performance Commitree
oversees progress against, and delivery of, the overall
VIM target, alongside oversight of progress against
Public Service Agreements (PSAs), DSOs and

financial performance.

5.6 In addirion to the oversight and challenge
provided by the Performance Commirtee, the
Department has also commissioned Internal Audir
to undertake a review of the governance, reporting
and measurement processes associated with the
Department’s VM programme.

5.68  Further, the National Audit Office will
provide independent scrutiny of government
departments’ reported VM savings through the
CSR 2007 period and are currently developing their
approach to doing so. Finall}r, annual reporting of
progress in the Department’s Autumn Performance
Reports and future Departmental Reports will allow
public scruriny.

Progress

569 Delivery of the Department’s VIM
programme for the CSR 2007 period (April 2008
to March 2011) is at an early stage. Given time lags
in the collection and collation of daca, there are
currently only limited data available with which ro
measure progress towards the Department’s VIM
target. On the basis of currently available
provisional in-year darta, savings of over £1,000
million were made in 2008-09. These are detailed
below, along with a report on progress so far in
the three major VIM delivery programmes:

» pharmaceuricals;
« procurement; and

« patient pathways.

Pharmaceuticals

The Government announced in November
2008 thar final agreement had been reached with
industry for a new PPRS. This will be effective from
2009 for a minimum of five years and includes a
3.9 per cent reduction in the prices of branded
pharmaceurticals from Fchmar}f 2009, wich a furcher
price cut of 1.9 per cent from January 2010. This
new agreement is expected to deliver VM savings in
the UK of around £350 million in 2009-10 and
approximately £550 million a year thereafter. This
builds on savings of £1.8 billion achieved under the
five years of the previous PPRS agreemenrt. Savings
from the new PPRS do not begin to accrue unil

2009 so are not included in the pmvi&;iun.’t] savings
for 2009-10.

Significant savings were also achieved under
the Gershon Programme by reducing the prices of
generic drugs through the terms of the communiry
pharmacy contract. The Department will continue
to monitor pharmacy margins and make further
price reductions if, and when, they are warranted
under the terms of the contract. The UK has among
the highest rates of generic medicine use amongst
COMPATAIOr COUNtries. Continued performance
management to encourage generic use instead of
more expensive brands saved around £30 million
in 2008-09.

Procurement

Building on significant achievements under
the Gershon Programme, savings of over £480
million have been delivered in the first nine months
of 2008-09 through national framework contracts
and regional collaborative procurement hubs, which
have bath secured continued improvements in the
prices paid by the NHS for goods and services.

Patient pathways

Savings in the first nine months of 2008-09
of £500 million have been made by reducing
average lengths of hospital stay and by reducing
growth in accident and emergency attendances.
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Gershon over-delivery
5.74  The original spending review (SR) 2004
targer of £6,470 million was signiﬁcantly exceeded
by March 2008. A significant proportion of this
over-delivery has been achieved in projects and
initiatives for which further gains had been forecast
as part of CSR 2007 efficiency (VM) savings plans.
This is particularly the case in productive time
(service improvement), procurement and
pharmaceuticals. Early delivery of these gains clearly
reduces the scope to deliver during CSR 2007.

To ensure that perverse incentives were not
created for departments in order to artificially delay
efficiency measures, HM Treasury has agreed thar
these additional savings would score towards the
Department’s CSR VM rarget. Therefore, in
addition to the £7,057 million of savings achieved
as part of the SR 2004 Efficiency Programme, the
Department delivered a further £820 million of net,
cash-releasing savings by March 2008, which will
be counted towards its CSR. 2007 target.

NHS productivity

5.76 The Office for Nartional Sratistics (ONS)
plans to publish the next productivity report in
summer 2009. In January 2008, the ONS published
its latest report on NHS productivity, Public Service
Productivity: health care.

.77 The report distinguishes three separate
phases of productivity performance since 1995:

» from 1995 1o 2001, productivity was stable,
falling slightly by 0.1 per cent;

» from 2001 to 2005, productivity fell by 2.5 per
cent per year; and

s from 2005 o 2006, productivity levelled off,
falling by only 0.2 per cent.

e

5.78  The ONS report shows that from 1997 ro

2006 NHS output grew by 42 per cent, just under
4 per cent per annum before making any
adjustment for qualiry.
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5.79  The ONS report shows falling NHS
productivity from 2001 to 2005. This coincides
with the period of extra investment focused on
improving access to health services and improving
outcomes in the big killer diseases of cardiovascular
disease and cancer. The upturn in productivity from
2005 reflects levelling off investment, the slowing of
workforce growth, and the focused prioritisation

of the NHS on improving efficiency.

5.80  The ONS productivity measure excludes
cost savings from better procurement and does not
measure the outcomes of NHS treatments. The
objective of the NHS is not to maximise activity
but to maximise the health and well-being of the
population, improve access and reduce health
inequalities. The Department has commissioned

a three-year research project from The Centre for
Health Economics (CHE) to improve the
measurement of NHS output, inpur and
productivity. Each year, CHE will produce an NHS
output and an NHS inpur index using the latest
available data, and will progressively extend the
methodology for quality adjustment. The
Department continues to work closely with the
ONS and others to improve our measurement and

understanding of NHS productivity.







Role

Facilitates NHS duljwr}' thmugh uvcr&;ight of all aspects of NHS pcrfurm:mcc. and SUpPOIts programmes to
enable the NHS to achieve world class services.

Key achievements in 2008-09 included:

Published the final report of the NHS Next Stage Review, High Quality Care for All, and established a

clear framework for implementation and governance.

Assisted the NHS to deliver the 18-week referral to treatment targer; improved GP access, reduced

healtheare-associated infections and ensured pcrﬁ:lrmance agains[ the NHS Gpemﬁfng Framework,

Published the NHS Operating Framework ﬁir 2009-11)

Achieved the NHS Plan target of 100 new hospital schemes over a year ahead of schedule.

Ensured strong financial governance across the NHS by delivering a sustainable surplus during a time

of economic difficulty, ensuring the NHS is well equipped to meet the challenges of future years; and

published the national cariff for 2009-10.

Increased the numbers of NHS foundation trusts and reached the halfway point of all eligible acute and

mental health truses becoming NHS foundarion trusts.

Summary

In this chapter you will find information on:
NHS Next Stage Review — High Quality Care
Sor All
NHS operating framework
performance and delivery
financial governance
NHS Security Management Service and WHS
Counter Fraud Service
payment by resules
capital investment
gateway reviews, estates and facilities

NHS foundartion trusts

the independent sector treatment centres and the
Extended Choice Network
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Introduction

The NHS Finance, Performance and
Operations (NHS FPO) Direcrorate facilitates NHS
delivery — through performance monitoring and
management — across all aspects of performance,
including achievement of national standards and
priorities and financial management.

NHS5 FPO is a predominantly ourward-
facing directorate, although it undertakes some
policy development responsibilities, and it supports
the NHS to deliver on some of the most important
narional programmes to achieve world class services
for patients and users alongside excellent value for
the public. NHS FPO works in partnership with
SHAs, the NHS leadership team, the wider
Department and its arm’s length bodies, and other
government departments and healthcare bodies, in
order to deliver these priorities.



6.4 NHS FPO brings together the following
functions within the Department:

« performance and delivery

» NHS Next Stage Review

« NHS financial strategy

« NHS financial control

» Financially Challenged Trusts Programme
« NHS capirtal strategy

» capital investment, including PFI and LIFT

» Gareway reviews, estates and facilities and
ProCure2]

» elective care and diagnostics, including the
18-Wecks Delivery Programme

* knowledge and inrelligence (specifically
supporting NHS delivery)

« Operating framework and business processes
» new performance framework

» Foundation Trust Unit

» counter-fraud and security management

» NHS Business Unit

« NHS contracting

NHS Next Stage Review - High
Quality Care for All

6.5 High Quality Care for All (DH, June 2008),
the final report of the NHS Next Stage Review, set
out a vision of an NHS that gives patients and the
public more choice, works in partnership with
stakeholders, and has quality of care at the heart of
everything it does.

6.6 Ar the heart of the review were the 2,000
local clinicians who engaged with their local
communirties and examined the best available
clinical evidence in order to identify improvements
to health and healthcare locally. Their work
underpins the ambitious visions for health and
healthcare thar were published by SHAs in May and
June of 2008.

The NHS Next Stage Review has been a key
step in a journey that has improving the quality of
care at its core. This journey began with the grearest
investment in the history of the NHS, aimed at
providing more doctors, more nurses and better
facilities. These enhancements to the NHS's
capacity and capabilities have delivered improved
quality in terms of access and choice, ensuring thar
the NHS delivers to the standards that the public
expect. Expansion in capacity has been followed by
a range of reforms to improve the responsiveness of
the NHS, including the introduction of NHS
foundation trusts and payment by results, coupled
with a strong focus on extending patient choice.

The NHS Next Stage Review builds on this
greater capacity and responsiveness in order o
embed quality as the organising principle for all
INHS services. For the first time, local clinicians, in
discussion with patients, NHS staff and their local
communities, have determined how quality can best
be improved locally, rather than this being agreed in
Whirtehall or ser our in narional rargers. The
commitments made in High Quality Care for All are
now being taken forward in partnership and
co-production with the NHS, ensuring thar the
spirit and reality of this open and consultative
approach is embedded in the relarionship berween
the NH5 and the Department.

David Flory (Director General — NHS
Finance, Performance and Operations) 1s the Senior
Responsible Owner for the delivery of the
programme set out in High Quality Care for All His
role is to assure the successful delivery of the 70
implementation projects, brigaded under 8 work
streams across the Department, in order to deliver
on the commitments it makes. The Next Stage
Review Programme Office supports him in this role
and provides the secrerariat to the Delivery
Overview Board, which hringﬁ directors g,r:ﬂi:ml
together to progress programme-level issues,

Having successfully got the programme up
and running, the Department is increasingly seeing
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rangible results being delivered. The Department
has published the first-ever NHS Constitution,
launched the ‘patients’ prospectus’ and a coalition
for better health, and also placed a legal dury on
SHAs to promote innovation in their region. Over
the coming months it will continue to drive forward
the delivery of the programme.

NHS Operating Framework

The NHS Operating Framewaork for 2009-10
(DH, December 2008), sets the priorities for the
coming year and supports the implementation of
the plans laid out in High Quality Care for All. The
major challenge, of enabling all parts of the NHS to
focus consistently and systematically on improving
the quality of care, requires long-term
transformation that touches all parts of the system,
starting from the front line. The NHS should
enable this transformation by:

» developing and embedding a new approach o
change; and

« putting in place a series of enablers for high-
quality care.

A key element of establishing these enablers
was the publication of SHAs' local ‘visions’ with the
NHS5 Next Stage Review final report, High Quality
Care for Al in June 2008, The ability of SHAs to
start delivering on their visions from 2009-10 will
be a critical success factor in implementing the aims
of High Quality Care for All
6.13  The purpose of the NHS Operating
Framewerk, produced afrer a series of engagement
events across the NHS, is to set our the paramerers
within which local organisations will operate in
2009-10. This is the second year in the three-year
planning cycle established by the 2007
Comprehensive Spending Review (CSR). The NHS
Operating Framework is abour maintaining the
Momentum on continuous improvement.
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6.14  The NHS Operating Framework for 2009-10
also set our the following leadership challenges for

MNHS organisations:

» Continue to deliver on the national priorities that
matter most to patients and the public, so that
progress is sustained and improved in these areas.

» Invest the additional resources wisely in 2009-10
in order to prepare for the need to make
substantial efficiency savings in 2010-11, and for a
righter financial climate thereafter.

» Start to put in place the strategic enablers and
foundations that will help to deliver the ten SHA
regional visions and purt quality at the heart of
services.

» Develop new ways of working and leading that
reflect the evidence base and principles for driving
large-scale transformarional change.

Priorities

6.15  The five national priorities established
through last year's NHS Operating Framework

remain. They are as follows:

» Improving cleanliness and reducing healthcare-

associated infections.

» Improving access through achievement of the
18-weck referral to trearment pledge, and
improving access (including at evenings and
weekends) to GP services.

» Keeping adults and children well, improving their
health and reducing inequalities.

» Improving patient experience, staff satisfaction
and engagement.

» Preparing to respond in a state of emergency, such
as an outbreak of pandemic influenza.
6.16 These priorities will be delivered using the
principles of co-production, subsidiarity, clinical
ownership and leadership, and system management.
The Department's gateway process will continue to
ensure that communications with the NHS are
consistent with the priorities and principles ser out
in the NHS Operating Framewaort.



Performance and delivery

6.17  NHS FPO has had a key role in monitoring
and performance-managing the NHS, through
SHAs, against the NHS Operating Framework for
2008-09 (DH, December 2007) priorities and vital
signs, in order to ensure delivery of key targets and
milestones in 2008-09. This included delivery of the
18-week referral to trearment target, provision of
improved access to primary care and a reduction in
healthcare-associated infections.

6.18  The Department also worked with the NHS
to ensure maintenance of the existing commitments,
including accident and emergency (A&E)
perﬁ:lrmnncc, performance of ambulance services,

and in-patient and outpatient waiting times.

6.19  The NHS Operating Framework for 2008-09
introduced a new approach to planning and
managing our priorities both nationally and locally
— the vital signs. The planning guidance for the
current three-year CSR cycle was set out in

operational plans from 2008-09 and thar guidance
still holds, and will apply in 2009-10.

6.20  The Department will review the plans for
2009-10 with each SHA. In doing so. the
Department will apply key assurance tests to plans
in order to ensure that they:

» are based on robust demand-and-activity
assumptions that support delivery of the 18-week
target and other key targets;

» give assurances on the delivery of national
priorities and reconcile these across the three
elements of finance, workforce and acrivity;

» are consistent with contracts agreed locally; and

» are aligned with their Local Area Agreement’s
(LAA's) priorities for health and well-being.

Vital signs

6.21  The wvital signs pull rogether the
commitments made through the 2007 CSR process
by the Department to both HM Treasury and other

government departments, The vital signs framework
rolls forward for a second year, maintaining the
momentum and freedom for the NHS o focus on
the national ‘must do’s’ alongside locally determined
priorities. The framework provides PCTs, their
partners and local communities with information
across a range of services with which to inform local
planning.

6.22  The NHS Operating Framework for 2009-10
set out thar, as part of this process, performance
against the viral signs will be published in 2009-10
to reflect the 2008-09 position. This will allow
people locally to understand how well their PCT is
performing (compared to other PCTs) across a
range of commissioner responsibilities. In turn, this
supports a local conversation berween PCTs, their
partners and their populations in order to inform
local prioriries.

6.23  Once again, central performance
management is limited to the smaller subser of vial
signs and, I'Jur:_'fund that, to those areas or

organisations where purf{}rm:mcc 15 weak.

Local Area Agreements

6.24  LAAs are three-year compacts, based on local
sustainable community strategies, that ser our the
priorities for a local area. They are agreed berween
central government (represented by the Government
Office for the Region) and a local area represented
by the lead local authority and other key partners
through Local Straregic Partnerships. LAAs have
been shown to have grear potential in delivering
improvements in health and social care ourcomes,
and have proved to be an important catalyst for
improved partnership working. Since April 2007,
every area in England has had its own railored LAA
in place. Their profile and importance was raised
further from June 2008, when LAAs formed the
central delivery contract between central
government and local government and its partners.
Since then, LAAs have focused on a n::]at'wcl}r small
number of priorities for improvement.
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Developing the performance regime for
2009-10

The Department published Developing the
NHS Performance Regime in June 2008, which
outlined its vision for affording greater consistency
and transparency in how the NHS identifies under-
performance, how the system intervenes to support
recovery, and how organisations are managed where
services are not clinically or financially viable. The
performance regime will establish clear thresholds
for intervention in underperforming organisations
and a rules-based process for escalation, including
defined timescales for demonstrating performance

IMprovements.

Supporting this work, the Department
published Consultation on a Regime for Unsustainable
NHS Providers (DH, September 2008) in order to
engage with the NHS on proposed measures to
underpin NHS performance, ensure that patients
receive high-quality services and protect patients

from Fail'mg SETVICES.

The Department is currently developing the
performance regime for 2009-10 and it will
continue to work with colleagues across the NHS in
order to develop this for NHS providers and

COMMISsSioners.

Annual health check

In October 2008, the Healthcare
Commission published the 2007-08 ‘annual health
check’ assessment scores. For the second year in a

row, the overall picture is one of IMprovement.

On quality of services in 2007-08:

Ower 60 per cent of trusts were rated either
‘excellent’ or "good’ (26 per cent ‘excellent’ and 36
per cent ‘good’) — the preceding year 46 per cent

were in these two caregories.

» 34 per cent were ‘fair’ and 5 per cent were ‘weak’
— the preceding year 53 per cent of trusts were in
these two categories.
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On the use of resources in 2007-08:

Over 60 per cent of trusts were rated either
‘excellent’ or ‘good’ (24 per cent ‘excellent’ and 37
per cent ‘good’) — the preceding year 37 per cent
were in these two categories.

34 per cent were ‘fair’ and 5 per cent were “weak’
— the preceding year 62 per cent of trusts were in
these two caregories.

The Care Quality Commission took
rcspnnsihilir_\r for p::riudic reviews from 1 f"l.pril
2009,

Improving access

As High Quality Care for All set out, once
national targets are achieved they will then become
national minimum standards for all NHS
organisations and will form a national standard for
all patients. Therefore, from 1 January 2009, the
minimum expectation of consultant-led elective
services was that no one should wait for more than
18 weeks from the time they are referred to the start
of their hospital treatment, unless it is clinically
appropriate to do so or they choose to wait longer.
This pledge was reaffirmed in The Handbook to the
INHS Constitution, published on 21 January 2009.

Every PCT and trust must strive to achieve
this minimum standard across all services and
specialties, monitoring waiting times over 18 weeks,
so that patients do not wait for reasons other than
choice or clinical exceprion.

From January 2009, the Department has
focused on supporting the NHS in sustaining the
18-week patient pathway. Work has also continued
with the small number of trusts and specialties char
did meet the target in order to ensure thar the target
is achieved as quickly as possible for all parients.

6.5 As set out in the NHS Operating Framework
Sfor 2008-09, performance sharing has been
introduced, allowing responsibility for breaches of
the 18-week pathway to be shared if a patient’s care



has transferred between provider organisations
during the referral-to-treatment pathway. From
October 2008, provider performance has been
measured on a performance-shared basis.

6,56 Diagnostic tests must be carried out swiftly
and accurarely in order to enable delivery of an
18-week patient pathway — and maintaining
reductions in waits for all diagnostic tests is central
to reducing overall waits for elective care.

06.37
wait of 18 weeks for consultant-led treatment, the

As part of the drive rowards a maximum

NHS has also been working to reduce referral to
treatment waiting times for ‘direct access audiology’

Figure 6.1: Hospital activity trends, 1997-9§
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treatment, ie services thar are not consultant-led and
where patients are referred directly to the audiology
department to be seen by cither audiologists or
clinical scientists in audiology.

Activity trends

Figure 6.1 gives details of hospiral activiry
levels for each of the main sectors. The 2007-08
year saw an increase of 5.4 per cent in elective
admissions (compared 1o ]n}ng run average of
3.3 per cent), while growth in emergency and other
admissions was managed to a level of 0.4 per cent
grﬂwﬂ'l I[::mt'lpartd to |-[}ng run average of 2.4 per

cent).
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Financial governance

Setting the context

In the NHS Operating Framework for 2008-
09, the Department stressed the importance of

sustaining the level of NHS surplus forecast for
2007-08 as the NHS wenrt forward to 2008-09.

The framework built on the principles
underlying the management of NHS finances set in
the previous year: transparency, consistency,
independence, and fairness.

The key financial objectives for the NHS in
2008-09 were:

for each SHA area to pL'm for a surplm at least
Lquivahnt to the :-;ur[}ius recorded in 2007-08;

(% p]an for sufficient surplus in the NHS truse
sector to service working capital loan repayments
and recover legacy debt positions; and

for SHAs to resolve all uutsrnndlng IL‘gﬂC}' debr in
PCTs by 31 March 2008, or in exceptional
circumstances where agreed by the Department,
by 31 March 2009,

To deliver these objectives, SHAs had the
flexibility to determine, within their economies, the
level of contingency necessary to ensure the delivery
of their financial plans and where this contingency
was best held.

The Department is continuing to tackle the
small number of NHS organisations that p-r:rl':c:-rm
poorly with their finances.

The drafr accounts for 2008-09 show thart
there were six organisations that ended the financial
year with an operating deficit. Those six
organisations had a combined gross operating deficic
of £58 million.

The Department is working with SHAs to

ensure that all the organisations forecasting an
operating deficic in 2008-09 are developing recovery
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plans in order to return to financial balance while
maintaining and improving services to patients.

Planning for 2009-10

The financial strategy for the NHS for
2009-10 and beyond is built on the firm financial
foundartions laid in the previous two years.

The aggregare surplus delivered in 2008-09
by SHAs and PCTs will be carried forward to
2009-10. Each SHA area, with the Department,
will determine the level of accumulared surplus
deployment required for 2009-10 and 2010-11
based on their local planning requirements. Across
England, this will probably rotal some £800 million
over the next two-year period, with approximarely
£400 million deployed in each of the two years.

This appruach once again enables the full
df:plu}rmi:nt of baseline and additional resources that
were made available to the service in 2009-10.

Within these plans, the Department expects
all PCT debts caused by previous years deficits to
be fully resolved, except where there has been
specific agreement between the SHAs and the
Department. There is also an expecration that no
MNHS organisation will plan for an operating deficit
in 2009-10 unless this is part of a planned recovery
position agreed berween the SHAs and the
Department.

SHAs will continue to have the flexibility to
determine, within their economies, the level of
contingency necessary to ensure delivery of their
financial plans, and where this contingency is best
held. SHAs will again also be able to determine and
agree locally with PCTs the arrangements for the
transfer and lodging of revenue resources with the
SHA, within the limit of the overall SHA planned

U TP]I.IS.

Accounting regime
The NHS and the Department have finished
preparing for the full adoprion of the International



Financial Reporting Standards (IFRS) in accordance
with HM Treasury requirements that have been in
force since April 2009. NHS organisations are
expected to produce financial plans for 2009-10
that are fully IFRS compliant, and this has been
reflected in NHS financial planning guidance.

NHS Security Management Service
and NHS Counter Fraud Service

6.52  The Department acts as sponsor for the
NHS Security Managemenr Service (SMS) and the
NHS Counter Fraud Service (CFS).

The S5MS has a wide remic bur has
concentrated primarily on work to reduce violence

6.53

against staff. Since 2003-04, improved working
procedures between the SMS, NHS bodies, the
police and the Crown Prosecution Service have been
dﬂrrﬂﬂpcd. By 2007-08, annual reports showed that
the number of physical assaults against NHS staff
had fallen l}:.r over 4,000 and that the number of
criminal sanctions following assaults had risen from
a very low level to close to 1,000. However, levels of
violence against staff remain high and numbers of
prosecutions for violence are still oo low. More
remains to be done in order to ensure thar staft
protection and preparedness are maximised and thar
prompt action follows the cases of violence that do
occur. The Department and the NHS look to rackle
violence in a variety of ways. For example, in order
to improve the personal security of a particularly
vulnerable group of staff, a current project is the
procurement of lone worker alarm services (with the
intention of these being used throughout the NHS).
6.54  The CFS specifically addresses issues of fraud
and corruption in a remit that covers dealing with
these issues within the Department as well as
throughout the NHS. The CFS focus is therefore
on the prevention and recovery of financial losses
alongside work on criminal, civil and disciplinary
sanctions procedures. A particular objective of anti-
fraud effort has been to shift the emphasis of the
work, wherever possible, towards prevention of

losses to fraud, while maintaining a robust capacity
to undertake reactive work to investigate and
prosecute cases when fraud or corruption do occur.
Annually published CFS reports provide derailed
output statistics from anti-fraud work and also give
narrative details of both proactive and reactive work
undertaken.

The SMS and the CFS are located within a
division of the NHS Business Services Authority.
Both services work with the police and other
agencies as necessary via agreed memoranda of
understanding. Additionally, both work with
nominated and trained individuals within health
bodies who are thus able to lead locally on security

management and anti-fraud issues.

Payment by results

2008-09 was a year of preparation for the
introduction, from 1 April 2009, of a new clinical
grouping methodology, or healthcare resource
grouping (HRG) system, to support payment
known as HRG4. HRG4 has been developed with
the help of a large number of clinicians and will
enable a better fit between tariff prices and current
clinical pracrice. In addition, it breaks clinical
activity down into more specific groupings and
therefore allows better targeting of funds to different
levels of clinical complexiry.

The move to HRG4 meant that the process
of calculating and checking the tariff for use in
2009-10 was more complicated than it had been
previously. Many NHS and other organisations
helped with the process and the final tariff was
released for use in early February 2009.

During the year, work has also been
underway to establish and support more than 50
separate development sites as part of a project to
enable NHS staff to lead future payment by results
(PbR) development in their areas of expertise. These
sites act as a mechanism for developing local
currencies and funding models for services currently
outside the scope of the tariff, or as an alternative o
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national currencies for services already within the
warift's scope.

Following the NHS Next Stage Review,
work has also been underway to lay the foundations
for an expansion of the scope of PbR into mental
health and community services. The development of
tariffs set on the basis of best clinical practice has
also begun. Four potential areas for best pracrice
tariffs were identified in the review and work on
their feasibility, and the challenges of developing
them, has been taking place with the help of leading
clinicians. The Department aims to introduce best
practice tariffs in 2010-11.

A new l:_'h'lllL"E[iU]'.l system FU]' tl'“.‘ i'l['l.l'lll-i.ll
collection of reference costs was successfully
introduced in 2008, This simplified the reporting
system for more than 400 organisations and was

well received.

As part of continuing efforts to improve the
‘building blocks’ of PbR, the Department has
encouraged NHS organisations to adopr parient
level informarion and costing systems. These have
included the development, with the help of NHS
finance staff, of costing standards to help the NHS

in costing at a patient level.

2007-08 outtum
Ciovernment spending 3.597
Percensage real torms grountd!
Recenpes from land sales™ 07
Percensage real termis prouni"
I*FI inwestrmient 1,744
F"mw.r.u.gr real n‘rms‘gnuw}.l”'
Tael 5850
."-'nm_'

(1) Kral termas growil: caloulaed weing GIDWP deflavers ar ae 23 April 2000

Capital investment

The capital resources available to health are
set out in figure 6.2. It includes an estimate for the
capital funding that will be supplied under the
private finance initiative (PFI). As in previous years,
there will also be further investment through NHS
Local Improvement Finance Trust (LIFT), the
public—private partnership vehicle, for redeveloping

and modernising primary care premises.

The increase in public capital funding will
not only give the health service scope to further
improve the quality of the assets with which services
are delivered, buc it will allow other important
initiatives to proceed. These include increasing the
stacks of antiviral medicines in the event of an
outbreak of pandemic influenza, and bringing a
£100 million programme forward into 2009-10
which will improve the facilities in pracrices that
instruct GP trainees.

PFl and the 100 hospital schemes target
During 2008, a further six PFI schemes with

a combined capiral value of £789 million became
operational. A further four reached financial close
and commenced building, worth £396 million.

In total, 104 hospirtal schemes (77 of which are PFI)
are now operational and a further 28 are under

construction; and many others under the
ProCure21 initiative. In Ocrober 2008, the NHS

U (resources)

£ million

2008-09 estimated outtum 2009-10 plan
4410 5434

126 2

300 146

123 =525

1,525 b

-14.8 -36.5

6,235 6,572

(20 The fogeeres for outturn and esrimared surnr recerps from dirpesal ancliede diposals berween NHS srpanisntions becawse these ave nor separavely iaentifica in the aceourts of

NHT srgamisarions
(3} Figueres may not sum die 1 Fowading,
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achieved the NHS Plan rarger (set in 2000) of
opening 100 new hospiral schemes by 2010.

ProCure21
The ProCure21 public-sector capital-build

(.05
programme, structured in line with HM Treasury
and Office of Government Commerce guidance,
incorporates best public-sector procurement
practice. It is delivering well-designed capiral
projects in the NHS secondary and primary care
sectors that are delivered on time and within
budger. To date it has complered 234 schemes at a
value of £1.3 billion, of which 22 schemes were
completed in 2008-09. Schemes worth a further
£2.1 billion are curn:nthr in the pipclinc to be raken
forward by the NHS.

Local Improvement Finance Trust

6.66  So far, there are 48 NHS LIFT schemes.
As at 31 March 2008, 206 facilities were open to
patients with 25 under construction and many
more being planned. NHS LIFT has now artracred
£1.5 billion of capital investment and this level of
investment will continue ro grow in 2009-10 and

beyond.

6.67 A major development is the significant
extension of the geographical spread of the NHS
LIFT initiative through the intreduction of ‘Express
LIFT". This will provide a fast-track route for PCTs
and local authorities to set up NHS LIFT
companies outside established NHS LIFT areas in
order to build primary and social care facilities. This
will be achieved through the establishment of a
national partnering framework of selected private-
sector contractors, Procurement of this framework
started in August 2008 and was complered in
March 2009, when seven contractors were
appointed.

Earned autonomy and the Strategic Estates
Development Project

Currently 88 PCTs have access to partnering
services through NHS LIFT and many more will

(.68

have the opportunity to link to partners through the
Express LIFT initiative. The partnering relationship
is crucial in ensuring that PCTs are supported in
making sound value judgements as early as possible
in the development of projects.

It is not the Department’s intention to
exercise undue oversight on successful local
arrangements. Where it can be demonstrated thar
partnering arrangements are working well and value
for money is being delivered, the Department will
consider a process of accreditation to reward PCTs

with higher delegated expenditure limits.

In support of Transforming Community
Services: Enabling New Patterns of Provision (DH,
January 2009), the Department is also exploring a
number of ways in which it can help PCTs to use
their estates more effectively and efficiently. This is
to enable estates to flex and remodel as
commissioners’ priorities change and to create a
level playing field for all providers, including the
third secror.

Social care

In 2008, the Department ran a bidding
round for adult social care PFI credits. These are
paid to local authorities in order to support the
capital cost of new social care infrastructure, eg
residential care for elderly people, or day services for
physically or mentally disabled adults. A total of
£210 million was awarded to nine councils, with
the awards ranging in size from £4.4 million to
£30 million. Total allocarion of social care PFI
credits is now £670 million. The Department
intends ro run a further bidding round in 2009,
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Gateway reviews, estates and
facilities

The Department improved its estates and
facilities guidnncc in 2008-09 |:r_',’ pruducing_ 24
specialised healtheare-specific rechnical publicartions,
ranging from mental health ro fire safery. The
Department has updared and issued all-room data
sheets related to clinical activity in the acute setting.
The Department has also made gm]d progress in
duvtfuping a pan-UK content management system,
as well as in addressing digiral rights management
and a successor to its current Knowledge
Intormarion Porral.

Waorking with health protection colleagues,
the Department has undertaken unique research
programmes in order to inform the better design of
decontamination processes and physical
environments to assist the reduction of incidences of
healtheare-associated infections. The work informed
tl"lﬂ.' I.'.ll'l'.}i'_{'l.'l.ll.'ti.u['l I]FngjdﬂnCC ﬂﬂd 5tandard5 ﬁ}r []'.IL‘
NHS, in addition to aspects of the review and
update of the Code of Practice for the NHS on the
Prevention and Control of Healthcare Associated
Infections and Related Guidance (DH, January
2009).

Climare change legislation set the challenge
for the NHS to become a leader and exemplar of a
low-carbon public sector organisation with an aim
[0 r'l'."dll'l'.'l'.' grc::nhnust £as emissions h}" atl Per cent
by 2050. In response to this, the Department has
continued its work to ensure that the NHS
improves performance on sustainability. This work
has included the development and publicarion of a
national mandarory tool: BREEAM Health. The
Deparement has supported the NHS Sustainable
Development Unit since its establishment in April
2008 and has worked in partnership with it in order
to develop a significant programme of work to
address the climarte change challenge.

The Health Gateway Team has continued ro
support the modernisation of facilities across the
NHS by organising nearly 30 reviews of
construction projects, including PFI, LIFT and
ProCure2l schemes. It has also assisted with ten IT
projects in the Department, its arm’s length bodies
(ALBs) and the NHS, as well as a growing number
of reviews on policy implementation in the
Department and its ALBs. By far the biggest growth
area though is the reviews of service reconfiguration
schemes in the NHS. In conjunction with the
MNational Clinical Advisory Team reviews, the
gateway process is playing a major part in ensuring
that these schemes are providing real improvements
for the public.

The completion of around 100 reviews this
year, nearly 50 per cent more than in any previous
year, demonstrates the increased recognition of the
value of the process, the range of schemes that can
benefit from its operation and the major role it can
play in developing and moving forward the
Department, its ALBs and the NHS.

Asset disposal

The Department continued with the disposal
programme in 2008-09 for the remaining surplus
property in the ownership of the Secretary of State
for Health. It is expected that a further £10 million,
including ‘overage’ payments from sales completed
in earlier years, will be released for reinvestment in
2008-09. In addition, the Department is working
closely with the Homes and Communiries Agency
(formerly English Partnerships) to identify the
contribution that the NHS can make rowards the
Government’s target for new housing on surplus

puhiic sector land.

6.7%  To support the Government’s policy on
increasing housing supply and qualiry, the
Department has prepared directions for the NHS
on using a national register for surplus NHS land
and ensuring that homes built on this land achieve a
good standard of design as well as meeting sound
environmental standards. Additionally, it is



promoting greater integration of health and social
care in the town planning system through its work
with Communities and Local Government. The
development of new legislation, such as the
Planning Act 2008, has provided the Department
with the opportunity, through the development of
the community infrastructure levy, to ensure that
contributions will be available for the provision of
health and social care facilities when new
development is proposed.

Strategic Health Asset Planning and
Evaluation Project

6.79  The Strategic Health Asset Planning and
Evaluation application (SHAPE), launched by the
Department in November 2007, is a web-based
piece of planning software aimed primarily at SHAs
and PCTs to inform and support delivery of service
reconfiguration. The SHAPE application links
clinical analysis and demographic data with
healthcare estate performance and facilities’
locations in order to inform the strategic planning
of services and physical assets across a whole health
economy, and to underpin local health inequalities

strategies. T'o date there are approximarely 600
SHAPE users.

Ongoing initiatives
6,80 The Department has worked with a range of
organisations — including the King's Fund, the
Prince’s Foundation for the Builc Environment, the
Commission for Architecture and the Built
Environment, and the Royal Institute of British
Architects — in order to improve the environments
in which care is provided. Specific initatives include
the following;

» Supporting the Arts in Health network to develop
a strategy for delivering the recommendations of
the Department’s 2007 Report of the Review of Arts
and Health Working Group.

» Providing support to the Hillingdon Hospital
NHS Trust’s ‘Bevan Ward® pilot project, a brand
new 24-bed unit comprising 100 per cent single
room accommaodation.

Managing the NHS Design Review Panel in order
to help the NHS achieve high standards of design
by reviewing major building proposals ar key
stages of their development.

Funding for the King's Fund’s Enhancing the
Healing Environment Programme has continued.
The end-of-life care element of the programme
has seen 19 NHS rtrust improvement schemes
making excellent progress along with an offender

health prison scheme.

Working in partnership with the Institute of
Healthcare Management and the Department’s
Emergency Preparedness Division to produce a
training DV char will assist the NHS to be
better prepared for any furure major adverse
incident, drawing on lessons learned from the
2007 flooding experiences and adapring these 1o a

wider business continuity model.

NHS foundation trusts

The NHS Foundation Trusts (FT's)
Programme offers greater autonomy and freedoms
to NHS5 organisations set against a national
framework of standards and inspection. FTs are free
from central government control. They set their
own strategies and make their own decisions to

Improve services for patients.

After four years of FT authorisations and an
existing 115 FT's, independent evidence suggests
thar the FT model offers a better way of delivering
MNHS services to parients.

It is now generally accepted that FT's are
performing well, clinically and financially. The most
recent ‘annual health check’ by the Healthcare
Commission showed that, overall, FTs performed
significantly better than non-FTs on the use of
resources and the quality of services: 38 out of the
42 organisations rated ‘excellent’ were FTs. The
regulator’s compliance system and intervention
arrangements also offer robust safeguards, allowing
actual and porential financial and non-financial
problems to be identified and dealr with effectively.
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The Care Quality Commission also ensures that

FTs meet rcvqu'm:d levels t:Fsufcr}r and qualit}*.

The haltway mark on FT roll-our has been
reached — 50 per cent of eligible acute and mental
health trusts are FTs, and the Department is
working with SHAs to support the progress of
AcCure, I'I'I.L'J'.Itill. J'.I.L"nllt}l Hlld. H['['I.I.'JL[]E.IHH.‘ [ruses tuw-‘.lrds
FT status. A performance framework will also be
introduced for all NHS providers thar have not yer
achieved FT status (acute trusts, mental health
trusts, ambulance trusts and PCT provided services)
between April and October 2009 and for NHS

commissioners from ;’Lprii 2010,

High Quality Care for All recommended thar
the rate of transition to FT status should be
accelerated. In response to this, the Department
rcql.u_'stud that SHAs undertake a further review of
their trust trajectories. SHAs have now confirmed
those trusts that will be able to apply to the
Secretary of State for FT status by December 2010.

Some trusts will not be in a position to apply
for FT status hy the end of 2010. SHAs are working
with these organisations to finalise their plans for
the future, which may include some restrucruring.
The aim is that all NHS providers should ultimarely
offer services to the FT standard.

The Department is receiving periodic
updates from SHAs to confirm progress against
trajectory, which will ensure that an up-to-date
profile of those applying for FT status is maintained
and thar the flow of applications continues.

The Department is also extending the
benefits of the FT model to other types of
providers. Ambulance trusts can now apply to
become FTs and the Department is also exploring a
range of options for community services, including
approving the use of FT status for providers of
community services.
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Independent sector treatment centres
and the Extended Choice Network

The Department involves the ind::pcndf:nt
sector in delivering health services as part of
government plans to deliver a patient-led NHS, cut
waiting rimes and offer choice to patients. These
services are run by the independent sector but

funded through the NHS5, and are free ro parients.

The |ndf:pundcnt Sector Treatment Centre
(ISTC) Programme pln}rs a I(c].r role in n:ducing
waiting times and Improving patient choice.

There are now more than 100 mobile and
fixed-site ISTCs. In 2008-09, four new centres
opened. Nearly 1.5 million operations, diagnostic
ASECSSMEnts ﬂ.l'll'.{ Primﬂ[}’ carc cunsultatinns ]']E"I"E
been provided to NHS patients since the
programme began, including 439,000 in the 2008-
09 financial year to 31 December 2008.

In 2008-09, ISTC urilisation-to-date was
unchanged at 85 per cent in Wave 1 centres.
In Phase 2 centres, it had increased from 76 per
cent in March 2008 to 88 per cent in December
2008 for elective procedures, and from 12 percent
to 31 per cent for diagnostic procedures.

This year, responsibility for the ongoing
management and operation of ISTC contracts
moved to the NHS, so that these centres continue
to deliver services that meet the needs of local health
economies. The first two Wave 1 ISTC contracts
are scheduled to end in 2009, with further contracts
scheduled to end from January 2010, As ISTC
contracts come to an end, the Department will
work with NHS commissioners to make decisions

about health services in their communities.



Independent sector Extended Choice Network
and Free Choice Network

6,94 Since Fuprﬂ 2008, with the introduction of
free choice, parients who require a referral for a
consultant-led ourpatient ai:puintmcnt have been
able to choose from any approved provider. This
includes NHS FTs, NHS acute trusts and a large
number of independent sector providers who have
signed up to the Extended Choice Network or Free
Choice Network.

6.95  Through both these networks, more than
28,000 procedures were performed in the 2008-09
financial year (equivalent to 38,000 a year), an
increase of 280 per cent from the previous financial

year.

Choose and Book

6.96  Choose and Book is a national service that
combines electronic booking and a choice of place,

date and time for first ourpatient appointments.

6.97  Since its introduction, over 12.9 million
patients have been referred through Choose and
Book, of which over 10.9 million patients have been
referred to outpatient care. The end-of-month
position for January 2009 represented 54 per cent
of all outpatient referrals made through the Choose

and Book system.

6.98  In many areas across England where Choose
and Book urilisation is high and where there is
strong leadership, it is now the standard method of
referral. It gives patients greater involvement in the
decisions about their treatment by allowing them to
choose their initial hospital appointment, and book
it there and then in the GP practice, or later via the
internet or by telephone (via the National
Appointments Line run by NHS Direct).

In May 2008, the Choose and Book
application was changed to support the roll-out of
free choice policy. This has enabled GPs to search
for all secondary care services from across the
country (that are provided by NHS and
independent providers, under a national conrract),
alongside all primary care services which are
commissioned by their PCT. This change in the
application continues to help GPs to navigate
through the increasing array of choices that NHS
patients can make. In June 2009, important changes
will be made to the Choose and Book software that
will enable providers to display their services with
even greater precision. This involves using standard
coded medical terminology to find the correct

Service r_]uic]-c]}'.
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Role

To develop world class commissioning to add life to years and years to life.

Key achievements in 2008-09 included:

Worked with the NHS to deliver the World Class Commissioning Assurance Programme.

I)cw:[npcd the MHS Next Stage Review vision and strategy for primary and Community services.

Delivered IMProvements in access to Primary care services.

Implemented the arrangements for improved engagement and complaints handling.

Implemented free choice across the NHS.

Created a framework ro enable the NHS ro stimulate and reward innovation across the NHS.

Summary

In this chaprcr you will find information on:

commissioning

primary care

system management and new enterprise
patient experience and p]anning

service management.

Commissioning

The Commissioning Division is responsible
for driving improvements in commissioning. It is
taking this forward through world class
commissioning, which is a challenging and
ambirious programme designed to improve health
ourcomes and reduce health inequalities — adding
life to years and years to life,

Practice-based commissioning is integral o
the world class Commissioning agcnda., which is
driving up clinical engagement in commissioning
alongside a focus on strengthening PCT
commissioning capabilities.

In addirion, the commissioning team have
responsibility for the Integrared Care Pilot
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Programme, which is promoting greater wnrk:ing
tugn:th{:r among pruvldcrs in order to deliver

impruv{'d health outcomes for patients.

World class commissioning

In December 2007 the Department
P ublished World Class Commissioning: Vision,
launched the World Class Commissioning
programme, set out what excellent commissioning
in the NHS can achieve, and identified the
organisational competencies that PCTs would need
in order to become world class commissioners.

Assurance

In June 2008, the assurance system for world
class commissioning was launched following
co-production and design of the content and
process with the NHS and local government.

The assurance system holds PCTs to account and
highlights areas for their development as they move
towards becoming world class. It is a robust,
challenging and developmental system that has
nationally consistent content and processes, and it is
implemented locally by SHAs.

The assurance system has been taken forward
during 2008-09 with PCTs preparing the evidence



for the process during the summer and panel days
taking place in every PCT over the winter.

& The assurance system focuses on three
elements: improvements in locally prioritised health
and well-being outcomes, commissioning
competencies and governance of the PCT
organisation.

7.9 Publicarion of the individual PCT’s scores
has been led locally by PCT's facing outwards to
their populations, and since the end of February

2009 all results have been placed in the public

domain.

7.0 The assurance system has been a challenging,

fair and valuable process for PCTs. It has supported
a focus on commissioning, both outcomes and
processes, and is beginning to drive health gain
across England.

711 There is a high degree of commonality in the
choice of health outcomes by PCTs. The top ten
OUICOmes were:

» smoking quitters;

s rate of huspita| admissions per 100,000 for
alcohol related harm;

» cardiovascular disease morraliry;

= percentage of all deaths thar occur ar home;
» under-18 conception rate;

» childhood obesity;

» cancer mortality rate;

« diabetes controlled blood sugar;

» infants breastfed; and

» percentage of stroke admissions given a brain scan
within 24 hours.

Fal2

With a focus on these health outcomes,
PCTs will be delivering health gain for their local
populations, accelerating improvements in health
and well-being and driving down inequaliries.

713 In terms of the achievements against the
competency and governance elements, PCTs scored
levels one and two (on a tour-point scale),
indicaring slightly higher scores against the first few
competencies, around partnership working than the
later five competencies which reflect the more
technical commissioning skills of marker
management and procurement. These results are as
expected, based on a challenging system that expects
improvement towards level four over five years. In
terms of governance, PCTs scored red, amber and
green across the ratings, with a higher proportion of
ambers and greens than had been anticipared,
indicating PCTs they have a good basis from which
to develop their competencies next year.

Support and development

r’l.inngsidr: the assurance system, SHAs have
taken the lead on providing PCTs with support and
dwdﬂpmcm resources for commissioners to draw
upon as they work to improve.

.15 At a national level, the Framework for
Procuring External Support for Commiissioners (FESC)
(DH, February 2007) was launched and is available
to help PCTs address gaps in their commissioning
capability and capacity. The framework provides
access to independent sector suppliers with
pre-assessed skills in different aspects of the
commissioning cycle. The FESC is being used by

a number of PCTs.

716 In addition, the PCT Board Development
Framework (DH, September 2008) was launched o
support PCTs to tilor their own development of
boards, with an emphasis on their governance
arrangements. The framework provides access to
suppliers to work with PCTs on an organisational-
specific basis. This was supported by the launch of
guidance articulating the role of the PCT board in
World Class Commussioning (DH, November 2008).

717 To support PCTs to develop their
competencies, a handbook setting our best practice,
How to Achieve World Class Commissioning
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Competencies. Practical tips ﬁu' INHE Comrissioners
{DH, Ocrober 2008), was also publiﬁhr.:d.

Practice-based commissioning

Pracrice-based commissioning (PBC) has the
potential to transform care services by putting
clinicians at the heart of commissioning. However,
there is a widespread view thart, with some

exceptions, it has not lived up to its porential.

The NHS Next Stage Review is committed
o n:dcﬁning and reinvigorating PBC, positioning it
firmly to provide the clinical leadership thar is vital
to the |{}ng—t¢:rm success of PCT's as world class
commissioners. The Department is working with
the NHS to take this forward.

Clinical COMMISSIONING: Our Vision ﬁ:r practice-
based commissioning (DH, March 2009) confirms
how PBC is an ilitcgml part of world class
commissioning and fundamental to making
commissioning more effective and to improving
health outcomes for individuals and communities.

[t also provides clarity around the roles and
rn:sp:msihilil:ir:s of PCTs and PRC groups in
embedding PBC locally.

In line with the commitment in the NHS
Next Stage Review: Ouwr vision for primary and
community care (DH, July 2008), PCTs will be
expected to provide the levels of managerial and
analyrical support that is necessary to allow pracrices
to fully engage with PBC. PCTs will be held more
to account for the quality of this support through
the world class commissioning assurance process.

A national clinically led PBC Improvement
Team has been established ro offer focused support
and advice on local PBC implementation to SHAs,
PCTs and practice-based commissioners through a
series of intensive regional visits in 2009. As part of
this work, the team will be collecting and sharing
examples of best practice and innovarive solutions.
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The PBC Development Framework was
launched in December 2008 to support to PCTs
and pracrice-based commissioners to strengthen
their local arrangements for PBC. The framework
provides access to pre-qualified organisations that
are quality assured and capable of providing
development services on local organisational specific
bases. The Department has pump primed its use
through a £1million budger shared across SHAs.

Integrated care

The pilot Integrated Care Programme was
announced in Lord Darzi's report, High Quality
Care for All (DH, June 2008).

The lntegrated Care Pilot Programme:
Prospectus for Potential Pilpts (DH, October 2008) is
a co-production from the NHS, social care and local
government. The prospectus set out the vision and
outcomes for the programme and invited
applications from the NHS and local government.

The pilots will test a number of diverse
models of integration, and successful pilots will
demonstrate a focus on innovation and integration,
leading to improvements in outcomes, reductions in
health incqun]itics and IMprovements in qualil}r and
levels of patient and user sarisfacrion.

There are certain essential components that
all successful pilnts will demonstrare as part of the

formal programine, i:‘:cluding:
clinically led;

partnerships across providers in health, social care
and beyond, according to local needs;

» based on list(s) of patients registered for medical

SETVICes — any Contract type;

» supported by the PCT and/or local authority as
the commissioner of services and confirmed as
being in line with the serategic plan for their local
community;

» confirmation that the pilot will cooperate fully
with a three-year national evaluation programme,



which will include collection of data against local
and national measures;

» collaboration and commitment to dara sharing
across the system, to support care delivery,
measurement and evaluation;

» robust project management and g{md governance;
» within the current legislative framework;

» confirmation that the pilot will give all patients
the choice of provider that they are entitled to
when they are referred to secondary care, as set
out in the NHS Constirution and — for patients
with long-term conditions — choice of provider,
rreatment and setring, linked to the agreement
of their care plans; and

» clarification if any of the principles and rules of
cooperation and competition would need to be
waived in order for the pilot to be successful - this
will only be agreed in some circumstances.

728 More than 100 applications were submirtred

in November 2008 as part of the first stage of the

selecrion process for the formal programme. These
were short listed to a toral of 37 sites ar stage two,

Through a combination of coaching, written

responses to clarification questions and a series of

site visits, the formal pilots were selected by the end
of March 2009. It is expected that there will be
around 20 formal pilot sites announced in April

2009.

P

programme, with evaluation of the sites raking place

The pilot programme will be a two-year

over three years. Evaluation will focus on a
combination of national and local metrics to
provide additions to the evidence base for integrared
care, and ongoing learning and sharing for the NHS
and local government communities.

Plans for 2009-10

World class commissioning

730 Following the results of the assurance
system, the programme for world class

commissioning in 2009-10 will respond to the

strengths and areas for development char are
identified for PCTs as commissioners. The details of
the programme, finalised in spring 2009, include:

» agreeing any improvements to the assurance

system, including timing, for 2009-10;

establishing a performance regime, linked to
Developing the NHS Performance Regime

(DH June 2008) and the Transactions Manual
(DH Ftl}ruﬂr}' 2009}, for use in 2010-11;

working with SHAs to establish a support and

dl“-’l’.‘l.up]’]li..‘l‘ll' programime; an d

strengthening the assurance system to hold PCTs
more to account for their support arrangements

for PBC.

Integrated care

The final pilots for the formal integrared
care programme will be announced in 2009. The
pilnts will srart the programme F{}Ilnwjng their
announcement, including contributing to the
national evaluation and ongoing |.t.‘EI.|'1IiI'ig and
sharing networks that will rake place throughout

the programme.

Learning networks will be extended beyond
the formal pilots to ensure that the progress and
findings from the programme are shared on an
ongoing basis.

Primary care

The Department’s vision for primary and
communirty care, NHS Next Stage Review: Our
Vision for Primary and Community Care (DH, July
2008), drew together the main conclusions of the
NHS Next Stage Review for primary care and other
community-based NHS services. This new vision
and strategy for primary care and community
services was based on widespread engagement with
NHS staff, patients and other stakeholders, and was
informed by an expert advisory group that brought
together leading GPs, community nurses and other
primary care clinicians.

73



The strategy focuses on:
shaping services around people’s needs and views;
promoting htalth}r lives and tack]ing health
inequalities;
continuously improving quality; and

ensuring that change is led locally.

In addition to the improvements to GP
services, dental services and other primary care
services described below, the Department is working
with the NHS and with stakeholder groups to
support improvements in the local commissioning
of primary care. This includes supporting better
mapping of local health needs, public involvement
and patient choice, measuring quality and quality
improvement, supporting innovation, tackling poor
performance, and using the market to promote
innovation and quality.

In January 2009, the Department published
two general guides for PCT commissioners: Primary
Care and Conum unity Services: Improving G Services
and Improving Dental Access, Quality and Oral
Health. These are part of a rolling programme of
practical guides, tools and regional events to help
PCTs to address the strategic, leadership and
operational challenges in driving up the quality of

primary care commissioning.

GP services

There have been major improvements in
patient access to GI” services following the
commitments given in the interim repore of the
NHS Next Stage Review, Our NHS, Our Future,
(DH, October 2007).

Extended GP opening hours

Public engagement events during the NHS
Next Stage Review showed that one of the public’s
main priorities for improving the NHS was having
greater flexibility over when they could see a GP.
-39 In January 2008, the Prime Minister gave a
commitment that by the end of the year at least 50
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per cent of GP practices in England would offer
extended opening hours for patients. Thanks to the
hard work of GP practices and PCTs, the NHS met
this commitment three months early. In September
2008, 51 per cent of GP practices were offering
routine appointments to their patients outside
normal working hours. The larest figures show that
72 per cent of GP practices are now offering this
service for patients.

Additional primary care services
W) The interim report of the NHS Next Stage
Review gave commitments to:

» correct historic inequalities in the distribution of
primary care by establishing art least 100 new GP
surgeries in those PCTs that have the fewest GPs
and practice nurses and the greatest health needs;
and

» give the public greater flexibility and choice in
accessing GP services by establishing ar least 150
GP health centres that are open from 8am to
8pm, seven days a week, and are open to any
member of the public (regardless of which local
GP practice they are registered with).

1 Following the 2008 Comprehensive
Spending Review, the Department announced
£250 million of new investment to support the local
NHS in establishing these new services. PCTs were
asked to undertake open and transparent
procurements to enable the full range of potential
providers to put forward bids for these new services
and to stimulate high-qualiry, innovative proposals.
PCTs were also asked to consider ways of using
GP health centres to provide a wider range of
co-locared services that meet local needs, for
Instance dlngnustic SEIVICES, pharmac_}-' Services

and social care.

742 The local NHS has made very good progress
in establishing these new services. As of the end of
February 2009, PCTs had awarded contracts for
more than 100 of the new GP health centres and

more than 80 new GP practices. The Secretary of



State for Health opened the first fully operational
GP health centre in Bradford on 28 November
2008,

Improving patient satisfaction with GP services

-

45 More than 2 million people responded 1o
the second national GP patient survey in 2008. The
results, published in July 2008, showed thar:

» 87 per cenrt of people were satisfied with their
ability to ger through to their doctor’s surgery on
the telephone (up from 86 per cent in 2007);

» 87 per cent of people who tried to get a quick
appointment with a GP said they were able to do
so within 48 hours (up from 86 per cent);

s 77 per cent of people who wanted o book mare
than two days ahead for an appointment with a
doctor reported that they were able to do so (up
from 75 per cent);

» 88 per cent said that they were able to see the GI*
of their choice when they wanted to do so (no
change); and

» 82 per cent said that they were satisfied with the
current opening hours in their practice (down
from 84 per cent).

744 These results showed improving levels of

patient satisfaction bur reinforced the need for the

improvements that have since been achieved in GP
practice opening hours. The GP patient survey is

used in part to recognise and reward those practices
that provide a high-quality patient experience. The

Quality and Ourtcomes Framework (QOF) for GP?

practices now includes financial rewards linked 1o

patient satisfaction with fast access and the ability o

book appointments in advance.

745 For 2009, the Department has improved the
GP patient survey to include a broader range of
questions, designed to assess whether GP practices
are getting the basics righ, for instance whether the
reception staff are helpful and whether doctors and
nurses listen to and understand patients’ problems
and involve them in decisions abour their care.

The Department continues to work with
patient groups, professionals and the NHS to
support general practice in providing services thar
are responsive to individual patients’ needs. This
includes building on the recommendations of
Professor Mayur Lakhani's 2007 review to help
make services more accessible and responsive to

people from black and minority ethnic groups.

Fair GP funding

In Seprember 2008, the Department agreed
significant changes to the General Medical Services
contract that will introduce a fairer basic funding
system for GP practices, with funding more
equitably related to the number of patients each
practice serves and their relative health needs. The
agreement for 2009-10 will begin to phase our
payments under the Minimum Practice Income
Guarantee (MPIG) and make payments under the
QOF more fully related to the local prevalence of

long-term conditions.

Driving continuous quality improvement

As part of the NHS Next Stage Review, the
Department announced proposals to introduce a
more transparent process for reviewing and
developing indicators for the QOF, which rewards
GP practices for how well they care for patients
rather than simply for how many patients they treat.
The Department consulted widely on more detailed
proposals for this new process and announced its
response to the consultation on 18 March 2009.
The new process, which is to be led by the National
[nstitute for Health and Clinical Excellence
(NICE), will help to ensure that QOF indicators —
and rewards for GP practices — are based on the best
possible evidence of clinical effectiveness and cost
effectiveness.

For 2009-10, the Department has agreed
around £70 million of improvements to the QOF,
replacing out-of-date indicators with new or
improved indicators thar will promote areas such as
vascular screening for patients with hypertension,
improved sexual health services and better diagnosis
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and treatment for depression. The NHS is also now
working with GP practices to introduce a range of
enhanced services, including health checks for
people with learning disabilities, better support for
[JL'UPIE.' Witl:'l. ﬂ].L'UhUI PJ.'U].]IL"['[IS, more LUI“PTChE[1Si\‘E
ethnicity monitoring and better care for people with
OSIEOPOTOsIS.

Patient choice

The NHS Next Stage Review emphasised
the importance of promoting greater and more
informed patient choice in relation to GP services
and other primary care services. The recent
procurements for more than 250 new primary care
services, together with the move to a fairer GP
funding formula (that better rewards practices that
attract new patients), are designed to support wider
improvements in patient choice. The Department is
also working with the NHS to improve the range
and quality of comparative informarion for the
|JL1|Jlir; On primary care services, im:luding that on

the NHS Choices website.

Plans for 2009-10

Ower the coming year, the Department will
continue to work with the NHS and with
professional and patient groups to fulfil the NHS
Next Stage Review vision for primary care. The
Department will, in particular:

» help to embed systems that will achieve
continuous improvements in the quality of GP
services, including promoting the use of practice
accreditation and developing quality accounts for
primary care;
promote further improvements in access to GP
services. The Department expects that by the end
of 2009 at least three-quarters of GP practices will
be providing extended opening hours, and more
than 200 GP health centres and new GP surgeries
will be open to the public, providing more flexible
access to GPs and grearer choice for patients;

¢ help to make services more responsive to
individual patients” needs and to extend patient
choice. The GP patient survey will run quarterly
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from April 2009 to provide more regular
informartion for the public and for GP practices
on patients’ experiences. NHS Choices will
include a greater range of comparative informartion
for the public, including direct patient feedback
on the quality of services at their GP pracrice; and

« make continued progress on improving value for
money from the QOF, supported by the new role
of NICE, and on phasing out MPIG.

Dental services

Over the past year, there have been
encouraging signs of progress in commissioning
denral services to improve patient access and to
address local needs.

As shown in Figure 7.1, the number of
courses of NHS dental treatment rose by 940,000
(2.7 per cent) during 2007-08 and the number of
dentists working in the NHS rose by 655 (3.2 per
cent). For 2008-09, PCTs received an average
11 per cent (£209 million) increase in their dental
budgets to support further expansion of services.
PCTs have received a further average 8.5 per cent
increase for 2009-10.

The current indicaror of access counts the
number of people receiving NHS dental services
over a retrospective 24-month period. The
temporary reduction in service availability in
2006-07, as a result of some dentists refusing to sign
new contracts, contribured to fewer people receiving
services in the two years up to March 2008 (27.1
million people) than in the two years up to March
2006 (28 million people), as shown in Figure 7.1.
However, subsequent investment in new services is
enabling access to rise again. The most recent data
(for the two years up to September 2008) showed a
100,000 increase in the number of people accessing
services, and the Department expects further and
faster progress in subsequent months.



Figure 7.1: Family health services — key statistics on primary dental care services, E
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serk ander @ POS or GOS comtract in 200506, This i thought to furve 2 minfoal impace on vhe figwres. '
{4 Dt 0w courses of treatrens wiehd 2005-00 repreers sompleted ereatmnt cleimy procesed dy ehe Demsal Pracrice Board (Dhensad Services Devasior off NS Sudineir Services
Aushoriry from April 2006) withis the relevans year. For 2O0-007 amad Z0T-08, the figures are for courses of trearmuent comdvted within the year.

Plans for 2009-10

The Department has recently invited
Professor Jimmy Steele, University of Newcastle-
upon-Tyne, to carry out a review of NHS dental

Fife

services. The review will consider how best to build
on the 2006 reforms to ensure access to high-quality
services with an appropriate focus on preventive
services. The review is expected to report in
summer 2009.

e d

756 The NHS Operating Framework for 2009-10
identified access to NHS dentistry as a key priority,
stating that PCTs need to continue to develop
dental services so that they meet local needs for
access, quality of care and oral health. This will
include reviewing dental commissioning strategies
and ensuring open and transparent procurement for
all significant new investments in dental services, in
order to provide access to anyone who secks help in

accessing services.

- -

The ten SHAs have indicated that they and
the PCTs in their areas intend to plan on the basis
of achieving the operating framework objective by

March 2011 at the latest. The Department has
established a strengthened dental access programme
to support the NHS in achieving this objective.
This will include supporting PCTs in undertaking
open and transparent procurements for new dental
services, both to increase access and to stimulate
high-quality, innovative approaches to providing
NHS dental services.

Eye care services

758 In April 2008, the Secretary of State
welcomed the publication of the UK Viston Strategy
(RNIB, April 2008). The strategy was developed by
a coalition of organisations representing people who
are blind or suffer from sight loss, and the
professions and organisations that provide services
for them. lts key aims are:

« improving the eye health of the people of the UK;

« eliminating avoidable sight loss while delivering
excellent support for people with sight loss; and

« inclusion, participation and independence for
people with sight loss.
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The Department has set up an Eye Care
Strategy Group, with membership drawn from key
stakeholder organisations, to advise on best practice
in commissioning eye care services in supporrt of the
strategy.

As shown in Figure 7.2, the number of
NHS sight tests rose by 62 per cent berween
1996-97 and 2007-08, driven mainly by the
Government's decision to extend eligibility for
free sight tests to everyone aged 60 years and over
from 1 April 1999.

NHS optical vouchers provide help for
people on low incomes, children and certain other
groups, towards the cost of glasses or contact lenses.
The number of vouchers rose by 12.2 per cent
berween 2003-04 and 2007-08 (following a fall of
11.3 per cent berween 1996-97 and 2003-04), with
a rise of 5 per cent in 2007-08. Numbers tend to
fluctuate year on year, reflecting changes in
demographic factors and the number of adules
claiming Income Support or Jobseeker's Allowance
(the main categories of people who quality for
vouchers).

There were 9,632 opticians providing NHS
services in 2007-08, an increase of 7.7 per cent over
the previous year and an increase of 39 per cent

over the numbers in 1996-97.

System management and new
enterprise

The System Management and New
Enterprise Division leads the development of policy
and support to the NHS on patient choice, system
management (including comperition, contracts,
procurement, hosting the Cooperation and
Competition Panel, and assuring the performance
by SHAs of their system management
responsibilities), social enterprise, and the
Transforming Community Services Programme.

Choice
Achievements in 2008-09

Choice is fundamental to a truly patient-
centred NHS. It can empower patients so that they
are able to make informed choices about their
healthcare. Choice also gives providers the incentive
to tailor services to the needs and preferences of
patients, which will lead to better ourcomes for
patients. Free choice was introduced on 1 April
2008; it allows individuals to choose services from
any hospital provider in England thatr meets NHS
standards and costs, including NHS foundation
trusts, NHS acute hospitals and many independent
sector providers when they are referred for an
elective procedure. Through the extended choice
nerwork, NHS patients now have a much grearter
choice of provider and much better access to
independent sector facilities. As of February 2009,
patients could choose berween 170 acute trusts and
150 independent sector sites.

n general ophthalmic

services, England

% change % change
1996-97 to  2006-07 to
1996-97  2003-04 2004-05 2005-06 2006-07 2007-08 2007-08 2007-08

General ophthalmic services
MHS sight vesrs (thousand<)™ 6, BOR 9,845 Lk, 145 10,355 10,485 11048 62.3% 5.4%
Opascal vouchers {thousands)™! 3967 3,520 F0624 3678 3,765 3951 —0.4% 4,599
MNumber of opricians™! 6,939 8,331 8472 5,639 B.946 9632 3B 8% 7.7%

Sowree: Desial and Epe Care Services, DR

LCopeprigrar 63 209 Re-sieed anitke the permiasion of Tive Health and Social Care [nformuion Cemre. Al rights reserved,

T

(1) Frons & dpril 1399, the eligibiley erferra for NHS sphe testr watr octemeded o imcliode alf pattens aged 60 and sver. Figures are based on the number of sght test claims wbere

it

the alare af paymem (el wivhin the fnancial yees, sasher than g dese the sight test war comeie,
(2} The roucher scheme i amtroduced an £ fuly |08 1o belp certain prievey groups with the proviion of ppectacles Figures are bused ot mumnber of vonchers retmbursed 2
prisctizioners in whe year. including payments for complee appliances, racher than the date wben the vouchers were exchanped by patients for plaser,

(3) Chprammerriits ard aphobalmic medicnl prscritioners ar 31 December,
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7.65  Awareness of choice is increasing over time
as choice becomes a core feature of NHS delivery
for patients and providers. Figures for September
2008 show that 48 per cent of patients were aware,
before they visited their GP, that they had a choice
of hospital. Figures for September 2008 show that
46 per cent of patients recalled being offered a
choice by their GI" when they were referred ro
hospital.

766 The Department has been using a number of
levers to ensure that everyone is aware of their
entitlement to choice and of information to support
that choice. A campaign was launched in spring
2008 thar was designed to raise awareness among
adults of their ability to choose the provider of their
NHS care. The campaign appeared in the local
press, on local radio adverts and interviews, and in
videos broadcast on the Life Channel in GP
surgeries. Marketing initiatives targeted specific
demographic groups, such as the elderly, 1o ensure
that hard-to-reach and vulnerable groups are aware
of patient choice.

767 The NHS Constitution, published on 21
January 2009, brings together a number of rights,
pledges and responsibilities for staff and partients.
Patient choice is a prominent feature of the NHS
Constitution and a new right to choice was
announced in the document, together with the right

to information to support choice.

Plans for 2009-10

7.68  From 1 April 2009, the new rights to choice
and informarion will come into force. Effectively
this will create a legal right for patients to choose
where they have their treatrment when they are
referred for their first outpatient appointment with
a service led by consultants, and to information to
support that choice. New, legally binding directions
from the Secretary of State to PCTs underpin this
new right. PCTs will have to ensure that patients
get a choice as set out in the NHS Constitution and

to publicise that they are entitled to a choice.

09 At present, the right to choice only extends
to elective referral. The options and entitlements
available to the patient will evolve over time. The
Department is exploring the areas where partient
choice might be extended in the furure.

The Department will be ilnplunwntjng the
second plmsr: of a murl-;L'rinH campaign to raise
awareness of patient choice thmughuul 2009. The

second phase aims to:

» ensure that patients feel empowered to make those
choices;
develop rargered activiry for seldom-heard groups

and their influencers; and

improve the toolkir and collateral that are
pmvidca_{ o 1';:5'1{::1-.1] stakeholders o hdp them
implement the narional strategy ar a local level.

System management

Achievements in 2008-09

During 2008-09, further substantial progress
was made in establishing the infrastructure required
to ensure thar a ‘rules-based’ NHS system works in
the best interests of patients and taxpayers. There
was a particular focus on ensuring fair and
transparent commissioning and competition, and
effective patient choice. New standard national
contracts were co-produced with the NHS,
encompassing ambulance services, community
services and mental health services, for use from
April 2009. The standard contract for acute hospital
services was also updated.

72 To improve standards of procurement -
especially decisions as to whether and when 1w
tender — the Primary Care Trust Procurement Guide
for Health Services was published by the Department
in May 2008, which is mandartory for PCT
commissioners. To ensure that commissioners
procure transparently, and that all potential bidders
are aware of whar is being sought, as easily and
efficiently as possible, a single national procurement
portal — ‘Supply to Health’ — was developed and
launched from Ocrober 2008,
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To support the introduction of free choice in
elective care, a code was published governing the
promotion of NHS-funded services to enable
providers to advertise their services. It also provides
protection for patients, staff and huspitah‘» from

mislcnding advertisements or informartion.

The Principles and Rules for Coaperation and
Campetition (DH, December 2007), designed to set
out clear expectations and rules of commissioners
and prmrif.{::rs in ensuring fair and effective
commissioning, fair competition, appropriate
cooperation, and foster patient choice, was
published as part of the NHS Operating Framework
for 2008-09. A rransactions manual was
co-produced and published, providing guidance
on ‘Corporate [ransactions — mergers, acquisitions,
the “corporatisation’ of PCT commissioning
functions, and joint ventures. To help provide
effective {}vcrsight of cooperation and competition,
an independent NHS Cooperation and
Competition Panel, chaired by Lord Carter of
Coles, has been established. It will advise the
Department, SHAs and — where relevant for NHS
foundation trusts — Monitor, on alleged breaches
of the principles and rules, and proposed mergers,

acquisitions and joint ventures.

Plans for 2009-10

The Principles and Rules for Cooperation and
Competition will be reviewed and revised, if
necessary, to ensure that they remain fit for purpose.
The new standard narional contracts for ambulance
SErvices, COMMUNIty services and mental health
services will be evaluared and revised, ensuring that
they are aligned with the quality framework and the
payment framework Commissioning for Quality and
Innovation (DH, December 2008), for use from
April 2010. All independent sector providers who
are currently working under the aegis of the
extended choice and free choice networks will be
transferred to the standard national contracr.

76 An assurance system will be developed and
implemented to assure the effective performance of
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SHA system management responsibilities, reflecting

their role as n:g]'unﬂ system managers.

Transforming community services
Achievements in 2008-09

The Transforming Community Services
Programme was set in response to the NHS5 Next
Stage Review and the Primary and Community
Care Strategy. Its purpose is to help enable the
NHS to develop and provide modern, personalised
community services of a consistently high standard.
This will require both the reform of the communirty
services system and the transformarion of individual
SErvices.

The foundations for this transformation
were laid in 2008-09, through a set of enabling
policies and guidance. These focused mainly on
improving systems and empowering staff, and

included:

» launch of the ‘right to request’ to set up a social
enterprise (see Social enterprise);

» establishment of an innovation and leadership
fund to supporrt transformarional change;

» guidance on currencies and pricing;

B

a resource pack to help PCTs commission

transformed, evidence-based community services;

o

a standard national contract for community
services;

-

guidance on enabling new patterns of provision to
develop “fit for purpose’ provider organisations for

COmMMunNIty services that:

— empower staff to use their professional skills to

improve patient care
— focus on quality and innovate focus on quality
as their “organising principle’

— enable service transformartion and are able to
perform effectively in contractual relationships
with PCTs.



Plans for 2009-10

The focus in 2009-10 will be largely on
supporting service transformation through
developing people and improving services,

= =)

particularly through defining and measuring quality.
This will include:

» co-producing and piloting, for use from April
2010, a national quality framework for
community services;

» co-producing six transformarional practice guides
for clinical team leaders, encompassing High-
quality Care for Children and Families; Services for
Long-term Conditions; Acute Services Closer to
Home, Rehabilitation long-term Nenrological
Conditions; End-of-Life Care; and Promoting
Health and Well-being and Reducing Inequalities.
Each guide will contain six practical high-impact
transformational changes;

» rolling out the Productive Community Services
Programme;

» investing in building clinical and managerial
leadership and capacity, and encouraging
INNOvation;

» further work and guidance on currencies and
pricing for communiry services, and evaluation
and refinement of the standard communiry
contract; and

» developing a strategy for the development of
information systems for community services.

Social enterprise
Achievements in 2008-09

780 The Department’s Social Enterprise Unirt has
been strengthened to support its key role in building
the capacity and capability of social enterprises to
provide NHS-funded services and contribute to
commissioning. This reflects the Department’s
recognition of the proven record of social enterprises
in reaching out to individuals/communities on the
margins, providing innovative responsive services
and good value for money. The Department also
believes that, by giving NHS staff the opportunity

to develop social enterprises under the ‘right 1o
request’ scheme for community services, it can
help empower them 1o lead, transform services

and innovarte.

Pracrical steps to achieve this have included:

Using the £100 million Social Enrerprise
Investment Fund (SEIF) to build capacity and
pump prime new social enterprises. The 2006
White Paper included a commitment to set up a
Social Enterprise Fund in 2007, In January 2007,
funding of £73 million was announced over four
vears for the SEIF, followed by an announcement
in January 2008 of a further £27 million, creating
a fund of £100 million over four years. The key
objectives of the SEIF are to: stimulate the
start-up of new social enterprises in health and
social care; enable growth in the delivery by social
enterprises of health and social care services and
products; develop and offer a range of innovarive
financial products for start-up funding and longer
term investment that are tailored to the needs of
emerging and existing social enterprises in the
health and social care sectors and that support
their financial sustainability; encourage social
returns; and leverage investment from external
investors. So far, around £15 million has been
given to more than 50 social enterprises since

March 2007.

» Social Enterprise Pathfinders. The Pathfinder
Programme was launched by the Department in
2006-07 to develop social enterprise models for
delivery of the health and social care.

The Innovation for Life Challenge Fund. This
came about through a challenge set by Ivan Lewis,

o
La

in his previous role as Minister for Care Services,
to encourage SHAs and commissioners to find
collaborative solutions through social enterprise.
The fund was developed in collaboration with the
Social Enterprise Coalition and is a discrete
funding stream from within the Department of
Health SEIF. A sum of £450,000 for six
innovative projects was awarded in November
2008.
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The NHS PCT staff ‘right to request’ to set up
social enterprise is one of the recommendations of
the NHS Nexr Stage Review. It was launched in
MNovember 2008 with the publication of the right
Lo request ‘how o’ guidt‘ (Social Enterprise —
Making a Difference), which was co-produced with
the Social Enterprise Coalition. The guide
provides practical information for PCT staff on
how to approach the creation of a social
enterprise. Information on the ri:ghl: O request,
legal issues, pensions, and business planning are
all included in the guide, along with a number of
case studies to illustrate the different forms of
social enterprises and some of the issues that social
enterprises face when serting up. It has been
followed h}r a series of narional and regional
conferences for front-line staff interested in setting
up social ENTerprises. Initial interest has been high.
Taken together, these measures should help
to establish a vibrant social enterprise sector in
health and social care by supporting the
development of social enterprises delivering
innovative, responsive and personalised services;
encouraging new entrants to the sector; and,
opening up marketing and commissioning to social

enterprises.

Plans for 2009-10

The Department will build on this in
2009-10 by:

Appointing external fund management for the
SEIF. The Health and Social Care Act 2008
allows the Secretary of State to delegare the
authority to invest in social enterprises to a fund
manager. The SEIF will continue to be owned by
the Department, but external professional fund
management should enable the £100 million fund
to be used to optimum effect, including: securing
increased leverage through cooperation with other
cross-government funders by the fund manager;
marketing the SEIF to potential applicants;
screening and appraising applications by social
enterprises seeking financial assistance and
investment; managing the draw-down of
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investment funding; monitoring the performance
of the SEIF's portfolio of investments (including
the SEIF’s existing investments); and ensuring
that SEIF investees meet their repayment
obligations. The fund manager will also be
expected to offer business support services to both
applicant and investee organisations, and to
engage with health and social care service
commissioning bodies to test demand among such
bodies for the services !J-cing offered b}' social
enterprises applying to the SEIF for support.

» Identifying and supperting a viable “first wave’
of new social enterprises under the ‘right to

request’ scheme.

Patient experience and planning

The Patient Experience and Planning
Division brings together two teams. The Public and
Patient Empowerment (PPE) Division is focused on
helping o ensure thar ‘whart really marrers to
patients and the public’ is at the heart of the work
of the health and social care system. The Analysis
Division provides an expert analytical service to the
Directorate and the NHS on commissioning and

SVSIEm man Hgt‘.‘l'l'lt: nt wurk Programines.

Public and patient empowerment

Achievements in 2008-09

45 In 2008, the PPE Division focused on
FI].EL';I'IE tl'l'l'_‘ ITIESSE.EIL' ﬂFCﬂlFﬂW‘E‘rmEﬁ[ E,I'Id
engagement at the heart of the delivery of health
and social care. The role of PPE in supporting the
delivery of the NHS Next Stage Review was set out
ar a national conference in July 2008 and, building
upon the momentum from both the NHS Next
Stage Review and the launch of the constitution
consultation process, the profile of the following
I’PE programmes was raised.

7.86  In 2008, the PPE Division successfully set

up new arrangements to create Local Involvement
MNerworks (LINks) across the counrtry. LINks were
established in all 150 and they have a remit to work
with local health and social care organisations.



757 The preparatory work for the new national
framework for the new complaints procedure was
completed in 2008-09. This creates for the first
time an integrated two-stage complaints procedure
for health and social care that is simpler for patients
and service users. The Parliamentary and Healch
Service Ombudsman and the Local Government
Ombudsman started their new duties on 1 April
2009, and new more responsive models to enable
local resolution have been developed in 94 pilots
across the country.

788 New legal duties for PCTs and SHAs about
involving patients and the public became law in
November 2008, and supporting guidance entided
Real involvement: warking with people to improve
health services (DH, Ocrober 2008) guidance has
been published.

759 Local providers and commissioners have
piloted methods of collecting and using patient and
public feedback to help improve the design and
quality of services. The PPE Division is working
with these pilots and with SHAs to stimularte the
widespread and systematic adoption of methods of
collecting and using real-time patient experience
feedback across the NHS.

700 The NHS Constitution published in January
2009 includes a new duty to provide information
to patients. The PPE Division has been working
to improve the quality and range of information
that is available to parients. In 2008-09 a new set
of ‘information prescriptions’ were made available
to the public on the NHS Choices website and

a tender to accredit information providers has
been launched.

Analysis teams

791 The Analysis Division has ensured thar
policies that are developed and implemented within
the Commissioning and System Management
Division have been evidence-based. The team has
helped the understanding of the likely costs and
benefits, in particular for the primary and

community care strategy, and has developed a range
of metrics to assess the emerging effects. Financial
modelling was at the heart of giving ministers the
confidence to reform the GP contract and plan for

the local NHS to analyse changes in the NHS estate
stemming from service reconfiguration was
produced and widely disseminated.

The Commissioning Intelligence team has
developed, piloted and evaluated analyrical products
(o assist commissioning organisations make the
link berween expenditure and health ourcomes,
and to enable PCTs to f.fr:vq:h:}} kt}' world class
commissioning competencies. The programme
budgeting data for 2007-08 was published and
stimulated a wider and higher profile discussion
than in previous years, and a range of improvements
in the data collection for 2007-08 was made and
widely appreciated by the NHS. Building on this,
the Association of Public Health Observarories was
commissioned to dcvclop PCT profiles, and the
team has facilitated joint projects on the analysis of
the Joint Strategic Needs Assessment and the
development of commissioning intelligence dara
through a roadshow, academic publications and
stakeholder groups. The Second Annual Population
Value Review (NHS National Knowledge Service
and DH, October 2008) helps PCTs to produce
plans to deliver health gain locally and underpins
the local PCT strategies that will be published in

2009.

Plans for 2009-10

In 2009 the PPE Division will focus its work
on placing what really matters to patients and the
public at the heart of the decision-making in the
Department and the NHS.

There are three key sets of work programmes
for 2009 thar bring together the work of the
business teams in the PPE Division thart focuses on
accountability, experience and empowerment.
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Firstly, the work 1o support PCTs in the
local development of world class engagement will be
demonstrated by a step change in the performance
on world class commissioning competency 3
(engaging with patients and the public). Work with
Local Involvement Networks and other patient and
public groups will be complemented by using other
mechanisms, such as new digital channels of
communicarion and informartion exchange, to both
empower patients and the public and to enable

PCTs to become more responsive to local needs.

The Division will supporr the NHS in
developing the competencies and capacirties thar will
enable them to become ‘world class engagers’. This
will be co-produced with the NHS and will access
the very best tools and techniques from the private
and public sectors in social marketing and research,
community development and the use of digital and
other rechnologies.

Hccunc"}r, staff and the puhlic will be
empowered through the local NHS, using the NHS
Constitution to focus on the needs, wants and
aspirations of patients and the public and this will
enable the NHS to demonstrate its accountability to
the public. Specifically, the Constiturion recognises
the crucial role that good quality, reliable and
accessible informartion has in suppor[lng patients
and carers in living healthier and more independent
lives. Work will continue to support the NHS and
social care in imp!cmunring information
prescriptions, and in developing an accreditation
scheme to quality assure the providers of
information. Work to support the NHS in making
the Constitution a central component of PCT's
engagement strategies will be paralleled by the work
with staff in becoming ambassadors for the
Constitution.

Ower the past few years, the legislative
infrastructure for engagement and accountabilicy
has been created, but there remain a couple of
further areas for consultation that build on listening
exercises from last year, including refreshing
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the guidance on the work of the Overview and
Scrutiny Committees,

Thirdly, there is the opportunity to embed
patient experience feedback in the quality
improvement systems of all NHS organisations and
in the national quality framework. Thus the patient
experience will be seen alongside clinical
effectiveness and patient safety as being at the heart
of the work on metrics, of quality observatories and
in the quality accounts, The Department will work
with the NHS to deliver the commitment that every
hospital will be able to demonstrate to its
commissioners and the public how it is using real-
time patient feedback to transform services in 2009
by publishing guidance on the development of local
strategies for patient and customer feedback as part
of the organisation’s quality improvement system.
Building on the requirement to include patient
experience metrics as part of the payments made
under CQUIN (Commissioning for Quality and
Innovation) schemes, work to explore other ways of
rewarding providers who deliver high-quality parient
experience will be explored. Real-time feedback is
one source of insight into what really matters o
patients, but this information will need to be
triangulated with survey information, partient stories

and feedback from complaints.

100 The new complaints system will bring a
focus to the work locally to improve complaints
handling and ro learn the lessons from complaints.
The new system will enable organisations to provide
a more flexible and responsive service thar is railored
to the needs of complainants and, as it applies to
both health and adulr social care, to provide joined-
up responses when required. The system also
changes the process of independent review: in health
through a single process run by the Parliamentary
and Health Service Ombudsman, and in adult social

care b}r intm-ducing the Local Government
Ombudsman.



Analysis teams

7.101  The Analysis Division will be driving
forward work to support the Commissioning and
System Management Directorate and the NHS in
2009. The work will support the scoping and
implementation of key aspects of High Quality Care
for All, such as the three-digit number for urgent
care and the new GP patient survey. The team will
be working with SHAs and PCTs to support the
development of analytical skills and capaciry in
commissioners, including a commissioning
information portal to provide access to the national
analytical resources such as the rolling-out of
programme budgeting as part of NHS comparators.
Underpinning all this work will be the support to
PCTs to drive the achievement of better value

through improving the technical and allocative
efficiency of the NHS.

Service management

Innovation

Achievements in 2008-09

7102 High Quality Care for All puts qualiry ar the
heart of the NHS, providing an ambitious shared
vision for the future of the NHS. It goes on o
describe a reformed system that supports quality
improvement. One of the key enablers for this is
creating an environment within which innovation
can flourish.

7103 Communities and people across England
have different characteristics and different needs.
Yer, too often, the services that they receive are not
sufficiently shaped around those characteristics and
needs. If the NHS is to live up to its founding
principles, it must constantly respond to those it
serves, changing to continue to live up to the
ambition of high-quality care. This will not happen
without a culture in the NHS that supports and
rewards innovation.

7104 The Department’s role will be to set up the
conditions that encourage innovation to flourish.
This begins with helping to prepare the right

macroeconomic conditions, creating open and
competitive markets, and investing in people
and knowledge. Focusing on regulation and
procurement policies can extend this support, as
can implementing measures thar are designed

spcclﬁcn]ly to unlock hidden innovation.

The main driver for innovation will be the
productive relationship between the NHS, research
and educational organisations, business, and the
third sector. The ways in which the cultures and
processes of these players support or hinder the
development and diffusion of good ideas is the key
determinant to the effectiveness of innovation in
healthcare and the successful delivery of the High
Quality Care for All commitments. Government can
help the NHS and its partners realise the benefits of
innovation, but can never be a substitute for local

action.

Ower the last 12 months, the Department
has worked with stakeholders from the academic,
scientific, suitable, voluntary and public sectors o
develop suitable conditions and relationships. It has
committed new resources for the diffusion of
innovation, strengthened support for innovators,
improved I'T and access to evidence, and through
the new legal duty to promote innovation-

strengthened leadership.

The Health Innovation Council, established
in 2007 by Lord Darzi, continues to support the
work of the Department and has made a viral
contribution to shaping its approach and delivering
success — an independent peer review of its work
concluded that “it was the most comprehensive
effort that has yet been made by a UK government
public service department to develop an evidence-
based, well-resourced approach to innovation”.

Plans for 2009-10

7108 NHS Evidence — a new single web-based
portal that will allow quick and easy access to
authoritative and unbiased evidence to support
clinical and non-clinical decision-making — will go
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live in 2009 and will provide, in one place, more
evidence than has ever been available before. NHS
Evidence will continue to develop over time
(induding an accreditation pmccﬂ} with ever-
increasing sources of evidence and more bespoke
and personalised search facilities for users. The aim
is for NHS Evidence to become the first choice of
evidence for all NHS staff.

A new £220 million Regional Innovation
Fund will be launched in 2009. Aimed at front-line
staff and organisations to help with the
development and diffusion of ideas, it will be the
first time that the NHS has had a dedicated port of

money of this kind.

Work to develop the Innovation Challenge
prizes will continue, ahead of the first awards in
2010. The prizes will help address some of the key
healthcare cha]lf:ngcs that the NHS will face over
TI'IL' Next Fl‘n-'f..‘ [0 [en :u"l'."-'lﬁ.. E'I.J'Id "l'r'i].l 'l'.‘l'll:ﬂllmgt“ ﬂpl’.‘ll
i]]l'lU"n"HTiﬂi'l = W]'.IL'H." PHFTI'ILTS COITE tUg{'[hL’I I'[}L'.'l"}’

to problem solve and jointly develop solutions.

The new legal duty to promote innovation
will act as an enabling tool for SHAs in driving the
promotion of innovation locally. In turn, this will
promote stronger leadership of innovation and

encourage a culture chimgc rig,ht across the NHS.

Towards the end of 2009-10, each SHA will
produce an Annual Innovation Report. This will
detail the progress made on innovation in-year,
including the amount, and impact, of resource

dedicated to and invested in innovation.

Reconfiguration
Achievements 2008-09

Major service change is about modernising
treatment and facilities to improve patient
outcomes, developing accessible services closer to
home and saving lives.

7114 The Department published Changing for the
Better: Guidance When Undertaking Major Changes
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to NHS Services (DH, May 2008) alongside the
NHS Next Stage Review interim report. This best
practice guidance offered clear advice for patients,
the public and NHS staff on the processes
underpinning changes to NHS services. It will
help to ensure thar changes ro local services are:

based on sound clinical evidence;
made in the best interests of patients; and

made as part of an ongoping dialogue with local
stakeholders abour services in the area.

The puHicnrinn of (':.I’:rmrging ﬁ:r the Better
complemented the NHS Next Stage Review Report,
Leading Local Change (DH, May 2008). This
document made five pledges, which demonstrated
the commitment to delivering the most effective
change possible:

Change will always be to the benefit of patients.
Change will be clinically driven.
Change will be locally led.

» You will be involved — The local NHS will
involve patients, carers, the public and other key
partners in decisions about service chnng{?.

You will see the difference first — existing services
will not be withdrawn until new and better

services are available to partients, so that they can
see the difference.

NHS telephone access

A new three-digit telephone number for access
to non-emergency healthcare services

» The NHS Next Stage Review report, High
Quality Care for All, said: *...we [the Department]
should consider oprions to introduce a new three-
digit telephone number to help people find the
right local service to meet their urgent, unplanned
care needs”.

117 In addition to the NHS Next Stage Review,
other reports and publications before it reminded
the Department that NHS users and patients can
sometimes find it difficult to understand what



services are available to them (particularly during
the ‘out-of-hours’ period or when they are away

from home), where they are located, the times when

they are open, and which are the most appropriate
services to use.

7.118 The three-digit number will improve and
simplify access to unplanned/urgent care services by
connecting callers to a range of integrated and

convenient services — available 24/7, 365 days a year

— including primary care, walk-in facilities, A&E,
ambulances, pharmacy, NHS Direct, and
community and mental health services.

7119 The Office of Communications (Ofcom)
will undertake a public consultation exercise on the

introduction of a three-digit telephone number early

in 2009. Subjecrt to a successful outcome from the
consultation, the Department plans to pilot the
introduction of the three-digit number in the NHS
as soon as possible.

Review the use of non-geographic ‘084’
telephone numbers within the NHS

7.120 The Department completed an internal
informarion-gathering exercise, and a subsequent
public consultation exercise, looking at the use and
cost of 084 numbers in the NHS. The purpose of
the consultation was to find out how people felt
abour using 084 numbers, which functions people
valued and why, and how best these could be
provided at no extra cost to the patient. The
consultation ended on 31 March 2009 and
generated a high level of public and media interest.

7.121 The Department will be taking swift action
in response to the outcome of the 084 numbers
consultation to ensure that patients, wherever they
are in the country, get the same quality of service,

improved access, and pay no more than the cost of a

local telephone call when contacting the NHS.

Long-term conditions

7.122 During the 2008-09, the Department
continued to work closely with all stakeholders to
develop a commitment to the improvement of care

services that are delivered to people with long-term
conditions (LTCs). These are chronic diseases that
cannot be cured bur thar can be controlled by
medication and/or therapies, for example diabetes,
asthma, chronic obstructive pulmonary disease and
many more. The [}cp:lrtmunt‘s commitment
extends beyond delivering services in the way ‘it has
always been’ and is abour purtting the person with
the condition at the centre of their own care.

Personalised care planning

An existing commitment thar each one of
the 15 million people with one or more LTCs
should be offered a personalised care plan was
reinforced in High Quality Cave for All.

Throughout the last year, the LTC team has
continued to work with all stakeholders, including
patients and carers, to develop a common
understanding of whart a personal care plan would
be. This resulted in the publication of Supperting
People with Long-term Conditions: Commissioning
Personalised Care Planning (DH, January 2009), a
clear guide for commissioners on what is meant by
personalised care planning and why it is important.

125 The Department has been monitoring
patient views of personalised care planning through
the annual GP Patient Survey and by using a
monthly patient tracker survey. Early indications
from these sources show that more people are
having a discussion with their health professional
about how they want to manage their LTC and that
many have agreed, a written care plan. More
importantly, where a care plan has been agreed the
vast majority report that this has improved the care

that they are receiving.

Patients' prospectus

7,126 At the start of the year, the Prime Minister
made a commitment that the Department would
produce and publish a patients” prospectus to ensure
that people with an LTC were aware of the choices
of self-care support that they could expect to help
them to make decisions and manage their own care.

87



This was an important commirment that was
developed in partnership with patients, professionals
and voluntary groups. Your Health, Your Way — A
Guide to Long-term Conditions and Self-care was
published in November 2008 on the NHS Choices
website and has received some very positive

feedback.

The website provides an interactive approach
for people to identify information abourt their
condition, find out about pcrmnaliﬁcd care p]anning
and access informarion abour support arrangements
available to them locally. The next stage, currently
underway, is to ensure thac this approach is
embedded locally so thar all people can access the
information regardless of personal access to the

MNHS Choices website.

Supporting a self-care approach

To further support empowerment and self-
care for people with LTCs, the Department
continues to work with the Expert Patients
Programme Community Interest Company (EPP
CIC) ro raise the profile of the lay-led, self-
['['I.ﬂ]']':’l.gt‘“'l.i.']’lt PIUETRIIII‘IE. -rl'll.' IJI.'UgIﬂ]'.I"TI'L' SL'I.IJFHITS
people to increase their confidence, improve their
quality of life and better manage their condition.

Establishing the EPP CIC and increasing
capacity towards delivering 100,000 course places
by 2012 were commitments in the Our bealth, Our
Care, Our Say White Paper of 2006. Larest
information shows thar, between April 2007 and
March 2008, the EPI* CIC delivered almost 25,000
course places to people with LTC needs.

As well as delivering the EPP, the CIC is
developing new courses, designed to meet people’s
different needs, and developing new partnerships
with all stakeholders who are involved in self-care
support.

Use of assistive technology

131 Telehealth (electronic aids to remotely
measure vital health signs) and relecare (electronic
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aids to support social care needs) are widely
available, bur there is no robust evidence
demonstrating their effectiveness. This year has
seen the Department launch the Whole System
Demonstrator programme to evaluate the cost and
clinical effectiveness of this emerging rechnology.
The programme will involve up to 6,000 patients
across three sites in Newham, Cornwall and Kent,
all of which have joint health and social care
approaches.

In roral, the Department will be investing up
to £30 million over rwo vears in what it believes to
be the largest randomised controlled trial of this
technology anywhere in the world. The fully
evaluated outcomes should be available by late 2010
or early 2011 and will provide the evidence to
support potential multi-million-pound investments
in this technology across England. There has also
been much interest in this programme
internationally, and a number of other health
systems around the world will benefit from the
programme’s findings.

Plans for 2009-10

The main focus of the Department’s efforts
in the coming year will be to support the delivery
and implementation of a personalised approach
to the services available to people with an LTC.

In particular it will continue to provide guidance
and support to the NHS and social care system ro:

« embed personalised care planning across the
country;

» ensure thar patients receive information on what
they can expect to receive;

» promore the development of self-care as a real
option for patients; and

» identify opportunities to support the workforce
to deliver a service based on one-to-one support

where needed.

134 For example, work is in train to develop
an e-learning rool and guidance to support the
workforce and a rargeted support programme to



help local PCTs to deliver personalised care
planning locally.

7.135 There is also a need to identify arrangements
that can help support people who have not yet
developed an LTC bur may do so in the future.
This means identifying the risk factors that prevail
and whar, if anything, can be done to help delay the
onset of LTCs. Therefore, the Department will
work with the Prime Minister's Strategy Unit to
consider the feasibility of developing an approach
for a *personalised prevention strategy’ for people
who are most likely to develop LTCs in the future.

Urgent and emergency care

7136 During 2008-09, the Department made
significant progress in developing the framework
required for the NHS to make sustained and
effective improvements in urgent and emergency
care services. The aim is to help PCTs, as
commissioners of services for unscheduled care, to
deliver excellent services to their local communiries.

7137 In April 2008, the new ‘call connect’ target
was introduced. Ambulance response time rargets
are more challenging than ever before. The
measurement clock starts once the call has been
connected to the ambulance control room, rather
than after key informartion has been obtained from
the caller. Telephones are being answered more
quickly, advice and reassurance are given to the
caller earlier, ambulances are dispatched faster and
the patient is reached sooner.

7138 The Department published a good practice
document Changing Times: Sustaining Long-term
Performance Against ‘call connect’ for NHS
Ambulance Services (DH, July 2008). This provides
ambulance services with a suite of performance
improvement tools and best practice examples for
sustainable performance improvements against

‘call connect’, and also helps to further enhance the
delivery of service to patients through improved
quality of care.

PParient access to services is a key element
within the new NHS Constitution. The pledges
include the national waiting rime targer for A&E
(four hours) and the national ambulance response
time targets for category A (immediately-life
threatening) and category B (urgent, but not
life-threatening) calls.

In 2008, the Healthcare Commission
published the results of its Emergency department
survey. The results show thar patient satisfaction
was high: 88 per cenr of patients rated it “excellent’,
‘very good’ or ‘good’. This compares with 85 per
cent in 2002-03. The same survey indicates thar
patients rated ambulance services at 97 per cent —

the highest ratings received by any NHS service.

The Healthcare Commission also reviewed
urgent and emergency care services by PCTs during
2008. Some 60 per cent of PCTs scored “berter’ or
‘best performing’ and 82 per cent of PCTs were
rated as ‘fair performing’ or better. The review
highlighted areas where improvements can be made,
and the Department is working with the NHS to
make these improvements a reality as soon as
possible. For example, the Department held three
national events for the NHS in autumn 2008 to
explore the Healthcare Commission’s findings and
to highlight effective practice.

Following the introduction of the national
quality requirements, the Healthcare Commission
reported that the NHS has made significant
progress on performance for primary care out-of-
hours services. To continue to drive this trend,
the Department commissioned the Primary Care
Foundation to develop a benchmarking tool for
out-of-hours services to help improve quality,
performance and value for money. PCTs are already
securing benefits from this tool.

143 The number of crirical care beds in England
on 15 January 2009 was 3,637, some 164 more
than in January 2008. This maintains a continuing
increase in capacity to meet the needs of some of
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the sickest patients in hospiral and is the highest
number of critical care beds in England since the
Department started to record the numbers in
1999-2000. The 2008-09 winter period has been
particularly challenging for critical care services
throughout the country, with high demand leading
to high occupancy levels in most hospirals. The
increase in capacity since 2000, along with effective
local planning, has helped manage this situarion.

NHS Direct

The Healthcare Commission reported that
NHS Direct’s performance against call-handling
rargets was excellent. It continues to report good
performance results to the Department. A number
of changes to NHS Direct’s operations are
underway to drive further improvements. A review
of their finance and contracting arrangements is
being carried out, which will lead to financial
allocations that are better linked to costs, activity
and performance. The Department is also
delegarting responsibility for management of the
Department’s contract with NHS Direct to NHS
East of England, to ensure that planning and
commissioning of NHS Direct’s services are better
linked to the NHS's own delivery plans.

Plans for 2009-10

The review of the future operational form of
NHS Direct, its fic with the emerging Department
of Health digital strategy, and use of NHS Pathways

Ll I.] UP{."HI.EU r I!Tlﬂl'j.t.'l .

The Department will support the NHS o
deliver 24/7, integrated, convenient, accessible and
high-quality urgent and emergency care services by
producing commissioning guides and rools for
PCTs and by removing barriers in the system,
eg pricing and tarift anomalies. The Department
will also:

* develop and consult on proposals to allow
paramedics to prescribe a specified range of drugs
[0 patients;
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» research and consider the development of quality
indicators across the full urgent and emergency
care system, including indicators to replace
ambulance category B response time targets; and

» continue to work with authoritative professional
bodies and organisations on the development of
a range of quality metrics to support quality
accounts and still further improve the quality of

care delivered to critica"}r ill patients.



Role

To provide system leadership on people marters so that NHS and social care staff can serve the health needs

| of their communities.

Key achievements in 2008-09 included:

Published the NHS Constitution; A High Quality Workforce and NHS ralent and leadership guidance.
Established the NHS Leadership Council and gained approval to establish a Narional Skills Academy for

Social Care.

Agreed a three-year pay deal for Agenda for Change staff and introduced a new NHS Pension Scheme.

Completed the implementation of the Electronic Staff Record.

Passage of new legislation to reform professional regulation and promote patient safery.

Established a new Modernising Medical Careers Programme Board and improved recruitment to medical

training posts.

Summary

8.1 In this chapter you will find informarion on:

» the NHS journey;
# the NHS Constitution and values;
» staff engagement and social partnership;

» developing and strengthening ralent and
leadership in the NHS;

» meeting NHS workforce needs;

» modernising education and training;

» modernising regulation of healthcare workers;
» NHS pay and pensions modernisation; and

» social care workforce.

Introduction

8.2 It is the role of the Department to create the
conditions nationally that will enable the workforces
who deliver health and social care across England to

succeed.

The NHS journey

For the last ten years, the development of
the NHS workforce has been informed by the NHS
Plan: A plan for, investment, a plan for reform (DH,
}ul}a 2000), which set out o cxiasmd SETVICES ACTOSS
the country. This required more staff and the
modernisation of pay systems, including improved
pay for the majority of staff. The NHS has delivered
this with over 270,000 more staff, including over
42,000 more doctors, almost 85,000 more nurses
and more than 42,000 scientific and therapeutic
staff. The latest workforce census (published in
March 2009, covering the prior year) showed that
there were 1,368,200 staff compared with the
headcount of 1,071,562 in 1998. This represents

an increase of over 27 per cent.

5.4  This expansion has enabled frone-line staff to
provide better services and to reduce waiting times
and waiting lists, including delivery of the
Government’s commitment that no-one will now
wait over 18 weeks from GP referral to the start of
their trearment. Now that the Department has
achieved the expansion required by the NHS Plan,
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any further expansion will be targeted ar specific
areas such as the introducrion of the European
Working Time Directive or the planned
development of midwifery services. The
Department’s primary focus has therefore moved on
to enabling the ambirions laid ourt in the review of
the NHS led by Lord Darzi, High Quality Care for
All: NHS Next Stage Review Final Report (DH
2008). The workforce implications of the review
and the Department’s commitments are set out in
the document A High Quality Workforce (DH,
2008), which accompanied the review. These
commitments are designed to pur quality at the
heart of all thar the Department does.

The NHS Constitution and values

Although the NHS is constantly changing in
order to respond to public and patient expectations,
TE'I.L' .FLlI'.IlIﬂI'I'I:!.'[]t-ﬂ[ Pllrpﬂiﬂ, pr'tncjplcﬁ E]'.If.'l '\’HIIIEE ﬂF
the NHS are more enduring. The Department
therefore set out to consult on the development of
an NHS constitution to set out the rights and
responsibilities of patients, the public and staff. The
first NHS Constitution was subsequently published
on 21 January 2009,

The NHS Constitution establishes the
principles and values for the NHS in England. It
sets out the rights to which partients, the public and
staff are entitled, and pledges which the NHS is
committed to achieve, together with responsibilities
which the public, patients and staff owe to one
another to ensure that the NHS operates fairly and
effectively. All NHS bodies, private and third sector
providers supplying NHS services will be required
by law to take account of the Constitution in their
decisions and actions. The Constitution will be
reviewed every ten years and is supported by a
derailed handbook thar will be reviewed at least
every three years to ensure that the principles and
values that underpin the NHS are subject ro regular
review and recommitment.
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8 The NHS Constitution was developed
following extensive consultation with trade unions,
NHS providers and commissioners, staff, the public
and patients. The commitments that it makes to
staff reflect extensive research into:

» whar matters to patients:
— get the basics right — don't leave it to chance;

— fit in with my life — don't force me to fit in

with yours;
= fredt me as a person = not a S}fmptum;

work with me as a partner in my health — not

just a recipient of care;
» what marters to staff:
— the resources to deliver high-quality care;

— a worthwhile job with the opportunity to

develop;

— the Opportunity to contribute and to Improve
the way we work; and

- l'hl: E'LIFIPIL'IIT o -CIU- d gﬂlﬂd j{]b:. ﬂﬂd
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what marters to the public:

Financial support for the NHS and care for

its staff;

users treated fairly based on need, nor ability;

— money not wasted; and

thar its there when we need it.

5.8 The NHS Constitution is also underpinned
by the publication of six values that inform how
organisations across the NHS work together in the
interests of patients. Alongside this, organisations in
the NHS will develop and refresh their own values,
tailored to their local needs. The NHS values
provide the common ground to achieve our shared
aspirations:

» respect and dignity — we value each person as
an individual and respect their aspirations and
commitments in life;

« commitment to quality of care — we earn the trust
placed in us by insisting on quality and striving to
get the basics rights every time;



. compa,ssien — we r::spund with humanit}' and
kindness to each person’s pain, distress, anxiety

or need;

» improving lives — we strive to improve health and
well-being and people’s experience of the NHS;

. wurking mg:l;her for patients — we put patients
first in everything we do; and

» everybody counts — we use our resources for the
benefit of the whole community and make sure
nobody is excluded or left behind.

8.9  The Constitution is also supported by four
pledges to staft which commit the NHS to strive to
provide:

» well-designed, rewarding jobs thar make a
difference to patients, families, carers and
communities;

« personal development, access to appropriate
training, and line management support to succeed;

» support and opportunities to keep staff healthy
and safe; and

» the engagement of staff in decisions thar affect
them and the services they provide.

8.10  The Department has backed these up with

concrete actions involving regions and employers:

o The current arrangements for education funding
in the NHS will be reviewed to ensure that they
are fairer, more transparent, provide improved
value for money and are responsive to the
feedback from trainees.

» The Department has commissioned a
comprehensive review to gather evidence on the
health of NHS staff, and the provision of support
for their health and well-being at work. This joint
Department/NHS review will build a
comprehensive evidence base to allow effective
system-wide improvements in the health and well-
being of the NHS workforce. It will be carried out
in partnership with employers and staff.

» To recognise the achievements of the best-
performing organisations, the Department will

WUTI{ \"-'itl'l I:'i{"}’ ].'.let]'.ll'r.‘i [ ensure tl'L':'l[ annual

competitions identify the best NHS employers.

The NHS Constitution, values and pledges
recognise that the NHS cannot deliver high-quality
services without high-quality staft and high-qualiry
workplaces. To inform continuous improvement
and allow the Department to track progress, the
2008 NHS Staff Survey was amended to be berter
aligned to the pledges. The inclusion of these
questions is designed to enable individual NHS
employers to understand how well they are
performing in those areas that marter most tw staft.
Taking action in these areas should have a positive
impact on staff motivation and morale, with direct
benefits for the quality of patient care. In addition,
the Care Quality Commission will measure staff
satisfaction from the staff survey in their annual

repo It On Crusts,

.12 Qwer the next few months, individual
organisations will develop and refresh their own
values, railored to their purpose and local needs.
To support them to do this, the Department has
commissioned the NHS Institure for Innovation
and Improvement to identify best practice and
make it available to organisations.

Staff engagement and social
partnership

§.13  Staff engagement was crucial to the success
of developing High Quality Care for All and needs
to be maintained and expanded during
implementation. If the Department gets it right, the
quality agenda has grear potential to mobilise and
empower staff across the system. All the evidence
suggests that the way to succeed is to build on the
genuine engagement begun during the NHS Next
Stage Review process. This applies just as much o
local organisations where staff engagement is
fundamental o high-quality care on the ground.
On healthcare-acquired infections, mutual support

and engagement with the trade unions helped to
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increase staff action and make a real difterence o
quality of care.

The national Social Partnership Forum,
which is chaired by Ann Keen, Parliamentary
Under-Secretary of State for Health Services, and
includes representation from SHAs, trades unions,
NHS Employers and the Department, is an
exemplar of whar can be achieved. During 2008-09,
i.t I'I.'I!'i gl'.ll'.ll' 1'1['[”“ Etﬁ_‘[lgth (] .‘itl'l:l.'lgt].'l E'I.]'.Id hi‘lﬁ
provided valuable advice to ministers on the
workforce implications of proposed changes in
policy, such as the recent guidance on the

transformarion of COMMUNILY Services.

Owver the next 12 months, the aim is to
promote the benefits of partnership working and
staff engagement and to support their development
throughout the NHS. To supporr this, in
Movember 2008 Ann Keen announced a
}mrmrrxhlp fund of £500,000 to develop
}mrtr]:‘:rﬁhip wnrking I:l'l.‘n\"l'..'t‘l'l cmplt}}*trs ﬂ]'.ld

trade unions.

Developing and strengthening talent
and leadership in the NHS

Talent and leadership

High Quality Care for All also emphasised
the importance of leaders and leadership. It
established a shared vision of an NHS thart has
quality of care at its heart — quality that spans safety,
cffectiveness and the patient experience. This has
Pm\‘idlﬂd d COIMmImaon Iﬂ.l'lgl.l-'lgﬂ. 4 way {]I: T.'E."{il'lg
about quality across the system, focused on
improvement for the benefir of patients and
service users.

Providing high-quality care is a source of
professional pride, energising and motivating all
NHS staff, clinical and non-clinical alike. It requires
professionals to be empowered 1o make the daily
decisions that improve quality, combined with a
new and stronger accountability to the people thar
the NHS is there to serve.
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In January 2009, the Department published
Inspiring Leaders: Leadership for Quality. This
guidance for SHAs on talent and leadership
planning was developed in partnership with the
NHS and outlines accountability ar all levels of the
NHS - for individuals, organisations, regionally
and nationally — o develop leaders and leadership.
Every individual in healthcare has a responsibility to
continuously learn and seek development. Providers
and commissioning organisations at local level have
a responsibility through their boards of directors
to create conditions for talent and leadership
development.

Iﬂ Fi | 5}’5!’!:]11 'W'I'IC'I!'E ltadcrs Fr-l:quentl}-' maove
between organisarions and sectors, !.:mpln}’f:rs also
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ensuring that there is a range of aspiring leaders to
choose from when filling new opportunities. All
organisations are also responsible for participating in
leadership improvement efforts across their region.

20 SHAs play a key role at regional level. They
foster investment and collaboration in order to
support leadership development, assuring themselves
that the right conditions are in place across their
regions for improving talent and leadership
development. SHAs will also add value ar a regional
level through the commissioning and provision of
development programmes for senior leaders.

.21 There is also a role nationally. High Quality
Care for All commirtted the WHS to the
establishment of a National Leadership Council
(NLC) o sit alongside the Quality Board.

1.22 The NLC is being created to challenge the
new priority being atrached to leadership in the
NHS - to ensure thar the system and culrure
support the development of leaders and leadership
for high-quality care, and to challenge them where
they do not.



Appointments Commission

The Appointments Commission is an
executive non-departmental public body with
particular expertise in relation to public
appointments. It is responsible for the recruitment,
selection and appointment of the best people,
from a diverse range of backgrounds, to public
appointments in the NHS and to national bodies
and groups established by the Department.

The Commission also provides a year-long
induction programme for new non-executives,
oversees performance appraisal for non-executives,
and provides recruitment and selection services to
a growing number of NHS foundation trusts and
other government departments.

In January 2008, the Commission published
Adding Value to a 21st Century Health Service — A
Review of the NHS Public Appointments Process. The
review, commissioned by the Department, engaged
stakeholders and looked ar the range of services the
Commission provides to the NHS. Substantial
progress has been made in implementing its
recommendations. The Commission has:

» introduced an online recruitment system and an
electronic customer survey;

» developed a new national induction programme
and a streamlined appraisal system;

« supported the Commission’s Independent Public
Appointment Assessors, who are all now
accredited by the office of the Commissioner
for Public Appointments; and

+ developed a detailed recruitment strategy for each
campaign through initial discussion wirh chairs.

.26 The Department and the Commission have
also reformed the process by which an appointee
can be removed from office, including the
introduction of a new process for suspending non-
executives in PCTs and NHS trusts.

.27 The second annual Chairs Conference, held
in January 2009, included the Secretary of State for

Health and the Chief Executive of the NHS as
speakers. Over 300 chairs representing trusts from
across England attended the event, the only one of
its kind in the UK. The conference focused on
|L'ﬂd:’:r5|‘|i]:r and governance, spurking lively debate
on performance culture, while a session from
representatives of the private sector offered an
alternative perspective on effective board
management. The new NHS Consttrueion and
challenges for the future were also discussed

in derail.

Meeting NHS workforce needs

Improving workforce planning

Consistently delivering high-quality care
requires a more transparent workforce planning
system which is based on clearly articulated patient
care plans and integrated with curricula design,

education commissioning and financial plans.

The Department has committed to pur in
place improved architecture to achieve this vision.
It is also establishing national and regional advisory
boards, including Medical Education England
(MEE), to ensure appropriate professional and
clinical input to workforce planning, and creating
a centre of excellence to support workforce strategy
and planning across the health and social care
system in England.

MEE represents a unique opportunity to
build a new consensus berween the Department and
the professions on getting the right numbers and
types of doctors, dentists, pharmacists and
healthcare scientists that the NHS will need for the
future. This new body will bring a coherent
professional voice on education and training marters
as they relate to those four professional groups, and
will advise the Department on policy.

The Department is also creating a new
centre of excellence providing strategic oversight
and leadership to improve on the quality of
workforce planning across the health and social
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care system. It will achieve this by exercising its

rf:ﬁ}:-c:-mil:-ilitits across three funcrions:

aligning the overall system around shared goals for
improving dara analysis and modelling;

prioritising for horizon scanning and using the
best evidence to identify workforce models to

SUpport new carc I‘.Iﬂtl'l‘r"r'ﬂ:r’.‘i: ill'ld.

providing leadership for cnpahi]it}r huih‘.‘li]]g in

workforce planning at all levels.

Modernising education and training

A High Quality Workforce set out a vision
not only for improvements in workforce planning,
but also for the modernisation of education and
training, and education funding. This included the
need to review and restate the unique contribution
of different professional groups, including
responsibilities not just as expert practitioners but
E.I.*iﬂ a5 PE.T"'EL'[S H.]'.II:] lr.:adcrs. ﬂ[ld tJ:lL' I:](."'-'UIUP[T'I.CH[
of clearer career frameworks to support workforce
planning and help staff and prospecrive staft to
understand how they can develop their careers.

Education and training for doctors

The need to make changes to the historical
structure of the recruitment and training of doctors
has been widely recognised and is supported by
many in the medical profession. The Modernising
Medical Careers (MMC) England Programme was
therefore developed in order to introduce a range of
integrated measures to improve the recruitment and
selection process for entry to the various stages of
postgraduare medical educarion. Ir also aimed to
enhance the arrangements and outcomes for that
education and training.

Serious problems were encountered during
implementation in the early part of 2007, burt the
Department responded to these with a series of
independent reviews culminating in a derailed
report by Professor Sir John Tooke, Aspiring to
Excellence and the Health Select Committee report
on MMC, Modernising Medical Careers: Third
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Report of Session 2007-08, Volume 1 (The Stationery
Office, 2008). In 2008, the Department publish:‘.‘d
its official response to those reports ( The
Crovernment Response to the Health Select Committee
Report ‘Modernising Medical Careers’, (The
Stationery Office, 2008) setting out the way forward
for the modernisation of medical education and its
supporting systems. This has included the
establishment of a new MMC England Programme
Board and stronger service and professional
representation in policy development and

workforce planning.

In the meantime, national recruitment has
continued to improve. The traditional junior doctor
changeover in August 2008 was completed without
incident and a national average fill rate of 92 per
cent was achieved, the highest rate ever recorded.

#.36  The MMC England Programme Board
continued its successful focus on improving
recruitment and the MMC team held a series of
successful stakeholder workshops during the
summer, allowing those involved in the process o
talk abour their experiences and suggest where
further improvements could be made.

#.57  Improved advanced planning also allowed
the early release of information abour how the
application process was going to work for 2009,
This included confirmarion that, while there will
not be any national I'T system, all applications may
be made electronically. There will also be a standard
Part 1 application form rather than doctors being
faced with a number of different forms to complete.
Moreover, nearly all deaneries will use the same IT
system for their local recruitment, which will help
with dara reporting,

8.38  Also for 2009, nearly half of all recruitment
is being coordinared nationally by Royal Colleges or
specialties working closely with deaneries. This
should help consultants by reducing the time spent
short listing and interviewing. It should also increase

the chances of appointing trainees who want to



work in a particular specialty, and help to achieve a
higher fill rate — a key consideration for the NHS.

European Working Time Directive
%.39 The NHS has continued to make progress
on implemenmiiﬂn of the European Working Time
Directive. By September 2008, more than two-
thirds of doctors in training were working an
average of 48 hours a week or less, and the North
West Strategic Health Authority, which pilored
early implementation, had achieved 94 per cent

compliance by August 2008.

.40 The United Kingdom remains committed
to delivering compliance with the August 2009
requirements and is confident that this can be
achieved in most areas. However, a number of
significant challenges remain in some services,
especially those delivering 24-hour immediate
patient care, some supra-specialist services and some
small, remote and rural units. The UK has therefore
notified the European Commission of its intention
to request a limited derogation that can be applied
to docrors in training in particular services or arcas.
The derogation would apply for up to three years
and would allow a 52-hour working week for those
to whom it applied.

Education and training for nurses

441 Within nurse education, the main focus is
on successfully implementing the Nursing and
Midwifery Council’'s (NMC’s) recent decision to
raise the minimum standard for the furure
registration of new nurses from diploma to degree.
The Department is working with the NHS and the
NMC to maximise the opportunities and minimise
the risks to successful implementation.

§.42 The NMC has also proposed a new national
framework for preceptorship to help the rransition
from newly regisrered nurse to fully confident
practitioner. Full details are expected to be
announced in autumn 2009; however, the
Department has already supported the concept of
preceptorships by investing £10 million in 2008-09,

and by committing to invest £20 million in 2009-
10 and £30 million in 2010-11 to support this
important initiative and pilm good pracrice.

The Department is also developing a new
career framework for nurses and proposals for

a m:lrkf:ting campaign for NUrsing careers.

Education and training for midwives

For midwifery, the Department has begun
working with education providers to ensure thar
undergraduate and postgraduate curricula support
high-quality patient care and deliver choice. The
Department will also be working to develop more
high-quality clinical placements, ensuring that
future education is aligned to the maternity care
pathway and that clinicians have the support 1o
ensure that their skills keep pace with

service reforms.

Education and training for the allied
health professionals

During 2008, the Department also
published Modernising Allied Health Professions
(AHP) Careers: A Competence-Based Careers
Framework (DH and Skills for Healch, July 2008),
which provides the basis for a flexible, responsive
approach to developing the AHP workforce of the
future. The competences themselves have been
developed by starting with the patient/client need
and have been field-tested with professionals across
the country. The Skills for Health web-based tools
provide the health and social care system with the
means to maximise AHPs" potential w transform
the health and social care system by highlighting
their ability to perform a variety of new and
extended roles thar will enable service redesign. The
second phase of the Modernising AHP Careers
Programme will build on the competence-based
career framework to put in place those educarional
levers necessary to build and maintain a flexible and
responsive workforce. The Department is also
establishing a Professional Advisory Board that will
meet the commitments it made in the NHS Next

= ¥



Stage Review to provide professional oversight of
both the Modernising AHP Careers Programme
and workforce planning to ensure thar these are
interlinked. The Professional Advisory Board will be
chaired by the Chief Health Professions Officer.

Education and training for healthcare scientists

For healthcare science, the aim of the
UK-wide Modernising Scientific Careers
Programme, being led by the Chief Scientific
Officer, will be to transform the education, training
and career pa:}lwa_v:-; of the Healthcare Science
workforce across over 50 scientific disciplines. The
Dieparrment recognises the vital contribution to be
played by healthcare scientists in the delivery of
improved benefits for patients, for employers and
health commissioners, for the workforce itself, and
tor health services, and the integral part they play
in multi-professional teams delivering high-quality

innovative patient care in a range of settings.

Continuing professional development
A High Quality Workforce also set our

PI.‘UFIUS'L'I]S Lo Etﬂ.‘l'lgtl“.']'] l:.'dl.l.f_'ﬂti{}l'lﬂ.i gc:w:rnnnc:: ﬂl'l.d
ensure thar all staff have equitable opportunities o
update and develop their skills. The Department is
reviewing the educarion contracting arrangements

200506
Murses 23,230
Midwives 1,559
Allsed health professsonals 6,744
Scientias 874
Technicians™ 2,965

Sowrie: Workforoe Divecroniree, DN
Nates
1) Seieaitrits clita imcleoedes n"-ff.-.l',m;.r.l'-ur."wr.r;ur e |'.ﬁ'ukd4'pnwhnhrxp T EORE,

berween it, SHAs and individual employers in order
to support this. The Department is also developing
financial and non-financial metrics, which can be
made available to employers, employees, patients
E.I'Id. tl'll'_‘ puh]ic L8] iI'I'IPI'ﬂ"-'C EIEHSPH[‘CHC}-’ abnut [].'.I.l:
availability of continuing professional development.
This includes working with NHS Employers and
the trade unions and service to promote the use of
the Knowledge and Skills Framework development
review in identifying individuals® development
needs. The Department is also accelerating plans o
double its investment in apprenticeships in order to
i)f(ﬁ"idﬂ tllﬂﬁf .S-rEZFFWI'ID 'l'.ll'.l not hE"r"'l'.‘ d pmf-::ssinn:—tl
qualification with the opportunity to develop their
skills and progress their careers, and to provide
improved access to NHS careers for those outside
the service, including the unemployed and

socially excluded.

Education, funding and investment
During 2008-09, the Department has

continued ro increase its investment in education
and training, allocating over £4.5 billion to SHAs to
support existing and new commissions. Figure 8.1
shows significant investment in new commissions,
for the last four years. Figure 8.2 shows this year's
commissions including a further 6,471 new places

(2] Fechmiciars data smclvedes pre-regisenation pharmagists, pharmacy Sechmicions, aperaring deparmeny praceionces o demial care profeuton cammiiten,

Moexlical schoal incake
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at undergraduare medical school and over 34,000
new places on non-medical pmﬁ:ssiﬂnal training
courses, bringing the total population in
undcrgraduatc pmrt'ssiﬂn:ll training to over 920,000,
849 The Department has also strengthened the
accountability arrangements in respect of the Mulu
Professional Education and Training (MPET)
budgert, and has begun to review education funding
policy as set out in A High Quality Workforce,
including the fundamental review of the way it
incentivises and rewards quality in education and
ensure value for money. This includes the review of
the Funding for tuition in highcr educarion, student
support funding, and the introducrion of a tarift-
based appruach for clinical plnuemems where
funding will follow the trainee. This work is

complex but is progressing well and will continue
in 2009-10.

Modernising regulation of
healthcare workers

Professional Standards Programme
8.50 The Professional Standards Programme is a
critical component of the Government's drive to
improve NHS services, as set out in the NHS Next
Stage Review. It will help to deliver the high-quality
workforce needed to ensure the safe, respectful and
effective care that patients expect. Similarly, in
social care, it secks to ensure thar users of social care

services are served safely and respectfully by
qualified and high-quality staff.

851 The Department is leading this initiative

by working in partnership with the devolved
administrations, patients, service users, the public,
professionals, regulators and employers to deliver a
wide-ranging programme of reform to the UK
systems of professional regulation and employers’
and commissioners’ systems of local professional
management. These are set out in the 2007 White
Paper, Trust, Assurance and Safety — The Regulation
of Health Professionals in the 215t Century (The
Stationery Office); the Department’s response to the

Shipman Inquiry, Learning from tragedy, keeping
' The Stari ice, 2007) anc
atients safe (The Stationery Office, 2007) and
related documents; and the Department’s serategies

for raising the qun]i[}r of provision of social care.

The programme works on the general
principle thar risk to patients is most effecrively
mnnngr:d at the poinrt closest to those risks, and thar
it is for national organisations to work rogether 1o
pnwidu the [L‘:dership. ]L'gislul:i'.'u framework,
systems and resources to enable that risk
management to work well.

Legislation

The Health and Social Care Act 2008
received Royal Assent in June 2008. This Acr sers
out a number of reforms for professional standards,

which are now being taken forward, including:

» the creation of a new body to be called the Office
of the Health Professions Adjudicator, which will
have adjudication functions in relation to the
professions regulated by the Medical Acr 1983
and the Opticians Act 1989;

« provisions to enable the General Pharmaceurical
Council to separate pharmacy regulation from
professional leadership;

» the removal of restrictions that prevented there
being a lay majority on the councils of the
regulatory bodies;

» imposing the civil standard of proof by healthcare
professions regulators in proceedings relating to

fitness to practise;

» amendments to the constitution and functions of
the Council for Healthcare Regulatory Excellence
and the way in which members are appointed;

» regulations to require designated bodies in the UK
to nominate or appoint ‘responsible officers” who
will have responsibilities relating to the regulation
of doctors; and

» the creation of a general responsibility on
healthcare organisations, and other specified
bodies in England and Wales, to share
information regarding concerns about the conduct
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and performance of healthcare workers, and
to agree the actions needed to protect patients

and the pul}l ic.

The Department has also introduced
legislation to make changes to the strucrure and
appointment of the councils of the regulatory

bodies.

Revalidation

The publication of Medical Revalidation —
Principles and Next Steps: The Report of the Chief
Medical Officer for England’s Working Group (DH,
July 2008) set out the principles and next steps for
implementing revalidation in the UK. While the
General Medical Council (GMC) retains overall
responsibility for the introduction of medical
revalidation in the UK, since the report was
published the Department has established an
internal project board, chaired by the Chief Medical
Officer, to oversee the introduction of an effective
appraisal system to underpin revalidation in
England, and has established an NHS Revalidartion

Support T'eam.

The Department is working with the
Academy of Medical Royal Colleges and has
provided funding to them to enable the
development by the Medical Royal Colleges of
standards and tools for re-certification.

The Working Group for non-Medical
Revalidation published its report Principles for
Revalidation — Report of the Working Group for non-
Medical Revalidation in November 2008. The non-
medical regulatory bodies will now develop their
models of revalidation and proposals for pilots, and
will report to the Department early in 2009.

Health for health professionals

The Department has been working with the
Martional Clinical Assessment Service to commission
a prototype Practitioner Health Programme (PHP)
for registered medical and dental practitioners
working in the London SHA. Practitioners accessing
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the PHP have health concerns that relate to a
mental health or addiction problem and/or a
physical health problem. The pilot was officially
launched by the Chief Medical Officer in
November 2008 and will receive funding of £3.6
million over the next two years.

Postgraduate Medical Education and
Training Board

In order to ensure that medical education
is a scamless process from undergraduare training
through to continuing professional development,
appraisal and revalidation, work is under way o
merge the Postgraduate Medical Education and
Training Board (PMETB) into the regulatory
structure of the GMC.

A draft Order supporting this merger is
being prepared for public consultation in 2009. The
GMC — PMETB merger is due to be completed by
April 2010.

Extending professional regulation

During 2008, the Extending Professional
Regulation Working Group considered the process
by which regulation should be extended to further
professional roles and groups. Emphasis has been
placed on considering the alternartives to statutory
regulation in order to find the most suitable
mechanism for managing professional standards
for unregulated groups, without introducing
unnecessary regulatory burdens. The group
commissioned two pieces of research and held
two stakeholder events to help inform their
recommendations. They expect to report shortly.
In order to ensure that regulation in the health
arena is consistent with developments within the
social care workforce, the Professional Standards
Programme is also working in partnership with
social care policy staff and the General Social Care
Council to progress proposals regarding the
registration of domiciliary/home care workers.

B.62 A separate report on immducing rf:guiatinn

for acupuncture, herbal medicine and craditional



Chinese medicine was produced in May 2008, and
a public consultation will be launched in 2009,
once the report from the Extending Professional
Regulation Working Group has been published.

8.63
funded, the Prince’s Foundation for Integrared

The Department has commissioned, and

Health to develop voluntary self-regulation amaong
a range of currently unregulated complementary
therapies, and the Complementary and Natural
Healthcare Council opened its register in

January 2009.

Improving workforce systems
8.64  In the past, the NHS was disadvantaged

by the lack of consistency in its payroll and human
resources (HR) systems. Over the last five years, the
Department has therefore been developing a new
integrated payroll and HR system, the Electronic
Staff Record (ESR). Implementation of the ESR
was completed in April 2008, on time and within
budget. This represented one of the world's largest
information technology implementations as the
ESR has replaced at least 29 payroll and ac least 38
HR systems that were previously used in the NHS5,
and is now successfully paying over 1.3 million
employees across England and Wales.

8.65 The focus for the ESR Programme has now
shifted to ensure full-system utilisation and benefirs
realisation. The Oracle Learning Management
(OLM) funcrionality within ESR is now being
implemented in 62 per cent of organisations, and
there is a steady increase in organisations piloting
the manager self-service functionality. Work has also
progressed to enable ESR to provide NHS
employees with access to learning content online
(NLMS project), and for organisations to better
manage NHS employees’ access to patient care
systems (the interface between ESR and the Care
Records System). Confirmed benefits to date have
already exceeded the ESR business case target by 32
per cent and continue to grow.

Ower the coming year, attention will also
be focused on capturing the potential of ESR as a
strategic HR ool able to support board-level
decisions. The Department will also continue to
improve the consistency and completeness of
workforce information, and to deliver system-wide
efficiencies through further integration with existing

workforce solutions.

NHS pay and pensions
modernisation

The Department has continued to reform
pay and pensions policy to ensure that they are fir
for the 21st century. From 1 April 2008, following
a root and branch review of the NHS Pension
Scheme, changes were made to the scheme for
existing staff and a new, more flexible NHS Pension
Scheme was introduced for new entrants with a

higher normal pensionable age of 65.

During the summer of 2009, the 1.3 million
staff who were members of the old pension scheme
in April 2008 will begin to be offered the
opportunity to move to the new scheme if they
wish. This process will be managed by the Pensions
Division of the NHS Business Services Authority,
which is responsible for the scheme’s administration
in England and Wales. However, due to the large
scale of the project, the exercise will be implemented
over three years and will be phased in one strategic
health authority region at a time, starting with
staff aged over 50.

NHS pensions for social enterprises

469  The Department was also pleased as part of
High Quality Care for All to be able to confirm that
staff transferring under TUPE from the NHS to
social enterprises would be able ro retain
membership of the NHS Pension Scheme while
they continue working wholly on NHS-funded
services. This announcement addressed an
important concern for staft and should help
promote the development of social enterprises.
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Pay modernisation

0 During 2008-00, the Department contirnued
its process of pay modernisation, including the
sticeessful introduction of a new three-year pay deal
for 1,1 million Agenda for Change (AFC) seaff.
T'his provides a package of pay and non-pay
improvements worth 7.99 per cent over the three
years to 2010-11, with extra help rargeted ar the
lowest paid. Moreover, the deal is subject o annual
review by the NHS Pay Review ﬂn-djr [y ENSUre
that it remains appropriate in light of changing
circumstances, The NHS Pay Review Body
reviewed data from the trade unions, employers and
the Department in December 2008 in order to
assess whether the uplifis for years two and chree
should be reviewed. They decided thar the deal
should not be reopened ar the moment. The deal
will therefore continue into its second year, which
will include the removal of the bottom pay point of
AIC, increasing the NHS minimum hourly wage to
16,77, 18 per cent above the national minimum

WEIHI.‘.

1 In the meantime, the National Audic Office
has conducted its own review of AfC and published
s report, NHS Pay Modernisation in England:
Agenda for Change, on 29 January 2009, The report
HE II: r'II:IWIt"{{HI"{l. tIH,! Nil{.'{:l."."iﬁrul il'l'lplflnl.‘.ﬂlﬂlil]n ﬂ.F lht
AC agreement, bur highlighted thar there is more
tor be done if its full benefits are to be realised. In
particular, the NHS needs wo make full use of the
NHS Knowledge and Skills Framework (KSF).

 The report reinforced the commitment that
the Department has already shown to ensure thar
the KSF is fully implemented. Indeed, the
Parliamentary Under Secretary of State for Health
Services, relaunched the NHS KSF during 2008-09
and reviewed progress in October 2008, This
showed thae aboue 70 per cent of trusts now have a
board member with responsibility for KSF; 60 per
cent of stall have a KSF oudine; and more than 40
per cent have had a KSF review. The relaunch has
raised awareness of this important wol, bur more

needs to be done. The Department has therefore
102

commissioned the NHS Seaff Council (compeising
NHS Employers and NHS made unions) w wke
this forward, induding an independens eview of
what is required and the prodixtion of mproved
guidance to employers.

.73 The Department has also worked with the
NHS Saff Council throughout the year to continue
to modernise other NHS pay systems, including: dhe
introduction of a2 harmonised system for unsocial
hours and revised mileage rates for staff on ARC
terms and condirions. It has also begun introduction
of a new contract for speciality doctors and assocae
specialists from 1 April 2008; and it has complered
an independent evaluation of the pay framework for
very senior managers (VSMs), with the Department
accepting the main recommendations, which
include the introduction of a job evaluation system
designed to bring greater clarity and fairness o
NHS VSM pay.

#.74 Looking ahead to 2009-10, the Department
will implement the findings of the review into VSM
pay and will continue to support the delivery of
benefits from the consultants’ contract and AfC,
including improving producrivity and securing value
for money.

Social care workforce

#.75  For information on the developments
happening in the adulr social care workforce,

please refer to chaprer 12.
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MNovember 2008 brought together for the first time
medical directors from SHAs, PCTs, NHS trusts
and NHS foundation trusts, together with other

pr{}ﬂ'.l;.ulnnn] cu]lungum‘ and Department staff.

Medical Education England

Following the Tooke Report into the
implementation of the Modernising Medical
Careers Programme, the Department established
a new board to oversee medical education, Medical
Educartion England. Sir Christopher Edwards has
been appointed as Chairman, and Dr Parricia
Hamilton took up post in January 2009 as Director
of Medical Education.

Healthcare science

The consulration on the UK-wide
Modernising Scientific Careers (MSC) programme,
led by the Chief Scientific Officer (CSO), to deliver
a world class Healthcare Science (HCS) workforce,
closed on 6 March 2009. Following the closure of
the consultation the Department anricipares
publishing a furure direction document, including a
new rcguhlr{:-r}* framework, in summer 2009, with
piloting from autumn 2009 and full
implementation from 2012.

The programme will provide enhanced

benefits for patients:

L|¢|i1r'-=3ring, hjgh—quaiit}r di&gn{}stlc and therapeutic
patient services; and

clwc!ﬂping and using t::u;:hnul{}g_v to improve care
for priority groups, and finding scientific and
technological solutions.

An HCS Programme Board has been
established under the umbrella of Medical
Education England. The board will provide advice
to inform and enable the delivery r_:f'inregmmd
workforce planning, on the implementation of
M5C in England, and on leadership and academic
career pathways.
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This year the Department established the
£4 million C50 Research Fe]lnwshlps over three
years in order to enhance the research capacity and

cnpahiliry of the HCS.

A series of good practice guides for
physiological measurement in diagnostic services
have been produced, in conjunction with the
18-week team, aimed at transforming the way in
which services are provided for patients. Further
guidance on physiological measurement is planned
tor publication later in 2009. A guide to good
practice in perfusion, including a medicines
management framework, will be published in 2009.

There have been a number of projects
supporting the cross-government Science and
Society initiative, for example the development of
a collaborarive framework with the Specialist
Schools and Academies Trust, and Healthcare
Science Awareness Week. In 2009, the Department
will further develop its contribution to this area.

The fifth annual CSO conference was held
in November 2008 and included awards to
recognise the contribution of healtheare scientists.
The CSO Bulletin was relaunched ar this event, and

is aimed at delivering key policy messages to the
NHS scientific workforce.

Pharmacy

Last year's White Paper, Pharmacy in
England: Building on Strengths — Delivering the
Furure (The Stationery Ofhce, April 2008), set out
the Government's vision for further developing
quality services for patients and consumers through
pharmacies in England, and a programme of work is
now under way to implement its proposals.

To support this programme, the Department
has appointed two National Clinical Directors for
Pharmacy to champion change and to promote
better patient experience and pharmaceutical
outcomes in hospitals and in the communiry.



Figure 9.1: Family health services — key statistics on ph
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NHS pharmaceutical services which would require changes to the NHS Act, was

9.14  Figure 9.1 provides key information on published in January 2009.
pharmaceutical services in England. In particular:
As part of the Health Bill 2009 currently

» the number of community pharmacies continues e parliament, the Department proposes to:

to increase, with 10,291 art the end of 2007-08

(there were 10,133 at the end of 2006-07); and - replace the current ‘control of entry” system for
community pharmacies in England with one

s the number of prescription items dispensed by 2 :
mb P phon:J-me cop ; determined by reference to local pharmaceutical

community pharmacies in 2007-08 rose to 726 needs assessments (PNAS) prepaced and published

million — an increase of 5.4 per cent on 2006-07. by PCTSs;

9.15 The revi ments -
5 ¢ review of the arrange for the ® ltvoduce nev powsrs so that PCTs can take more

provision of stoma and incontinence products — : : . [ver:

i : i effective action where providers are not delivering
and relared services — in primary care under Part IX
of the Drug Tariff has concluded. The new

arrangements, which look to standardise services

services to an acceptable level of quality, as part of
a wider quality and performance programme for

: : : providers of NHS pharmaceurical services; and
for patients and improve care, will be implemented

from 1 April 2010, subject to amendment
regulations being laid in due course and amendment

« amend the current legislation to allow PCTs to
provide local pharmaceutical services themselves
in prescribed circumstances, such as national

directions being made. ;
emergencies.

9.16  The Pharmacy in England White Paper put
forward a number of proposals for changing the
current structure of pharmaceurical services. A
public consultation on these proposals was held

in the autumn of 2008. A full report is being
prepared for publication in 2009. However, the
Government's response concerning those proposals,

9,154 As part of the World Class Commissioning
Programme, the Department published Improving
Pharmaceutical Services on 31 March 2009.

This provides further information for PCTs on
how to commission these services. NHS Employers
also published guidance on PNAs in January 2009
as part of this programme, at the request of the
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Department. More resources will follow later

in 2009,

Community Pharmacy Contractual Framework

UI'I'L{C]' l|:'llL' L'D[]lrdffllill fl"d['['lt."-‘-"‘."i'k1
community pharmacies are providing more services

than ever:

In 2007-08, PCTs commissioned 23,531 local
enhanced services pm\riding. for L'xamp]r:, minor
ailment schemes, stop smoking services, needle
and syringe exchange and supervised
administration schemes. This was a 12 per cent
increase on the 20,996 services commissioned in
2006-07,

Repear dispensing continues to increase gradually.
Over 8.2 million items (almost 2 per cent of all
items dispensed) were dispensed via repeat
dispensing in the firse half of 2008-09.

Orwver 950,000 medicines use reviews were
conducted by pharmacists in 2007-08, making
a total of 2.4 million since the service was
introduced in 2005,

The Department is diﬁcussing with ]-:::}r
stakeholders how additional services identified in
the Whire Paper may best be introduced within the
contractual framework, such as minor ailment
5':'“:['[1'2'5 H.I'h'.{ EI.IE?]J{}TI (4] PL"UP'.L' il'l t]'.lt‘ {::lr!}' ﬁlﬂgﬂ.’b le
taking a new course of medicine to treat a long-term
condition, while raking account of the local
enhanced services PCTs already commission.

Hospital pharmacy

The Pharmacy in England White Paper
continued the development of hospital pharmacists’
clinical and patient safety roles. It saw hospital
pharmacists increasingly using their clinical expertise
in the most appropriate settings, including closer to
people’s homes in health community clinical

pharmacy teams.

In addition, the Government considers that
chief pharmacists of NHS organisations should rake
the lead in ensuring that safe medication practices
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are embedded in partient care. To support this, and
at the request of the Department, the National
Patient Safety Agency (NPSA) hosted an event for
senior pharmacists in October 2008. This resulted
in the agreement by senior pharmacists to take on
this role, and rhe recommendartion thar a virtual
medication safety forum should be established

where best practice can be shared.

Pharmacy and public health

The Department continues to promote the
contribution that pharmacy can make to the wider
public health agenda by providing services for
stopping smoking, sexual health and alcohol
reduction. For example, educational resources on
sustainable development were distribured to over
10,000 pharmacies in England, with further
FESOUNCES On EL'}IL'I.E'II I'IL"ﬂh'I'i ﬂﬂd I'I'If_‘I'ITE.I I'H:E].th

services being developed.

Fnl!uwing on from the Pharmacy in England
White paper:

the Public Health Leadership Forum for
Pharmacy is leading a work programme to
accelerate pharmacy’s contriburtions to public
health, reducing health inequalities, and
promoting community leadership and

sustainable dwrlupmcnl;

the Department is working with pharmacy bodies
and employers on how pharmacy staff can be
supported to become health trainers; and

community pharmacies have been identified as
ideal locations for delivering the Government's
\fa_'u.:u]ar !'i."i-l.{ asscssment programme,

Pharmacy workforce and professional
regulation

Amendments to the Medicines Act 1968
have been made, which will come into force from
Ocrober 2009. These remove the requirement that
each registered pharmacy must be under the
personal control of a pharmacist. Instead, each
pharmacy is to have a responsible pharmacist with
a statutory duty to secure the safe and effective



running of the pharmacy where this concerns the
sale and supply of medicines to the public. At the
same time, regulations will come into force, setting
out in more detail how the responsible pharmacist
is to carry out this duty.

926 These changes are the first stage in updaring
the legislative framework to make better use of the
skills of those working in pharmacies while
maintaining public safety. There will be further
public consultation on proposals relating to the
requirement on pharmacists to supervise the
preparation, dispensing and sale of medicines.

9.27  The draft Pharmacy Order 2009 will take
torward the recommendartions in the Government s
2007 White Paper, Trust, Assurance and Safety -
The Regulation of Health Professionals in the 21st
Century to establish a new regulator for pharmacists,
pharmacy technicians and pharmacy premises in
England, Scotland and Wales — the General
Pharmaceutical Council (GPhC). The Department’s
consultation on its proposals for setting up this new
body ended in March 2009. The GPhC is expected
to be funcrioning in 2010.

The Chief Pharmaceutical Officer for
England has established the Modernising Pharmacy
Careers Programme Board to provide professional

"'..,H

advice and scrutiny on workforce plans where these
concern pharmacists and other pharmacy staff

(eg pharmacy technicians) providing NHS services.
The Pharmacy Professional Advisory Board will
work closely with Medical Education England,
which will pmvidt pmfcssinml, high-im’d scrutiny
of, and advice on, the quality of workforce planning
at a national level for doctors, dentists, pharmacists
and healthcare scientists.

Communications

9.29  In line with the developments outlined
elsewhere in this chapter, the Department is

ul]{tﬂﬂﬂki“g 4 PROErImIme []FE[]HIMUIIi.C:,l'[iﬂIIF.

thar seeks ro:

» highlight the breadth of services and skills
available in pharmacies;
s illustrate the role that pharmacies can play in

promoting good health;

J.'E'I.i.‘i(." AWATCNESS ﬂl'll'j I'L]'][]\VIL'dEL' UF []"IL‘ r{}lu
pharmacy can play in managing long-term
conditions and reducing health inequalities; and

» increase the use of pharmacy services among

target audiences.

The Department commissioned an extensive
piece of qualitative consumer research, to be
published in 2009, which gives insight into the
profiles of pharmacy users and their use of
pharmacy services. Further qualitative research is
being commissioned by the Department on the
opinions of the pharmacy profession towards
delivering the services outlined in the Pharmacy in
England White Paper. This research is expecred to
be completed by summer 2009.

The National Clinical Directors for
Pharmacy have been charged with helping o
improve communications between pharmacy and
other health professionals, and NHS Employers has
been commissioned by the Department to convene
and lead a working group of pharmacy, medical and
public representatives to formulate a series of actions

to promote more effective professional relationships.

Making quality the organising
principle of the NHS

High Quality Care for All

9.32  In June 2008, leading cancer surgeon and
health minister Lord Darzi’s report, High Quality
Care for All, was published. This was the final report
of the NHS Next Stage Review, co-produced with
the NHS during a unique year-long process, which
involved more than 2,000 clinicians and 60,000
NHS staff, patients, stakeholders and members of

the puh“c.
107




51 8
b ah

9.3 The strong message from everyone who took
part in the review was that providing high-qualicy
NHS care has always been a guiding principle for
staff in the NHS. Lord Darzi recognised that,
building on investments in the NHS and reforms
to the NHS, the time is right to explicidy align
systems in order to support the delivery of high-
quality care and ensure that staff are able to deliver
high-quality care with the system instead of despite
the system.

7.3+ Lord Darzi defined the three domains of
quality in healthcare as: patient safety; effectiveness
of care; and patient experience. This means
protecting patient safery by eradicating avoidable
accidents and healthcare-acquired infections. It
means ensuring the effectiveness of care from the
clinical procedure the patient receives to their
quality of life after treatment. Finally, it means
improving the patient’s entire experience of the
NHS and ensuring that people are treated with
compassion, dignir_t,' and respect in a clean, safe
and well-managed environment.

Figure 9.2: Quality framework

Publish

quality
performance

Measure

quality

Recognise
and reward

quality

9.35  High Quality Care for All set out a qualicy
framework (refer to figure 9.2) o support local
clinical teams to improve the quality of care, by:

= bringing clarity to quality — making it easy to
access evidence abour best practice through a
single portal called NHS Evidence and by asking
The Narional Institute for Health and Clinical
Excellence (NICE) to develop and kite-mark
quality standards;

» supporting clinicians to measure quality in order
O SUppOrt improvement;

» requiring quality information to be published,
in quality accounts, making it available to the
public and making it as important to NHS chief
executives as it has always been for NHS staff;

» recognising and rewarding the delivery of
high-quality care, including through the
Commissioning for Quality and Innovation
(CQUIN) payment framework;

» recognising the role of clinicians as leaders and
giving them the freedom to drive improvements
in quality of care;

Clinical
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» safeguarding basic standards through a new
independent regulator, the Care Quality
Commission (CQC); and

» staying ahead by ensuring that innovation in
medical advances and service design is fostered
and promoted.

9.56  Improvements in quality will be primarily
delivered ar a local level, with support from the
centre only where necessary. The Department is
asking the NHS to help it shape the framework in

a way that works for them.

Quality metrics

9.37  In November 2008, the Measuring for
Quality Improvement process was launched in a
letter from NHS Chief Executive David Nicholson,
NHS Medical Director Sir Bruce Keogh and Chief
Nursing Officer Dame Christine Beasley. This letter
asked SHAs to shape the local and regional elements
of the quality framework by engaging actively with
commissioners, clinical teams and provider
organisations across each region to co-produce a set
of metrics that will enable each SHA to measure
improvement as its vision is implemented. SHAs

reported on progress at the end of January 2009 on:

» the local measures identified for use in quality
accounts;

» proposed regional measures;

» suggestions or recommendarions for national
indicators and benchmarking measures; and

* suggestions or recommendations for national
support to develop quality improvement skills
and capacity.

9.38
work by integrating national cross-cutting
initiatives, and by identifying and sharing
supporting materials and resources to ensure that
they are readily available to staff across the NHS,
including the development of a quality-assured
‘menu’ of existing measures from which local teams

Nationally, the Department will support this

can choose indicators that meet their needs.

National Quality Board

939 The Nartional Quality Board (NQB) was
established and met for the first time on 30 March
2008. lts membership includes representatives from
the system as well as six expert and six lay members.

The key functions of the NQB are:

» ensuring the overall alignment of the quality
system;
delivering on specific technical responsibilities,
including those set out in High Quality Care for
All These are:

— to oversee the work to improve t||.1':'l|i[}r'
indicators;

— advise the Secretary of State for Health on the
priorities for clinical standards set by NICE;
and

— make an annual report to the Secretary of State
on the state of quality in England; and
» assuming a wider |{::1dr:r5hi.]_‘r responsibiliry for
driving the quality agenda and acring as a
"Powerhuus:: for nr_'h':tr'lgt.".

Patient safety

9,40 Patient safety is a central element of quality
in health services, as identified by Lord Darzi’s
review High Quality Care for All. Increased
reporting of critical incidents and near misses will
lead to better identification of patient safety risks
and allow dissemination of lessons learned, leading
to reduced harm to patients. The Department
tasked the NPSA with the design and delivery of a
simpler and more accessible way of reporting
incidents. As part of this work, the NPSA will
combine reporting of serious untoward incidents to
SHAs and PCTs through Patient Safery Direct in
order to reduce duplication and link organisational
efforr.

941  The Central Alerting System, a more robust
web-based technology for distributing safety alerts,
drug alerts and other variants of emergency alert,
went live on 8 September 2008, replacing former

separate systems. This new, flexible system enables
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alerts and urgent patient safery specific guidance to
be accessed by clinical staff at any time.

High Quality Care for All identitied two
specific patient safety initiatives for early
implementation. Firstly, the NIP'SA will df:vdup lists
of ‘Never Events’, avoidable occurrences thar should
not fearure in modern healtheare, to inform
NHS rrusts, NHS foundation trusts and NHS
commissioners. The lists, specific to the acure
sector, primary care and mental health, will draw on
international experience and be validated using the
Narional Reporting and Learning System (NRLS),
serious untoward incidents and other relevant dara
sources. Secondly, the NPSA will promorte a
centrally led iniriative to replicate "Marching
Michigan’, a US-born project aiming at reducing
central line-associared bloodstream infections in

intensive care units in England.

International and European patient
safety activities

European Union Network for Patient Safety
(EUNetPas)

The UK is an associate member of the
EuNetPa$ initiative, which is looking at facilitating
member state exchange of information and
collaboration on reporting and learning systems,
education for patient safety, medication errors and
safety cultures. The UK plays a key role in the
development of guidelines for professionals and

the dcﬁ.ign of a mpid alert mechanism.

WHO Surgical Safety Checklist

On 26 January 2009, the NPSA
disseminated through the Central Alerting System
an alert which requires healthcare organisations in
England and Wales to implement the World Health
Organization (WHO) Surgical Safery Checklist
(adapted for England and Wales) for every patient
undergoing a surgical procedure. The alert is part of
the WHO second Global Patient Safety Challenge,
“Safe Surgery Saves Lives'. The goal is to strengthen
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the commitment of clinical staff to address safety
issues in the surgical setting.

World Alliance for Patient Safety

The Director-General of the World Healch
Organization launched the World Alliance for
Patient Safery in October 2004. Sir Liam
Donaldson, the Chief Medical Officer for England,
is the Chair of the World Alliance for Partient
Safery. As part of the WHO's work on the
International Classification for Patient Safety, the
NPSA works closely with the organisation so that
the UK is considered in any developments that
could assist in the integration of the classification
into the NRLS. The NPSA will implement the
WHO's High 5s initiative by recruiting acure
hospitals in England and Wales from early 2009,
and ensure that there is support for them over the
five years of the initiative.

MNational Clinical Audit

The Department has acted on the Chief
Medical Officer’s 2006 report Good Doctors, Safer
Patients in its call for the reinvigoration of clinical
audit. Clinical audit offers a rich source of
information to support service improvement, other
activities such as the revalidation of clinicians, and
better choices for patients. As of 1 April 2008, a
consortium comprised of the Academy of Medical
Royal Colleges, the Royal College of Nursing and
the Long-term Conditions Alliance has hosted the
expanded programme, known as the Healthcare
Quality Improvement Partnership. An additional
£3.2 million a year was allocated to the National
Clinical Audit and Patient Outcomes Programme
(NCAPOP) so thar its role as a commissioner of
clinical audits can be expanded to include wider
support activities and increase the use of this
valuable service improvement tool.

The National Clinical Audit Advisory Group
has been created ro drive the reinvigorarion
programme and to provide a national focus for
discussion and advice on martters relating to clinical
audit. The group provides advice and guidance to



the expanded NCAPOP. It advises on the overall
programme of work, in particular considering
proposals for new audits and for discontinuing
existing audits.

Healthcare Commission

948
the Department worked to support the Commission

As sponsor of the Healthcare Commission,

in continuing its statutory functions at the same
time as it worked towards its replacement by the
Care Quality Commission.

9.49  The Healthcare Commission has made a
significant contribution to improvements across the
NHS in relation to tackling healthcare-associared
infections, such as those identified in the
investigation of Maidstone and Tunbridge Wells
NHS Trust.

9.50  The report of this investigation (fnvestigation
into outbreaks of Clostridium difficile ar Maidstone
and Tunbridge Wells NHS Trust, Healthcare
Commission), published in October 2007
highlighted considerable failings in care and led to
significant change. The Commission published its
One Year On report on 9 January 2009, reporting
on the progress made in the 12 months since the
investigation. The report is positive, highlighting
the trust’s change in attitude and commitment to
infection control and the implementation of the
recommendations from the original report.

Ensuring value for money from the
NHS drugs budget and by promoting
cost-effective clinical practice

The NHS drugs bill

In 2007-08, the NHS spent around
£11 billion on drugs and medicines. This
represents 12 per cent of the rotal NHS expenditure
for that year.

Primary care — family health services

The primary care drugs bill gross
expenditure is the amount paid to contractors
(pharmacists and appliance contractors, dispensing
docrors and non-dispensing docrors in respect of
personally administered items) for prescribed
medicines and certain listed appliances. Ner drugs
bill expenditure is the rotal gross expendirure
minus Pharmaceutical Price Regulation Scheme

(PPRS) receipts.

The 2007-08 primary care gross drugs bill
outturn for England was £7,663 million (refer to
figure A.21 in annex A); this represents an increase
of 0.9 per cent over 2006-07. Price reducrions from
the Category M scheme have helped to keep the
drugs bill growth modest.

Figure 9.3 shows the top ten Brirish
National Formulary (BNF) sections with the highuhl
expenditure in 2007-08, which represent around

Figure 9.3: Top ten British National Formulary (BENF)

2007-08

Actual cost Cost = % growth  ltems - % growth Section cost as a %
BNF section name (£ millian) Items (million) from 2006-07 from 2006-07 of total expenditure
Dirugs used in diaberes S41.1 38 3.5% 6.7 % 7.3%
Lipid-regulating drugs 528.4 484 = 1% 1'1.0%: 7.1%
Comticosteroids (respiratony]) 487.3 15.2 10.5%% 3.2% (%
Hypertension and hear failure 450.0 4.6 -3.7% 10.7% 6.1%
Analgesics 402.1 51.8 4.0 5.3 5.4%
Anmicpileprics 250.8 10.8 14.8% BA% 3.4%
Bronchodilamoss 248.2 e 1.5% 0.3% 3.3%
Anndepresant drugs 2419 34.0 =5.7% 2.4% 3.3%
[rugs used in psychoses and relaced 2389 7.5 9.9% 5% 3.2%
dizorders
Mitrates, calcium-channel blockers and 2318 376 -14.0% 6. 309 31%
other annanginal doags

Caprright © 2009 Re-used with the permisian of The Health and Soctal Care Information Cenre, Al rights reserved.
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50) per cent of the toral r.:xpcndirun: on medicines

in primary care.

Drugs used in diabetes consumed the highest
amount of expenditure in 2007-08 - around
£541 million — which is an increase of 3.5 per cent
compared with the previous year. This is largely due
to the increased use of insulins, including shifts to
the higher-cost human analogue insulins.

The second highest group was lipid-
regulating drugs such as statins (£528 million).
Expenditure on this group of medicines reduced by
7.2 per cent from 2006-07.

In terms of the number of items prescribed,
hypertension and heart failure drugs grew by
the highest number, by 5.3 million items ro
54.6 million irems (a 10.7 per cent increase), while
lipid-regulating drugs recorded the second highest
item growth with an increase of 4.8 million items

(representing an 11.0 per cent increase).

The growth in the primary care drugs bill is
affected by a combinartion of factors including cost
and volume changes. Using hypertension and heart
failure drugs as an example, while the average cost
per item has fallen, the volume of items dispensed
has seen a substantial increase in recent years,
resulting in this group having the fourth highest

expenditure.

Secondary care — hospital and community
health services

The secondary care drugs bill is made up
of expenditure on drugs and medical gases used in
hospitals and drugs prescribed in hospitals but
dispensed in the communiry.

Figure A.22, in annex A shows the trend of
the secondary care drugs bill. Expenditure for 2007-
08 was £3,274 million — an increase of 10.3 per

cent from the previous year.
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Many of the drugs and treatments
recommendations by NICE are for specialist
treatments in hospitals, for example cancer
treatments, and this has an impact on drugs
expenditure in secondary care.

Branded medicines

A new PPRS has been agreed with the
pharmaceurical industry so that UK patients will
continue to benefit from cost-effective innovative
drugs. The new scheme took effect from
1 January 2009.

Following the Secretary of State for Health’s
decision in summer 2007 to renegoriate the PPRS,
a new 2009 PPRS was agreed with the industry and
companies were invited to join this scheme in
Diecember 2008, The new PPRS seeks to achieve a
balance between reasonable prices for the NHS and
a fair return for the industry in order to enable it to
research, develop and market new and improved
medicines.

The PPRS controls the prices of branded
medicines by regulating the profits that
pharmaceutical companies can make on these sales.
The new PPRS includes a price cur of 3.9 per cent
in the first year of the new agreement, with a
further price cut of 1.9 per cent and, subject 1o
discussions with affected parties, the introduction of
generic substitution — allowing pharmacists to
substitute a branded product with a generic one
when dispensing prescriptions — in January 2010,
9.65 The new PPRS also recognises the
importance of the pharmaceurtical industry to
healthcare and the development of medical
advances, and it was recognised that it is in
everyone's interest to encourage research and reward
innovation. That is why a package promoting the
uptake of cost-effective innovarive treatments forms
a key part of the PPRS for the first time.

Q.60

The new PPRS includes two specific
measures to increase patients’ access to medicines



and ensure that value is berter reflected in pricing as
identified by the Office of Fair Trading in its 2007
report on the PPRS:

» New and more flexible pricing arrangements will
enable pharmaceurtical companies to supply drugs
to the NHS at lower initial prices, with the option
of higher prices if value is proven at a later dare.

# The more systematic use of patient access schemes
will allow companies to offer discounts or rebates,
which reduce the effective cost of a drug to the

MNHS.

Generic medicines

9.67  The long-term arrangements for generic
medicines reimbursement continue, in line with
the arrangements agreed as part of the communiry
pharmacy contractual framework. Category M
generic medicine prices continue to be adjusted in
line with market prices and to take account of the

findings of the medicines margins survey.

Improving access to medicines
9.68 One of the core aims of the NHS Mext Stage
Review was to support the uptake of cost-effective
innovative technologies, including medicines and
medical devices. The Department has worked
closely with the NHS, the pharmaceutical and
medical technology industries and NICE ro
introduce a number of measures to increase patients’

ACCESs 1O INNOVAtIve new treatiments.

The PPRS innovation package
9.69  The new PPRS agreement includes, for the
first time, an innovation package to help increase
the uptake of cost-effective, innovative drugs and
treatments and encourage the pharmaceurical
industry to develop innovarive new medicines.

This package includes:

» setting up a single horizon scanning process for
new drugs in development, with more systematic
industry involvement, to support better forward
planning; and

developing new metrics for the uptake of clinically
cost-effective medicines and publishing
comparative internarional dara.

The Mational Institute for Health and
Clinical Excellence

NICE continues to help many thousands of
NHS patients to benefit from innovative treatments
while ensuring that the NHS gets value from the
money it spends. In recognition of this, Hrgh
Quality Care for All set out an extended role for

a commitment to publish consistently timely
NICE guidance on significant new drugs. In
November 2008, the Secretary of State for Health
announced that, in 2009, draft or final guidance
will be available within six months of licensing for
abour half the drugs that are being appraised
through the fast-track single technology appraisal
process. In 2010, the average time taken by NICE
to produce draft or final guidance on new cancer
drugs is expected to fall below six months after
licensing;

» new roles for NICE in setting quality standards
and priority setting and in developing and
reviewing Quality and Outcomes Framework
(QOF) indicators;

» a fellowship programme to improve local NH5
engagement with NICE; and

s a new WHS Evidence service hosted by NICE,
which will provide the NHS with a single source
of authorirtative evidence-based clinical and
non-clinical best practice.

‘| In March 2009, the Department and NICE
announced four further measures designed to speed
up access to modern, clinically cost-effective
treacments in the NHS:

s A consultation on a new and faster system for
referring drugs to NICE for appraisal — proposals
will enable NICE to issue more timely guidance,
in turn giving patients faster access to drugs
and treatments.
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» An additional new appraisal committee —
to ensure that NICE has the capacity it needs
to appraise new drugs and treatments as promptly
as possible.
Increased investment in horizon scanning -
to ensure that new drugs are identified early on

for appraisal.

A guidance document for the NHS — detailing
good practice on how decisions on new drugs
should be made by PCTs where there is no
existing NICE guidance. This will be supported
by a programme of training and support to assist
the NHS ro implement the guidance.

In addition, on 2 January 2009, NICE
announced changes to the way in which it appraises
treatments thar may be life-extending for patients
with shorr life expecrancy, and which are licensed
for indications affecting small numbers of patients

with incurable illnesses.

The NHS Constitution sets out the right
of patients to treatments which NICE has
recommended in its technology appraisals, along
with a right to expect local decisions on funding of
other drugs and treatments to be made rationally
tollowing a proper consideration of the evidence.

Non-medical prescribing

There are now over 13,000 qualified nurse
independent prescribers and over 600 pharmacist
independent prescribers in England. In addition,
there are many thousands of community
practitioner nurse prescribers, and the number of
allied health profession supplementary prescribers
(physiotherapists, chiropodists/podiatrists,
radiographers and optometrists) is growing steadily.

Prescribing by nurses, pharmacists and allied
health professionals continues to help improve NHS
services and choice for patients, as well as making
maximum use of the skills of NHS staff. Many
nurse and pharmacist independent prescribers now
manage their own caseloads in dedicared clinics.
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They may help patients to manage their long-term
conditions, or treat them in GP practices or in
walk-in centres. However, patient safety remains
paramount and robust professional and clinical
gﬂw:rnanc:: EITET]EE‘ITI.EHTH are iﬂ Plafl'_" [0 Ensure tha[
non-medical prescribers act within their

comptence.

Implementing the Pathology Review

Pathology services underpin clinical care:
most decisions on diagnosis or treatment involve
pathology investigations and, frequently, expert
interpretation of the results. Services need to meet
the challenges of rising demand, workforce pressures
and technological developments, while maintaining
their current high quality; and also o achieve
greater cost effectiveness and improve their
responsiveness to both patients and clinical
SErVICE USers,

977 The Report of the Second Phase of the Review
of NHS Pathology Services in England, chaired by
Lord Carter of Coles, was published by the
Department in December 2008 alongside the
Department's response. The report focused on three
main themes:

» improving quality and patient safety;
» improving efficiency; and

« identifying the mechanisms for delivering change.

978 The review estimated that significant savings
could be realised by the NHS through consolidating
pathology services, and made some specific

recommendations for change.

9.79  The Department welcomed the broad thrust
of the review's approach and its vision for an NHS
pathology service which is clinically excellent,
responsive to users, cost cffective and fully
integrated with the Government's strategy on NHS
reform. The Department will work with three SHAs
— East of England, South East Coast, and Yorkshire
and the Humber — to understand in more detail

the implications of service consolidation. This will



feed in to the impact assessment hcing df:\"l.'lﬂpt:d by
the Department, which will be published in 2009
for consultation.

Adding years to life and life to
years through leading programmes
to reduce premature mortality

and morbidity

Prevention and screening

9.80  Narional programmes to prevent ill-health
and to detect and trear illness before it progresses,
based on good evidence of clinical and cost
effectiveness, have significant potential to reduce
unnecessary suffering and avoid premarure
mortality. The Department has led both the
introduction of substantial new prevention and
screening programmes and the extension of

existing ones.

NHS Health Check Programme

9.81  The introduction of systematic checks for all
aged 40 to 74 years in order to assess and reduce
individual risk of diabetes, heart disease, stroke and
kidney disease is a significant opportunity to reduce
mortality and morbidity and close health
incqualities. Pusting Prevention First was published
on 1 April 2008, setting ourt the basis of this new
initiative and the evidence supporting its
introduction. The Department has been working
with its key stakeholders, including the NHS, its
front-line workers and the private and voluntary
sectors, to support implementation and roll-our of
the NHS Health Check Programme, beginning in
2009-10. Following publication of a final impact
assessment, Next Steps guidance for PCTs was
released on 13 November 2008 to inform and
support PCTs in their implementation. This
guidance was developed in consultation with PCT
commissioners, those carrying out the checks, and
the learning network, which has been set up o
share learning across the NHS on vascular risk
assessment and management. Other practical tools
developed to support commissioning of the

necessary services include a Primary Care Service

Framework.

Antenatal screening for sickle cell
and thalassaemia

Antenatal screening for sickle cell and
[|:'I.E'I.]'11551']QI'E'I.il'I. ]]1'15 oW EUI'I'IPIT.‘['L"'.I ﬂ:ll]'ﬂlll: (L8] {]'ﬁl.'f
tests to all pregnant women in England. This
complements the successtul roll-out of newborn
screening for sickle cell, which is the first such joint

initiacive worldwide.

MNewborn screening identified some 350
babies with sickle cell in England in 2008 who will
benefit from early diagnosis. Antenaral screening for
sickle cell and thalassaemia is important, especially
in high-prevalence areas, covering almost half of

England, where:
some 1 in 25 women are carriers of haemoglobin
disorders;
these women have a 1 in 20 chance thar their

partner will also be a carrier; and

» this means thar a carrier woman in a
]1igh-prcv:1§cncc area has a 1 in 80 chance of
having a baby with sickle cell or thalassaemia in

cach pregnancy.

Newborn MCADD screening programmes

The roll-out of newborn screening for
medium chain acyl dehydrogenase deficiency
(MCADD), completed in January 2008, is expected
to prevent avoidable deaths and minimise childhood
morbidity among the 70 children with MCADD
born each year in England. It is estimated that
screening will reduce infant morrality by preventing
two to three deaths due to MCADD in infants less
than 12 months old in England each year.

Abdominal aortic aneurysm screening

Since the ministerial announcement in
January 2008, the Department has led the initiartion
of a screening programme for abdominal aortic
aneurysm (AAA), including establishing a new
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programme team and funding six early

implementation sites.

The introduction of a screening programme
for AAA for men aged 65 will save approximartely
700 lives within the first ten years of screening
eventually rising to 1,600 a year. The nartional
programme team has been working with
stakeholders to plan implementation, including
putting in place quality assurance and monirtoring,

setting national standards and training staff.

Six early-implementarion sites have been
identified and will commence screening during early
2009. The sites are: West Sussex, Leicester,
Gloucester, South Manchester, South Devon and
Exeter and South West London.

Bowel screening

Bowel screening continues to be extended o
men and women aged 60 to 69. Men and women
over 70 can self-refer every two years. Roll-out of
the NHS Bowel Cancer Screening Programme
began in April 2006, with full roll-out across the
country expected by December 2009, As at
November 2008, 40 screening centres were
upururimml. When fu“}r implf:rncntf:d, around 2
million men and women will be screened. So far,
nearly 2,000 cancers have been detected and over
7,000 people have had polyps removed as a result
of screening,

The phased expansion of the Bowel Cancer
Screening Programme to people aged 70 to 75 is
under way and has started in six sites. Learning
from the sites will be shared across the programme
to ensure thar screening is available to this age
group from 2010. By the end of 2010, the
Department will assess whether or not to extend
the programme to people in their 50s.

Breast screening

90 Currently, women aged berween 50 and 69
are invired routinely and women over the age of 70
can request free three-yearly screening. Work on the

116

age extension of routine breast screening to women
aged 47 to 73 is in progress, with the full roll-out
planned by end of 2012, The work is being
managed by the NH5 Cancer Screening
Programmes in partnership with local health
services, and pilots in six sites commenced in
January 2009. The pilots will meer strict quality

and perihrmam:-:: criteria and inform the service

I'I'Il.'.!d!'.'] Fnr FI.IE] ICI]I-UIJ'E.

Work is ongoing to ensure that the NHS
Breast Screening Service converts to direct digiral
mammaography in order to improve breast
screening. This equipment is now available in a
number of sites, and a national framework
agn:::mr:nt ].'.I.E.S IJL'L'EI. ﬂﬂ:gﬂtiﬂtﬂd Lo l'_"ﬂﬂhlf_‘ l:"-'.IS]I.CI
acquisition of the equipment by the
remaining services.

Cervical screening

Women aged 25 to 49 are invited for free
cervical screening every three years, and women
aged 50 to 64 are invited every five years. Women
over the age of 65 are invited if their previous three
tests were unclear or if they have never been
screened. Liquid-based cyrology (LBC) was
recommended by NICE in 2003 as the preferred
technology for cervical screening. In October 2008,
roll-out of LBC across the country was completed
in line with national guidance. Prior to the
introduction of LBC, rates of inadequarte samples
were over 9 per cent, resulting in about 300,000
women a year being screened again. With the
rolling out of LBC, the rate of inadequate samples
has fallen each year and is now ar a record low of
just under 3 per cent, or fewer than 100,000
women. Recent work has shown that in 2007-08,
200,000 women did not have to go through the
anxiety of having a repeat test because their original
Sﬂ.ITlPIL' cnuld not bﬂ: IEE.I'.:I.

993 Cervical screening coverage has been falling
steadily in women aged 25 to 35 for some years.
In order ro tackle this, NHS Cancer Screening
Programmes have commissioned the Improvement



Foundation to undertake work ar a local level
rargeting this group. The lessons learned from
this work, due later in 2009, will be shared with
SHAs and local screening programmes to develop
best practice.

9.94  The Department is now in the
implementation phase of human papillomavirus
(HPV) triage for women with borderline or low-
grade abnormalities, using HPV testing. Work has
begun in six screening services to rarget services
more appropriately, reducing the need for
significant numbers of repear rests.

Cancer services

The NHS Cancer Plan — A plan for
investment, a plan for reform (DH, September 2000)
was the first comprehensive strategy to tackle

£} 5

cancer. It set out a programme of investment and
reform to improve cancer services.

9.96  On 3 December 2007 the Department
launched the Cancer Reform Strategy (CRS), which
builds on progress made since the NHS Cancer Plan
and sets out plans to further improve and develop
cancer services across England over the next five
years. It includes measures to improve cancer

prevention, speed up the diagnosis and treatment of

cancer, reduce inequalities, improve the experience

of people living with and beyond cancer, ensure care

is delivered in the most appropriate settings, and
ensure that patients can access effective new
trearments quickly.

997  Good progress is being made on delivery of
the objectives of the CRS, as highlighted in the
annual reporc Cancer Reform Strategy: Maintaining
Momentum, Building for the Future — First Annual
Report, published on 1 December 2008.

998 Priorities for the year ahead include:

» ensuring that primary care is fully engaged;

» tackling the issues raised by the National
Confidential Enquiry into Patient Outcome and

Death (NCEPOD) report on systemic anti-cancer
[}]'L'TEP}’:

» ensuring that radiotherapy capacity is being
developed in line with the requirements of the
2010 waiting time standards;

using implementation of the fmproving Ourcomes
guidance and peer review as levers to improve
qualiry; and

» putting patient experience at the heart of our
measurement of quality services, particularly
by moving forward on the patient experience

SURVEY Programmimic.

The report highlights a number of key
achievements which are summarised below. Further
information on these and future prioriries is

available on the Department’s website.

Awareness and early diagnosis

The Nartional Awareness and Early Diagnosis
Initiative (NAEDI), announced in the CRS, was
formally launched in November 2008. NAEDI is
co-chaired by the Department’s National Cancer
Director, Professor Mike Richards, and the, Chief
Executive of Cancer Research UK, Harpal Kumar,
and will co-ordinate a programme of activity to
InCrease cancer symprom awareness, encourage
people to seek help early, and work with primary
care to diagnose early. The initiative is bringing
together representatives of the NHS, local
authorities, the Department, the National Cancer
Research Institute, professional bodies, cancer
charities and patient representatives. There are
eight work streams:
» review of the evidence base on links between early

diagnosis and survival;

« measuring awareness of cancer symptoms and
introducing regular assessment surveys;

» interventions to promote early presentation,
focusing on evaluation and dissemination;

« interventions in primary care and understanding
the nature of primary care delay;
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international benchmarking against countries with
better outcomes for selected cancers;

prospective research to identify and fill gaps in
ti'IL“ iﬁll{}'l-'\’ll'..'dEf hﬂﬁi’;

key messages which use language consistently

and effectively; and

measures to further primary care access

to diagnostics,

The Healthy Communities Collaborative
work on cancer awareness in ten pilot areas has been
running for the past year, and work has now started
with a further ten areas (wave 2). All the teams are
based in spearhead PCTs and have been delivering
targered interventions in order to improve awareness
(}*‘ I.'I'IL" !'ii.gl'lﬁ illld EFJ'I]PEGH]H- I'JF hfﬂ.’ﬂ.ﬁ-t, I.'.IUWL'I ﬂl'l.d
ILl]'.Ig CANCET EI.J']']'U]]E t]']ll.' P'L'I.IJHL', -i.ll'l'l'.{ o {'ncuur;lgt

those with symproms to visit their G

The Department has commissioned the

Office for National Statistics to carry out a national
t?ﬂﬂ.’liﬂﬂl’ CANOCT AWANCIIess SLU."'-'L'}’, llﬁing l]'.IL' ?ﬂ]idﬂtl’d
cancer awareness measurement tool developed by a
research ream funded by Cancer Research UK. The
carly results from the survey were set out in the first
annual report of the CRS, and full results from the
survey will be published in 2009,

Survivorship initiative

A specific commitment was made in the
CRS to work closely with Macmillan Cancer
Support in developing a survivorship initiative, in
UTEJI.‘I.' O ensure Thﬂt cancer SUI."-'i‘i"{]l'E TL'(.'(.‘i‘i"ﬂ.' tl'l.ﬂ:

integrated, quality services they need.

The initiative is co-chaired by Professor
Mike Richards and Ciarin Devane, the Chief
Executive of Macmillan Cancer Support, and was
formally launched at a conference in September
2008. Seven work streams have been established
i.U'.Id h'ﬂ."r'l: ﬂl.IL'ad:f 5tﬂl'|.'{.'d wnrk O

» assessment, care planning and immediate post-
treatment approaches to care;
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» managing active, progressive and recurrent disease;
» late effects of treatment;

children and young pmpk who have survived

CANCCTS,
W’ﬂl’i{ Hl'td Fll.'lHI]CL'; i-il'ld.

» self-care and self-management; and research.

The plan is for the work streams to have
reached initial conclusions in time for a vision and
implementation plan to be published in the autumn
of 2009.

Cancer waits

Excellent progress has been made on

n:ducing cancer wairing times:

99 per cent of patients are seen within two weeks

of urgent G referral to outpatient appointment;

» 99 per cent of patients with cancer receive their
first treatment within one month of diagnosis

i‘br t]l’L‘ESl CANCCTS El.l'.l.li]

» 97 per cent of patients are treated within 62 da:..rs

from urgent GP referral, for all cancers.

The Department is going further on cancer
waits by extending the existing cancer waiting times
standards to more patients. This will include
cxtcnding tl'll: 3]":'3.}" Etal'll:l.ﬂ.l'd [0 COVEr HI.] cancer
treatments, not just the first, and enabling hospirtal
specialists to place patients, where appropriate, on
the 62-day treatment pathway. All patients whose
cancer is detecred through national screening
programmes will also enter the 62-day pathway.

9,108 Implementation of the extension to the
31-day treatment standard commenced from the
end of December 2008 and currently applies to all
surgery and drug treatment. Implementation of the
62-day trearment standard began from the same
period and applies to all patients referred from the
NHS Cancer Screening Programmes (breast,
cervical and bowel), and patients deemed urgent
by their consultants or their GPs.



Cancer treatment

9.109 The Narional Cancer Director undertook an
evaluation of NICE-approved cancer drug usage in
2003 and in 2006. This evaluation was repeated in
2008 and the findings were published in the first
annual report of the CRS. Based on drug usage in
2007-08, the analysis again shows an increase in
overall usage (a median 72 per cent increase for

13 of the 14 NICE-approved drugs in the analysis)
and a further reduction in geographic variations

in the usage of these drugs.

9.110 On 20 January 2009, the Department
announced that everyone undergoing treatment for
cancer, the effects of cancer or the effects of cancer
treatment is entitled to apply for an exemption
certificate for free prescriptions valid from

1 April 2009,

Cancer equality

9.111 The Department has a cancer-specific Public
Service Agreement target to substantially reduce
mortality rates from cancer by 2010, by ar least

20 per cent in people under 75, with a reduction in
the inequalities gap of at least 6 per cent berween
the fifth of the areas with the worst health and
deprivation indicators and the population as a
whole. The Department is on course to meet this
target. Recent figures show that cancer mortality in
people under 75 fell by over 18 per cent between
1996 and 2006, and the inequalities gap was
reduced by 13.2 per cent. Data from Health Profile
of England 2008 (DH), published on 27 January
2009, reveals that over the last 30 years premature
mortality rates from cancer for males have fallen
substantially faster than the EU-15 average, and are
now among the lowest in the EU-15; for females,
rates which were once substantially higher than the
EU-15 average are now rather closer to the EU-15
average.

9,112 The National Cancer Equality Initiative
(NCEI) has been set up to take forward a series of
actions in order to continue to reduce these
inequalities in cancer care. The NCEI is co-chaired

by Professor Mike Richards and Joanne Rule, a
member of the CRS Advisory Board, and will
initially focus on oprimising data collection in order
to enhance understanding of the inequalities that
exist, promoting rescarch to fill gaps in the
evidence, and sprtading gm}r.l practice, sustaining

and embedding it in NHS organisations.

Mational Cancer Intelligence Network

9.113 The Naconal Cancer Intelligence Network
(NCIN) was officially launched on 18 June 2008,
to develop, build, maintain and quality assure a new
repository of national cancer data. It will bring
together millions of NHS cancer records to create
the largest patient-based cancer research resource

in the world by 2012, Information on cancer
prevalence was published for the first time in July
2008 by the NCIN and covers diagnosis from 1971
to 2004, with predictions to 2008, The first annual
report of the NCIN is scheduled for publication

in 2009,

Cancer Commissioning Toolkit

9.114 A Cancer Commissioning Toolkit has been
launched to provide a one-stop source of cancer
information which commissioners need in order to
commission effectively for their populations.

The development of the toolkit has been led by the
MNartional Cancer Action Team (NCAT), with the
NCIN and the National Cancer Services Analysis
Team. NCAT and the NCIN will support PCTs,
cancer networks and other stakeholders to use the
toolkit and continue to work with them on further
refinements and developments.

Vascular disease

9.115 Four related groups of conditions — diabetes,
heart discase, stroke and kidney disease — are the
largest single cause of premature mortality and
disability, and account for the largest part of the gap
in health between deprived and better-oft people
and between ethnic groups.
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Diabetes

The Department is ensuring support and
leadership for improvement of diabetes services and
implementation of the Diabetes National Service
Framework. A new National Clinical Direcror for
Diabetes has been appointed, Dr Rowan Hillson.
Dr Hillson will be filling this post on a part-time
basis to enable her to keep her up to date on clinical
practice. The Narional Diabetes Support Team has
been redeveloped to ensure that there is front-line
support for diabetes services and the development of
diabetes multi-disciplinary nerworks. It is now part
of a larger team also providing support to kidney
services, known as NHS Diabetes and Kidney Care.

The QOF has been successful in continuing
to help the NHS rto identify people with diaberes
carly, which is vital to prevenr or delay the
complications of the condition. Over 320,000 extra
people with diaberes have been recorded on pracrice

registers since the QOF was introduced.

The Department is continuing to drive
forward the national screening programme to derect
sight-threatening diabetic retinopathy, the leading
cause of blindness in working-age people in the UK.
By September 2008, over 93 per cent of people with
diaberes had been offered retinopathy screening in
the previous 12 months.

Heart disease

New guidance on treatment of heart attack
in England was published — Treatment of Heart
Attack National Guidance: Final Report of the
National Infarct Angioplasty Project (DH, Ocrober
2008). It is based on a feasibility study from which
it was concluded that roll-out of primary
angioplasty across England would be feasible, that a
24(7 service was likely to lead to best outcomes, and
that acceprable times to treatment were 120 minutes
from a patient’s call for help and 90 minutes from
arrival at hospital. An impact assessment suggested
thar roll-out would be feasible in three years for
97 per cent of the population,
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9.120 In December 2008, a Department funded
national darabase for cardiac pathologists was
launched. The darabase will provide epidemiological
data on the frequency of sudden cardiac death as
well as important demographic information. The
database will also provide information on
geographic variation in the uptake of specialist
cardiac pathology services. In the long term, it is
hoped that the darabase can be linked to other
clinical databases in order to facilitate assessment of
the families of young sudden death victims.

Stroke

1121 Seroke is a top priority for the NHS and an
indicator measure has been included in the NHS
Performance Framework's Viral Signs. Since the
launch of the Narional Stroke Strategy in December
2007, stroke nerworks have been established ro pull
together and coordinarte expertise; 27 networks
cover the whole of England.

In addition to extra funding that has gone to
MNHS primary care trusts, central funding is helping
to support implementation of the strategy through:

» local demonstration sites to help accelerate
improvements in acute and local authority

COMMUNICY services;

» continuing to support a programme of work that
develops all staff who are involved in providing
carc rﬂr Pl'..'UPIE W]'.I.l'.] ].'.IE"r"l'.‘ J.'lEd. d Stmk{', inc]uding
stroke physicians, nurses, allied health
professionals and care workers; and

» the Act F.ALS.T. (Face, Arm, Speech, Time to call
999) public and professional awareness campaign.
9.123 The UK Forum for Stroke Training has
developed an educational framework, the primary
objective of which is ro create nationally recognised
standards for stroke training which will ensure that
educarion and learning programmes in stroke ar
pre-registration and postgraduate level can be
quality assured and transferable. The Department
intends to issue this framework for consultation
in 2009.



Kidney disease

9.124 In April 2008, a Kidney Care team was
established, an extension of the National Diabetes
and Kidney Support Team, to support front-line
staff in delivering care that meets the Renal
MNartional Service Framework.

9.125 The Information Standards Board has
approved the new kidney care dataset — the first
speciality to have a mandated dataser for the whole
patient pathway. The dataser will be collected from
May 2009.

9.126 Changes in the measurement of kidney
function, and the introduction of chronic kidney
disease (CKD) into the QOF (since April 20006),
means that the UK is now a world leader in the

identification of CKD,

New and additional clinical programmes

9.127 The Department’s approach to determining
whether or not to propose work on a national
clinical strategy has been guided by an examination
of epidemiological evidence, morrality and
comorbidity rates, spend against international
comparators, and best practice. In the past, where
the Department has identified conditions where
variability in performance has become a significant
issue for the NHS, it has proposed work on a
national service framework or national clinical
strategy in order to help the NHS close the gap.
These strategies have been developed with the
assistance of clinicians, professional groups, patients
and the voluntary sector. In future, the newly
established National Quality Board will take on
responsibility for advising ministers on clinical
priorities, including whether or not there is a need
for the Department (or any other body) o develop
a catalytic initiative or strategy. During 2008-09,
the Department undertook further work on the case
for a national clinical strategy for liver disease and
decided that senior specialist advice on trauma
services was needed. Decisions about next steps will
be taken in 2009-10, guided by the National
Quality Board.

Chronic obstructive pulmonary disease

The Department has worked closely with
patients, clinicians, professional groups and the
voluntary sector to develop proposals to improve
services for those with chronic obstructive
pulmonary disease (COPD), looking in detail ar the
entire patient journey from prevention through
to end-of-life care. Based on this work, the case for
publishing a national strategy for COPD will now
be considered by the National Quality Board.
Subject to recommendations made by that body,

a consultation on final proposals would be expecred

to start in summer 2009,

Allergy service improvement

.129 The Department commissioned Skills for
Health to publish the National Occupational
Standards for Allergy in 2008. These provide
e-learning for all clinicians involved in the care

:::Fallergy patients.

130 The North West SHA was selected in 2008
as national lead for allergy services, to champion
innovation and improvements in allergy services
across the NHS. It has also been asked to develop a
pilot allergy clinic, bringing together primary,
secondary and tertiary care for allergy services. The
success of the clinic will be evaluated to inform
models adopred by other SHA regions.

Organ Donation Taskforce

9.131 The Department has appointed Chris Rudge
as the first National Clinical Director for
Tmnﬁpln;nm:i:;m, to champion change within the
NHS. A Programme Delivery Board, chaired by
Professor Sir Bruce Keogh, has been established to
oversee the implementation of the Organ Donation
Taskforce recommendations. The board brings
together the Department and NHS Blood and
Transplant with key professional bodies and
representatives from all four UK countries.

9.132 Work on implementation of the Organ
Donation Taskforce report is progressing well, with
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several recommendations already fully implemented
such as reimbursing trusts for organ donor
management activity. In addition, at the end of
March, there were 73 clinical donor champions in
place in acute trusts across the UK and 63 new local
donor transplant coordinators will be in post.

The Department allocated over £11 million in
2008-09 to the implementation work.

End-of-Life Care Strategy

The Department published its End-of-Life
Care Strategy: Promoting high quality care for all
adules at the end of life, the first for the UK, on 16
July 2008. The strategy is the means by which the
Government will meer the manifesto commitment
to increase choice and investment in pﬂl]iatiw: care
and the commitments in the White Paper, Our
Health, Our Care, Our Say, to improve
co-ordination of services, extend the roll-out of
existing good practice tools and invest in
community-based specialist palliative care. It builds
on and supports the visions for end-of-life care
developed by SHAs as part of the NHS Next Stage
Review. The emerging findings from the strategy
informed the work of the SHAs, and they in turn
contributed ro the development of the national

5 rratug}*.

The strategy’s aim is to improve care for
people approaching the end of life whatever their
diagnosis and wherever they are, including enabling
more people to be cared for and die at home if they
wish. It covers all adults with advanced, progressive
illness and care given in all settings. The strategy
is backed by an additional £286 million of
government funding, to be invested over the two
years up to 2011. It has been well received by
both the NHS and the voluntary sector.

The NH5 Next Stage Review asked PCTs,
working with local authorities, to develop local
strategic plans for the eight pathways identified in
the review, including end-of-life care.
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9,136 The Department has begun taking forward
the strategy ar a national level. Work is in hand
on establishing two important national groups —

a national coalition, led by the National Council
for Palliative Care, to raise the profile, and public
awareness of end-of-life care issues; and a National
Implementation Advisory Board to help oversee
the implementation of the strategy, and contribure
to the annual progress report.

9137 At their request, the Department has worked
with SHA clinical leads to develop quality markers
for end-of-life care, against which PCTs and
providers can assess themselves and be assessed by
regulators. Consultation on the quality markers
concluded in February 2009,

Work has been initiated to support
workforce training and development in this area.
The Department has commissioned Skills for
Health and Skills for Care to develop competences
and core principles in end-of-life care to underpin
workforce training and commissioning. It has also
commissioned e-Learning for Healthcare to develop
an e-learning programme for health and social care
staff. This will be aimed at all staff and volunteer
groups working in health and social care sectors
across all settings, within and beyond the NHS,
who might be involved in looking after people near
the end of life. The Department also plans to start
a number of Advanced Communication Skills
training pilots from spring 2009.

9.139  The Department is funding the national
End-of-Life Care Programme. This will be the
national implementation team for the strategy and
will be the main means by which the good pracrice
and other improvements highlighted in the strategy
will be promulgared.

Commissioning of specialised services

9140 All spccialised commissioning groups (SCGs)
have adopted the unified commissioning approach
set out in Targer Therapies for the Treatment of
Pulmonary Arterial Hypertension in Adults INSCG,



2008). Adoprion of this national policy by all SCGs
will mean substantial increases in investment by
some of them to raise standards to those of the best,
providing parity of access and quality for pulmonary
hypertension patients across England.

9.141 Ministers have supported the Nartional
Commissioning Group’s recommendations to add
ten new services to the portfolio of nationally
commissioned specialised services at a total cost to
the NHS of around £53 million. These include deaf
child, and adolescent mental health services, and the
treatment of patients with Paroxysmal Nocturnal
Haemoglobinuria. This will manage the risk of
high-cost treatments, ensuring the high quality of
clinical care and equity of access for patients.

Professional Standards Programme - Tackling
Concerns Locally
9.142 Tackling Concerns Locally (TCL) is

a key part of the wider Professional Srandards
Programme, which is charged with raking forward
the White Paper Trust, Assurance and Safety which
sets out how the Department will reform and
modernise the system of professional regulation.
The TCL programme brought together key
stakeholders to advise on how best to put into place
proposals for improving local systems for dealing
with concerns about professional performance and
behaviours. The Department’s Clinical Governance
Team managed and supported the work of the
programme through a main working group and six

suh-g,m LLprs.

9.14% The work of the TCL programme was
largely completed during 2008 (the exceprion is
areas such as death certification where the work

of the sub-group continues in order 1o oversee
implementation), and resulted in the production of
the main TCL report along with reports from three
of the sub-groups. The reports contain over 100
individual recommendations to the Department
and were formally submitted in November 2008.
Primary legislation implementing a number of
elements of TCL (responsible officers, duty of

cooperarion) was included in the Health and Social
Care Act 2008.

Prescription charges and exemptions

On 23 September 2008, the Prime Minister
announced that, over time, people in England
suffering from cancer and other long-term
conditions would no longer have to pay

prescription ch arges.

Exemption from prescription charges for
people undergoing treatment for cancer, including
the effects of cancer or the effects of cancer
treatment, was introduced from 1 April 2009, Work
is under way to extend this to people with other

long-term conditions over the next few years.

Ministers asked Professor lan Gilmore,
President of the Royal College of Physicians, to
undertake a review to seek the views of the public,
clinicians and patient representative bodies on how
exemption for people with other long-term
conditions should be progressively phased in over
the next few years. Professor Gilmore is due to

report back to ministers in summer 2009,
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Role

To provide leadership for nurses, midwives and allied health professionals, and strategic policy direction on

healthcare-associated infections and children, families and maternity.

Key achievements in 2008-09 included:

Supported the NHS to deliver the target to halve MRSA bloodstream infections and to maintain

this reduction.

Suppnrrcd the NHS to reduce Clostridism .r:ﬂfﬁrfe’f infections in patients .'lgcd 65 and over.

Published Healthy Lives Brighter Futures, the joint DH/DCSF Child Health Scraregy.

Rolled out the Healthy Child Programme and Family Nurse Partnership pilots.

Launched Modernising Nursing Careers and Modernising Allied Health Professions Careers.

Summary

In this chapter you will find informartion on:

developments in children’s and marternity services;

pmﬁ.‘ssimml lcadcmhip; and

activity to tackle healtheare-associated infections.

Developments in children's and
maternity services

In February 2009, the Department and the
Department for Children, Schools and Families
(DCSF) jointly published the Child Health
Strategy, Healthy Lives, Brighter Furures. Building
on the National Service Framework for Children,
Young People and Maternity Services, Every Child
Matters, and the SHA clinical visions developed
through the NHS Next Stage Review, it set out a
long-term strategy to improve health outcomes for
all children and young people from pre-birth to 19.

Key aims are to achieve world class health

ourcomes and minimise health inequalities, offering

services of the highest quality and an excellent
experience for the young people and families who
use them. The strategy builds on work already in
train to improve the quality and consistency of
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services, support and opportunities thar families
and children can expect in their local areas.

Services already aim to promote healthy
lifestyles, intervene early where health problems

arise, and deliver support tailored to families’ needs:

» easily accessible support in pregnancy and the
early years of children’s life through Sure Start
Children’s Centres and GP pracrices;

» helping children to take increasing personal
responsibility for their health during their school
vears and helping young people to deal with the
].'.I.L'E.I[h Chﬂ.llﬂng{.‘i n-f EdﬂlﬁCCﬂCE;

» good access to urgent care; and

« specialist support for children with complex and
long-term conditions, so that every child can reach
their full potential.

10.5  The strategy draws together recent and new

commitments to improve services, including the
_upu::ciﬁc health commitments ser our below.



Healthy Child Programme and Family Nurse
Partnership pilots

10.6
support for children in their early years and to test

These are being rolled out to systemarise

new support for the most vulnerable young families.
10.7  In 2008, the Department published an
updated guide to the implementation of the Healthy
Child Programme covering pregnancy and the early
years. Work is now beginning on a parallel guide
covering school-age children. The programme offers
carly intervention and public health programmes, to
support every family in helping their children
towards optimum health and well-being, It is
intended to provide services railored to the individual
needs of children and families, acting as a best
practice guide for health and social services.

10.8  The programme aims to:

s deliver services railored to individual needs, risks
and choices with a focus on reducing inequalities;

» provide greater emphasis on promoting the health
and well-being of children early — in pregnancy and

the beginning of life;

» encourage partnership working between different
agencies on local service development (eg general
practice and children’s centres); and

» focus services on changing public health priorities —
obesity, breastfeeding, and social and emotional
development.

10.9
Programme offers a structured, intensive home

The Family Nurse Partnership (FNP)

visiting programme for vulnerable, first-time, young
parents from early pregnancy until the child is
2-years-old. Specially trained nurses build close and
supportive relationships with families, and guide
young first-time mothers so that they adopt healthier
lifestyles for themselves and their babies, provide
good care for their babies and plan their furure life
goals. The programme has been developed in the
United States for over 30 years, where research has
demonstrated consistent long- and short-rerm
benefits for children and their mothers.

110 The Department has been testing the FNP
Programme in England since April 2007, expanding
to 70 test sites by 2010-11. Evaluation from the
first year of testing is promising. From April 2009,
the Department will test the impacr of FNP
compared with usual services through a randomised

controlled trial.

Response to the independent Child and
Adolescent Mental Health Services Review
10.11 The independent Child and Adolescent
Menral Healch Services (CAMHS) Review,
commissioned by the Department and DCSF
ministers, reported in November 2008 and 20
recommendations for changes over the next three to
five years, in order to improve children and young

people’s mental health and psychological well-being,

10,12 The Government welcomed the review's
recommendations, and has demonstrated its
commitment to implementing change by the
immediate implementation of a number of these

recommendartions. In particular:

» a National Advisory Council has been set up, to
champion children’s psychological well-being and
mental health issues, advise Government on
implementing the recommendations that have
been set out in the report, and hold Government
to account on delivery; and

» a National Support Programme is in development,
building on the work already being delivered by
the National CAMHS Support Service and other
field forces to facilitate and support sustainable
cultural change at national, regional and local
levels, across all organisations and staff working
in this area.

Response to the Bercow Review of speech,
language and communication needs

10.15 A review of speech, language and
communication services was published in July 2008
(the Bercow Review). The Government's response,
Better Communication: An Action Plan to Improve
Services for Children and Young People with Speech,
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Language and Communication Needs (DH, DCSF,
2008) published in December 2008, commirs the
Department, along with DCSF, to develop a joint
commissioning framework for children’s and young
people’s speech, language and communication
services. The Department will lead a programme

to develop up to 20 local area pathfinders during
2009-10 to identify best practice and evidence of
effective interventions to inform the development

of this framework.

Development of improved services for
disabled children

The Child Health Strategy confirmed thar
£340 million has been included in PCT allocations
for the three years 2008-09 ro 2010-11, to support
children wich disabilities and their families. This
includes £30 million to improve palliative care
services. This is in addition to the £340 million
revenue over three years already announced by
DCSF to support implementation of Aiming High
Sfor Disabled Children by local authority children’s
services. This funding will enable local areas ro work
together in partnership to support children with
disabilities and their families and invest in palliative
care and end-of-life services, short breaks,
community equipment and wheelchair services.

Maternity services

Work continues to improve maternity
services within the framework set by Marernity
Matters (DH, April 2007), which focuses on
improving the quality of care and ensuring that
women have access to safe services that respond o
their needs. This is supported by £330 million for
maternity services within PCT allocartions for the
period 2008-09 to 2010-11. The Secretary of Stare
for Health announced a package of measures in
February 2008 to recruit an extra 1,000 midwives
by 2009, rising to around 4,000 by 2012,
dependent on the birth rate continuing to rise. The
2008 NHS Workforce Census data shows thac by
Seprember 2008 there were an additional 1,195
(headcount) midwives since the baseline in
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September 2006 (with the full-time equivalent
increase of 778 or 4.1 per cent since 2006), so the
first recruitment goal has been achieved. There are
now over 25,600 midwives and 5,200 obstetricians
and gynaecologists, almost 1,600 of whom are
consultants.

Action to strengthen NHS arrangements for
safeguarding children

The NHS Operating Framework for 2009-10
highlights thar all NHS organisations have statutory
responsibilities in relation to safeguarding and
promoting the welfare of children.

Following the tragic death of Baby P in
Haringey, the Chief Executive of the NHS wrote
on 1 December 2008 to ask all NHS organisations
to review their arrangements for child protection.

At the same rime, the Healthcare Commission was
asked ro undertake a swift analysis of whether or not
health organisation boards are applying national
child protection standards as vigorously as they

Eh{}llld hl:.

Action to strengthen NHS arrangements
for safeguarding children will be informed by
the outcomes of this analysis and by the
recommendations of the independent report by
Lord Laming of child protection arrangements.
As part of the Government’s initial response to Lord
Laming, the Secretary of State for Health confirmed
that a new Action on Health Visiting Programme,
would rake forward commitments from Healthy
Lives, Brighter Futures, and also respond to
challenges from Lord Laming to increase the
number, competence and confidence of health
visitors. In parallel, the Secretary of State has asked
Dr Sheila Shribman, the National Clinical Direcror
for Children, Young People and Maternity Services,
to work closely with NHS and professional leaders
in order to respond to the report’s recommendations
on other areas of training, development and support

for staff.



Support for local action to improve services
for children

10.19 Driving these changes for children and
families in every area will need stronger joint
leadership to plan, commission and monitor the
delivery of excellent services. The Child Health
Strategy sets out a clear expectation that Children's
Trust partners are to provide children and families
with accessible and comprehensive information
about the services, advice and support available
locally. New commitments to support local
provision include action ro:

» promote stronger joint leadership and local
accountability arrangements, with statutory
Children's Trust Boards to include GI* members
as well as PCTs;

» ensure that all organisations with responsibiliry for
child health and well-being are fulfilling their
statutory responsibilities for safeguarding children;

» develop the child health workforce, with a
particular early focus on health visitors;

» deliver a support programme for local authorities
and PCTs to commission child health services;

» strengthen the information available to help, plan,
monitor and improve services; and

s give a stronger voice for children and young
people in assessments of healthcare organisations,
and robust arrangements to promote and ensure
the quality of health services.

Professional leadership

10.20 The year 2008-09 has seen a number of

important workforce and service developments,
building on the themes of the NHS Next
Stage Review.

Modernising nursing careers

10.21  Modernising Nursing Careers: Setting the
Direction (DH, September 2006) was subject to
discussion and consultation across the profession
and debated in the context of Lord Darzi’s

intentions in A High Quality Workforce (DH, 2008).

The consuleation TESpONse report, Towards a
Framework ﬁ;.r Post Registration Nursing Careers,
was published by the Department in July 2008.

The next phase of modelling the five
proposed career pathways in order to establish their
utility in practice is now in the planning stage with
INHS and higher educarion colleagues and other
stakeholders.

Modernising allied health professionals
careers

This competence-based career framework
was launched in July 2008, as heralded in A High
Quality Workforce.

The framework provides service managers
and planners, clinicians and support staff, and
education planners and commissioners with the
tools to support a more flexible and responsive

workforce.

The first Modernising Allied Health
Professionals (AHPP) Careers Educarion Summit
held in December 2008 identified the following
priorities for further action:

» advanced practice;

» preceptorship;

» practice educartion;

s clinical academic careers;
» support workers; and

» an AHP Professional Advisory Board.

Degree-level registration for nurses

10.26 A debate about pre-registration nursing was
held during summer 2008, within discussions on
the role of the nurse in the context of Lord Darzi’s
NHS Next Stage Review. Nurses in Society: Starting
the Debate, was commissioned by the Department
of Health and published in October 2008 by the
National Nursing Research Unir at King's College,
London.
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In September 2008 the Nursing and
Midwifery Council confirmed in principle to
support a new framework for pre-registration
nursing education with the minimum award

hL'i]]_E_; registrarion with a degree.

Department teams are now working with
stakeholders to plan the implementation of

dﬂ:grw—]rw:-l registration.

Clinical Academic Research Training Pathways

This is a new endeavour, launched in the
autumn of 2008. Ir will enable nurses, midwives
and allied health professionals to opt for research
careers following a fully funded pathway of training,
from masters degrees in research methods to
doctoral degrees by research, culminating in post-
docroral clinical research opportunities which will
enable the professions to become principal
investigators and attract significant research grants.
The latest phase (clinical doctorate research
fellowships) was announced in January 2009. The
scheme is being run by the Co-ordinating Centre
for Research Capacity Development (part of the
National Insttute for Healch Research).

Selection of individual applicants will start
in late spring 2009 and their programmes of study
will start in Seprember 2009.

Quality of nursing care

Improving the quality of nursing care is
predicated on developing, understanding and using
metrics to measure the quality of care. To establish
a baseline for this, the Department commissioned
the Narional Nursing Research Unit ar King's
College London to undertake a review of the
evidence. This was published as State of the art
metrics for nursing: A rapid appraisal (Griffiths, P.
et al) in 2008, and informed the work of the NHS
Next Stage Review. Further work continues, as part
of the wider development of quality metrics.

10.32 The Essence of Care Programme, a national
benchmarking system covering 11 fundamental
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aspects of care such as nurtrition, record-keeping and
communication, has undergone an updating of the
original toolkit so that it keeps pace with evolving
evidence. A 12th benchmark has been added on the
subject of pain management. Essence of Care
continues to be widely used across the NHS and
incrcasingl}r, in social care serrings. ]‘:‘:uph‘: value

its approach of putting patients’ perspective ar the
centre of quality improvement, and of empowering
front-line staff to lead change.

NHS Next Stage Review — nursing and AHP
contributions

High Quality Care for AlL the final report of
the NHS Next Stage Review, highlighted the role of
health service staff. This was developed further in
Framing the Nursing and Midwifery Contribution:
Drriving up the Quality of Care (DH) in July 2008,
and in Framing the Contribution of Allied Health
Professionals — Delivering High-Quality Healtheare,
launched by the Department in Ocrober 2008. The
AHP framework detailed an improved AHP service
offer to the public and patients, focusing on services
in primary care and the community and building on
the work achieved by AHPs who work in the acute

SCCTOr. TJ.'.I.I'.. Gfﬁ.‘r I'Iﬂ.S thr'l'."l'.‘ H.*ipﬂ:cl'&:

« mandating the collection of referral to treatment
dara for AHP services and support for service
redesign to improve services for patients;

» improving accessibility to physiotherapy and other
AHP services through self-referral where clinically
appropriate; and

» improving the quality of services and empowering
patients through ensuring thar work to develop an
integrated set of quality metrics has a clear focus
on metrics related to services provided by clinical
teams, including AHPs; but highlighting the
benefits of personal health budgers and integrated
care organisations, and through the use of
information prescriptions for allied health
professionals and their services.



NHS Next Stage Review — primary and
community services

10.34 The NHS Next Stage Review Primary

and Community Care Strategy includes key
opportunities and challenges for nurses and AHPs.
These will be taken forward through the
Transforming Community Services Programme,
which is being co-produced with clinicians and
managed from across health and social care
commissioning and provider organisations. A suite
of system improvement products was launched by
the Department in January 2009, including
Transforming Community Services and World Class
Commissioning: Resource Pack for Commissioners of
Commtunity Services.

10.35 The programme is focusing on six clinical
IMpProvement areas:

» promoting health and well-being and reducing
inequaliries;

» children and families;

» services for long-term conditions;

» acure services closer to home;

Figure 10.1: Transforming community services

» services for rehabilitation and long-term
neurological conditions; and

» End-of-life care.

Transformational guides

10,56 These are being developed for each of the
six areas. They will identify six high-impact
eransformational changes in each area and six
rransformational aceributes, to inform future
development of AHP and nursing services. Other
components of the programme include:

» a literature review of evidence of effectiveness
in community services; and

« developing a productive community services
programme with the NHS Institute, including;:

— a community services diagnostic twol to identify
key opportunities for improvement;

— tools and modules ro support staff in
maximising their time for effective patient care;

~ testing ‘care bundles’ to support improvement
and maximise patient outcomes with an

Ensuring consistently exceilent

services for patients

Enabling staff to
lead transformation J

Improving
services

Developing
people

Empowering communities
to achieve best health

putcomes

Improving
SYSIEms
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initial focus on wound care, stroke care and
continence services; and

— leadership development empowering front-line
managers and strengthening relationships

between front-line and senior leaders.

Figure 10.1 summarises the programme’s

aims and delivery streams.

Commission on the Future of Nursing
and Midwifery

In March 2009, the Prime Minister
established a Commission to turther enhance the
role of nursing and midwifery in health and social
care. The Commission will specifically focus on

how to:

engage with the pmﬁ:s:ii:ms, patients and the
public in an interactive and robust dialogue which
will idcntiﬁ-‘ L'i].'.l“t.']lEl‘.‘j and opportunities for
nurses and midwives;

identify the competences, skills and support that
front-line nurses and midwives need to take a
central role in the design and delivery of 21st
century services for those who are sick and o
promote health and well-being. In particular, ro
identify any barriers that impede the pivotal role
that wards ﬁistcn;fchargi: nurses/community team
leaders provide; and

identify the pu'ﬁ:nriul and benefits for nurses and
midwives, particularly in primary and communirty
care, leading and managing their own services.

The Commission will report back to the

Prime Minister in March 2010.

Activity to tackle healthcare-
associated infections

Background

0.40 Healthcare-associated infections (HCAlIs) are
infections acquired in hospitals or due to healthcare
interventions. They are caused by a wide variety of
micro-organisms, often by bacteria that normally
live harmlessly in or on our bodies.
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10,41 For most people, the risk of acquiring an
infection is very low. However, for those who
acquire infections such as mericillin-resistant
Staphylococcus aurens (MRSA) and Clostridium
difficile (C. difficile), considerable pain and suffering
can be caused both to patients and their families.

In many cases, they are preventable.

142 HCAISs can also present a significant
additional cost to the NHS: evidence suggests that
patients with an MRSA bloodstream infection
spend on average an additional ten days in hospital
and those with C. difficile an extra 21 days.

Tackling HCAIs is a top priority for both
the Department and the NHS. The Department has
a strategy it knows will reduce infection, and has
equipped the NHS with the guidance to deliver it -
all backed by substantial investment and a legal
requirement to maintain proper infection control.

It was one of the five top priorities in the NVHS
Operating Framework ﬂ‘ir 2008-09,

10.44 Under the “ensure better care for all’ Public
Service Agreement the Department has a

COMMItMEnt to:

e reduce the number of € ﬂﬂfﬁrﬁfe infections h}r
30 per cent from the 2007-08 baseline by
2010-11; and

» maintain the number of MRSA bloodstream
infections below 50 per cent of the 2003-04
baseline.

What has been achieved so far

10,45 MRSA and C. difficile infections have been
significantly reduced. Latest Health Protection
Agency dara show the following:

« MRSA bloodstream infections are down 13 per
cent on the previous quarter (April to June 2008),
down 33 per cent on the same quarter in 2007,
and down by 62 per cent compared with the
quarterly average in 2003-04. (Dara covering
July-September 2008.)



The NHS has delivered the target to halve MRSA 10.4¢ Figures 10.2. and 10.3 show how MRSA

-hloods:rﬂm infections, and is on course to bloodstream infections and . difficile infections
‘maintain this reduction. have been reducing.

 C. difficile infections in patients aged 2 and over » Cleanliness across the NHS has been improved:
are down 33 per cent on the same quarter in — All hospitals had completed a deep clean by
2007. (Darta covering July — September 2008.) May 2008.

Figure 10.2: MRSA bloodstream infections — quarterly totals between April 2003 and
September 2008

Figure 10.3: C. difficile cases aged 2 or more - quarterly totals between April 2007 and

September 2008
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— Working with SHAs, the Department published
a compendium of good practice arising from

the national deep clean programme (From Deep
Clean to Keep Clean) in October 2008.

— 98.5 per cent of hospitals were rated acceprable,
good or excellent in the 2008 Patient
Environment Action Team Scores published in
July 2008 (compared with 2000, when a third
were rated ‘red’).

— The latest Healthcare Commission inpatient
survey shows the NHS achieving its highest ever
cleanliness rating — 93 per cent of adults said that

their ward was I‘hir]}f clean or very clean.
Oicher ininatives o address HCAls comprise:

— The Department's HCAI Improvement Team
provides support to ensure that rusts develop
and own their action p|:m and oversee their
implementation for HCAI improvement. The
teams take a long-term view of behavioural and
culrural change to embed best practice o reduce

Farcs,

— Acute trusts are required to comply with the
hygiene code ( The Health Ace 2006: Code of
Practice for the Prevention and Control of Health
Care Associated Infections). The Healthcare
Commission undertook infection control
specialist inspections of all acute trusts against
the hygiene code this year.

~ The nationwide campaign to raise awareness
abour appropriate use of antibiotics was
relaunched in November 2008.

— Comprehensive Spending Review (CSR) funding
includes £270 million a year by 2010-11 to
tackle HCALS.

— CSR funding allowed local organisations to
invest up to £45 million on specialist staff.
Also, there has been an increase in the number of
matrons o more than 5,000,

— Matrons and clinical directors report to trust
boards every quarter on infection control
and dleanliness,
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— The HCAI Technology Programme and
Design Bugs Our are designed to accelerate the
development and uptake of new ideas for the
prevention and control of HCAIs.

— The National Patient Safery Agency's
cleanyourhands campaign was expanded in
July to primary care, mental health, ambulance
and care trusts.

— The NHS has introduced MRSA screening
for all relevant routine hospital admissions.
Screening will be extended to cover emergency
patients on admission by March 2011 at the
latest. Screening will help to reduce the spread of
infections.

What we will be doing in the future

i7" The NHS needs to maintain progress to
achieve the targets for the period to 201011 = o
maintain the current MRSA target, and to deliver
a 30 per cent reduction in C. difficile infections
compared with 2007-08.

1045 The Department will be consulting to define
a national MRSA objective. This will ensure thar all
trusts play their part in reducing MRSA bloodstream

infections as much as pussiblu.

10,49 A new patient empowerment campaign
starting summer 2009 will aim to make people more
confident about going into hospitals, to broaden the
understanding of infections, and to carry forward
messages about shared responsibility between staff,
patients and visitors.

10.50 The Department is working with the
National Patient Safety Agency to produce a new
national standard to assess hospital cleanliness,
under the auspices of the British Standards Institute.

10.51 The new regulator (the Care Quality
Commission) will have tough powers to investigate
and intervene, with HCAI as a top priority. They
will continue to oversee the programme of annual
infection control specialist inspections of all

acure trusts.



11 Informatics

Role

To develop and deliver the Department’s overall information strategy and integrate leadership across the
NHS and associarted bodies, including NHS Connecting for Health and the Information Cenrre.

: Key achievements in 2008-09 included:

Growth in Choose and Book hospital appointments.

Increased use of the Electronic Prescription Service.
Expansion of the NHS National Network.

' Increased NHSmail traffic volumes.

Summary

11.1 In this chapter you will find information on:

» health informarics;
» digital information and health policy;

» supporting the NHS 1o implement the National
Programme for IT;

» supporting patient choice;
« supporting the NHS;

s the NHS Information Centre for health and social
care; and

o the National Information Governance Board for
Health and Social Care.
Introduction

The Chief Information Officer for Health
is responsible for:

| P

» health informatics for the NHS and social care
in England. This includes overall digital health
strategy and the development of national and local
information systems and 1T-enabled business
change processes through the effective application
of information technology (IT)

« NHS CfH, including supporting the delivery of
the National Programme for I'T and maintenance

of existing national business-critical NHS
information systems; and

being a sponsor within the Department for:

— the NHS Information Centre for health and
social care; and

— the National Information Governance Board,
a non-departmental public body providing
independent advice to the Secretary of State for
Health on information governance issues.

Health informatics

The need for high-quality information in
the NHS and social care in England has never been
greater. The NHS Next Stage Review highlighted
the challenges faced in meeting rising patient
expectations for greater choice and better control
over their care and the way it is delivered in an age
of expanding IT and growing connectivity. Patients
want to understand the choices they can make and
be confident that the healthcare professionals they
see have access in order to all necessary information
in order to provide care effectively and safely.

The Health Informatics Review repore (DH,
July 2008) was carried out at the same time as the
NHS Next Stage Review and was jointly
commissioned by the Permanent Secretary at the
Deparrment of Health and the NHS Chief
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Execurive. The review looked at the supply and
demand for information across the NHS and social
care in England. More than 1,400 stakeholders were
consulted, including patients, the public, clinicians,

and health and social care professionals.

Addressing the need to develop NHS
services in order to support high-quality
personalised care for parients, the review's
conclusions focused on the need to ensure that
appropriate information systems architecture for the
future is in place, supported by clear leadership and
accountability arrangements thar strengthen local
ownership and develop the strategic links
with emerging new policies.

The first phase of the review's
recommendations has already been completed.
In September 2008, a Chief Information Officer
(CIO) for Health was appointed. A member of the
NHS Management Board, reporting to the NHS
Chief Executive the CIO for Health is responsible
for providing professional leadership to the key
informatics organisations inside and ourside the
Department. The CIO for Health also assumed
responsibility for information governance and
assurance, taking forward the new mandarory
requirements from the Cabinet Office around the
handling of personal information and ensuring that

these requirements are mMer across the NHS.

Key o implementation will be the
supporting and 'Lnﬂur:ncjng roles of the NHS
Information Centre for health and social care as an
enabler organisation, actively promoting access to
national and other information sources such as
Secondary Uses Services (SUS), benchmarks and
comparisons, publications and analytical reports;
and the MNational Information Governance Board, as
the top-level independent governance body for
health and social care.
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Digital information and health policy

Information Governance Assurance

The Digital Information Policy Team has
led work on information governance assurance in
order to reinforce the steps taken to strengthen
information security in 2007-08 and ro align NHS
information handling with the standards now
expected of the public sector. This has included the
development and deployment of online learning
modules available free to all NHS staff, and the
publication of comprehensive guidelines on
managing information risk, railored to NHS
requirements. NHS Connecting for Health has also
purchased 1 million licences for encryption in the
NHS and provided the means for NHSmail users
to transfer bulk data securely.

An Information Governance Assurance
P'rogramme reported in June 2008 with
recommendations to extend the NHS Informartion
Governance Performance Assessment Framework to
all bodies that provide or support the delivery of
care. The new statutory National Information
Governance Board will oversee the framework and
help to drive improvements. The national contracts
for care services and Operating Framework for
2009-10 now include informarion governance
performance requirements for all NHS bodies.
Work is continuing to ensure thart all parts of the
Department’s wider delivery chain are brought
within the framework.

10 The NHS Chief Executive has written to
all NHS chief executives to ensure that robust data
handling remains a priority for the NHS.
Accountability arrangements have been
strengthened, with all serious data loss incidents
reported to the Department. Guidance has been
provided to ensure that misconduct is dealt with

appropriately.

International developments

1,11 The European Commission has begun a
three-year project to support the continuity of care



for citizens travelling or working away from home
in Europe. The project is a first step in addressing
the problems faced by doctors when treating
patients from other member states.

11.12 The Department is one of 12 European
member state health administrations now working
together on the development of a practical solution
that will enable clinicians to have secure access 1o
patient summary health and medication information
from within European healthcare systems with

the consent of the patient. At the same time, the
Department continues to represent the UK in
international policy development relating ro the use
of information and communications technology in
the delivery of healthcare services.

Supporting the NHS to implement
the National Programme for IT

11.13 Modernising IT in order to underpin service
transformation and so enable better, safer care is the
main aim of the National Programme for IT
(NPAIT). NHS CfH draws on its core strengths of
managing large national IT programmes through
third party suppliers to assist local NHS
organisations in the implementation of systems and
exploitation of benefits. Those benefits will increase
as the number of front-line and clinical systems and
services are delivered according to local needs and
priorities.

11.14 The NPAT has a number of key individual
programmes, each with its own purpose and
contributing to the overall goal of linking a patient’s
health information, which in turn will support their
use of NHS services and assist those providing them
with care. The benefits include enabling choice,
providing faster diagnosis and reducing waiting
times for patients. 1T alone will not deliver those
benefits, bur it can enable change across processes
and organisations.

11.15 During 2008-09, the introduction of the
Summary Care Record (SCR), providing a summary

of a person’s important health information (initally
allergies, current medicarion and adverse reactions
to medication), continued as planning for
implementation began in the first PCTs beyond the
early adoprer sites. Some 258,000 patients across
England now benefit from having their SCR
securely accessible to hospital and community
health professionals, so that informed care can be
provided when needed, 24 hours a day, 7 days a

"u\."L‘IL"k.

The progress of NPfIT can be seen from the
growth in use of the new systems, improving the

quality of care to patients. During 2008-0%9:

over 6.5 million hospital appointments were made
using the Choose and Book service, with bookings
now exceeding 28,000 a day;

over 104 million prescription messages were issued
elecrronically using the Electronic Prescription
Service (EPS), with the number now in excess of

536,000 a day:

» over 640 million digital images were stored on the
Picture Archiving and Communications System
(PACS);
over 40,000 connections, including virtually all
GP practices, except those currently in the process
of moving or new builds, are now connected to

the New Mational Network (N3); and

i)

on average, 1.2 million e-mails a day are now
eransmitted using NHSmail (the secure NHS
e-mail and directory service), serving 197,000

active USErs.

New IT and information systems are being
designed and delivered to meet the needs of patients
and the requirements of clinicians. They are driving
the shift away from systems running along
institutional lines, which segment patient care. In
future, and when fully deployed, patients and
clinicians will benefit from systems that make
patient informarion available across the health and
social care community in order to track and record
a patient’s care in the NHS.
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Clinical assurance is provided by the Office
of the Chief Clinical Officer, focusing on patient
safery such as safer patient handover and safer
prescribing. The Clinical Content Assurance
Programme is supporting the implementation of the
SCR by reducing the potential variability of records
and the consequent risks to clinical safety. The
MNHS Clinical Leaders Network Programme engages
with over 1,000 senior NHS clinicians in order to
improve leadership engagement, improve NHS

service reform dcliw:r_'f and influence policy.

The MNartional Integration Centre (NIC), part
of the Technical Assurance Group, works to ensure
systems interoperability and safery. Robust assurance
|:.'-'TI'.5|IL'L':1-HL'$ are in P]ﬂ.ll.'l'..“ 18] E[]'\"L'T!'I !\'-LI.].'}FHLTE? Prﬂf.ll.lcl;
development, testing and integration into the
narional infrastrucrure. During 2008-09, the
coordinared assurance approach across national,
local and existing service providers has been further
strengthened using a process approach. To date
the NIC has:

assured 23 national Spine (the system on which
patient SCR are stored) and SUS releases (15
major and 8 minor);

assured 24 Choose and Book national releases
(5 major and 19 minor);

assured 761 versions of 183 different products
outside of the Local Service Provider (LSP)
CONCIraces;

released 180 Clinical Authority to Release
certificates to suppliers outside of the main

L5 eontracts: and

assured 203 separate systems under the
LSP contracts.

The challenges and resources required to
assure a new national release are significant and
the established assurance standards are critical o
maintaining service integrity. Information exchange
has become ever more important, and clear
standards have been developed and integrated into
the national infrascructure, adding even more value
to the established applications and services for
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patient care across the NHS. There has also been a
significant additional level of assurance introduced,
including usability support for end users, wider
volume and performance assurance, expanded
monitoring of service availability, proof of concept
of virtual test environments, and wider support

for rest dara.

NHS Care Records Service
The NHS Care Records Service (NHS CRS)

is a secure service that links patient information
from different parts of the NHS electronically so
that authorised NHS staff and patients have the
information they need in order to make care
decisions. There are two elements to the NHS CRS:
derailed records, held locally; and the SCR, held
nationally. In due course, the NHS CRS will enable
each person’s detailed records to be securely shared
between the different parts of the local NHS, such
as the GP surgery and the general hospital. Patients
will also be able to have an SCR available to
authorised NHS staff treating them anywhere in
England. Patients will be able to access their

SCR using the secure website HealthSpace
(www.healthspace.nhs.uk). Following roll-out to
early-adoprer sites, ‘fast follower’ NHS trusts are
now implementing the SCR. By the end of March
2009, over 250,000 SCRs had been creared.

I have complex health needs ... so to have a

record like this available will mean that the bealth
professionals will know my medication and the levels
I'm taking, will be aware of my long list of allergies
and will be able to see if | had any bad reactions to
the drugs they might want to give me.”

Jill Grant, patient
R:'dgf Medical Practice, Brﬂdﬁ:-rd

Choose and Book
1 1.22 The process for booking first hospital
appointments for patients has been revolutionised
by the introduction of the Choose and Book

system, which combines electronic booking and a



choice of place, date and time for first outparient
appointments.

11.23 Patients are provided with more choice and
involvement in the decisions made abour their care,
supporting the Government’s health policy on
choice. The local NHS is now able to identify the
‘clock start’ rime at the beginning of the patient’s
care pathway, supporting the implementation of
the Government's 18-week wait target.

11.24 Two new software updates of Choose and
Book went live in May and October 2008, The first
enabled patients to book appointments at any
suitable service of their choice, anywhere in
England, supporting the Department heath policy
on choice. The second update introduced a series of

enhancements to the service based almost exclusively

on feedback from users.

11.25 By the end of March 2009, 88 per cent of
acute hospitals had a Choose and Book compliant
patient administration system that had received an
electronic referral, and 96 per cent of all GP's had

used Choose and Book to send an electronic

referral. Over 50 per cent of first ourparient referrals

are now being made through Choose and Book.
Figure 11.1 shows Choose and Book bookings
from 2004 to 2009,

11.26 Choose and Book has enabled trusts to make

significant improvements in operational efficiency,
with did not arrend (DNA) rates being significantly
reduced:

» Newark Hospital reported that DNAs reduced
by more than 35 per cent when patients were
referred electronically through Choose and Book

Figure 11.1: Choose and Book system bookings,
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Sources NHS Connasring for Health

in comparison to the old paper referral method;

and

s five trusts from the South East Coast SHA
reported an average reduction in DNAs of more
than 45 per cent when patients were referred
electronically rather than via the old paper method
(from April 2007-March 2008).

“(Choase and Book] really has felt like a service
that can accommodate my needs as an individial
and not something where | have to fall in line with
systems that [ baven't had a say in.”

Ken Odoki-Olam, patient
Hillsborough Health Centre, Shefficld

A further update to the Choose and Book
software in 2009 will allow referrers 1o search for
services using a form of coded medical terminology
known as SNOMED. This will allow healthcare
providers to set out their directory of service entries
with greater accuracy and clarity, and will allow
referrers to help the patient to be booked into the
most appropriate service that best meets their

healthcare needs.

Electronic Prescription Service

11,26 Primary care prescribers can create and
transmit prescription messages electronically
using the EPS. A dispenser with an upgraded
computer system can then download the
prescription message from the EPS.

11.29 Once the service is fully introduced, patients
will not need to visit the GP for repeat prescriptions
and GP practices will be able to save significant
amounts of time as patients will be able to choose,

or ‘nominate’, a pharmacy to receive their electronic

2004 to 2008

2006 2007 2008 2009
176,752 1,036,901 1.406,398 1,847,302
384,399 1.059.912 1,5 06,000
Gl 283 1,150,449 1,625 SHA
B20,716 1,09 000 1616444

2,048,150 4441806 6,164,748 1,847 302
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prescription automatically. The risk of transcription
error between whar was prescribed and dispensed
will be reduced by the improved accuracy in
dispensing medication. Pharmacists will benefic
from improved workflow and stock control, as
prescriptions may be received in advance of the
patient collecting them, and also from a reduction
in the number of times they have to physically
collect prescriptions from a GP surgery.

The first stage (Release 1) of the EPS has
been rolling out over the past three years, with
nearly 80 per cent of GP practices and community
pharmacies now having the technology required to
operate the service. Over 2.6 million prescriptions
are issued every working week in England, and
one-third of these are now issued using the EPS.
Figure 11.2 shows the percentage of EPS

prescriptions.

| The last quarter of 2008-09 saw the final
preparations for the implementation of EPS
Release 2. This will deliver major new advancements
for prescribers and dispensers, including the
introduction of advanced electronic signatures and
the option for patients to nominate dispensing
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pharmacies. Once Release 2 is fully operational,
the need for paper prescriptions will reduce
dramatically.

“It’s clear to see that Release 2 [of the Electranic
Prescription Service] will bring huge benefits for my
pharmacy. Gone will be the days of sorting masses of
paper scripis ar the end of each month to send to the
reimbursement agency and it will really belp with
planning daily workload.

“Nomination will help to manage stock as, in most
cases, we will receive the electronic preseription
before the patient arrives. All in all, the Electronic
Prescription Service gives us scope to really enbance
the service we offer to patients.”

Richard Dean, independent pharmacist and

Pharmacy User Group member
South Staffordshire PCT

Picture Archiving and Communications
System

1152 Digital imaging using PACS is in place in all
English acurte trusts. Work is now under way to
design, implement and rollour solutions thac will



allow sharing of images across NHS sites and with
the independent sector. Full Care Record Guarantee
compliance has been developed and will be
deployed over the next two years. Work is under
way to develop PACS support to stroke and breast
sCreening programmes.

“PACS has made a huge difference and transformed
the way in which we work for the better. Now

that we have previous films electronically archived
on PACS, the system is fantastically easy to use!
Everything you need is there at the click of a

button. .. [and] the turnaround time for reporiing
is much quicker.”

Deborah Cunningham,

Clinical Director of Radiology

St Mary’s Hospital Imperial College Healthcare
NHS Trust

NHS New National Network (N3)

11.3% N3 delivers the systems and services that
enable the fast, secure exchange of information, files
and data berween NHS sites in England. Following
completion of the initial implementation, additional
services are being developed to ensure thar the
nerwork continues to meet the needs of all sites o
be connected o it. Over 40,000 N3 services are
now deployed, which include 11,000 Mobility
Services for mobile/community workers.

1144 Ower 7,000 GP sites have migrated to a new
rate-adaptive service which delivers significantly
higher bandwidth at a lower cost. Communiry of
Interest Nerwork (COIN) designs, serving both
national and local networking needs and providing
both significant economies of scale and the potential
to make major savings, have been implemented in
2008-09 at 30 per cent of N3 connected sites
covering more than 60 NHS communities. Voice
over Internet Protocol telephony services are now
being well received, with 80 NHS organisations
using the services nationally. More than 1.5 million
telephone calls had been made using the service

by 31 March 2009.

Local implementation
Individual SHAs, in partnership with NH5

trusts are responsible for defining requirements
and for the local implementation of NPfIT as well
as the realisation of benefits from the new systems.
NHS Connecting for Health supports local

NHS c:rga_nisarimu in the phu'ming, development
and deployment of the systems locally.

During 2008-09, the LSPs deployed new
patient administration systems (PASs) or upgraded
existing PASs in 13 acurte trusts, |:Iri|‘|gin§3| the total

covered to 45 acure rrusts.

The next generation of secondary care
systems, with Cerner Millennium Release 1 in the
South and London, and iSOFT Lorenzo Release 1
in the North, Midlands and East (NME), are
currently being developed. All three early adopter
trusts — University Hospitals of Morecombe Bay,
South Birmingham PCT and Bradford Teaching
Hospirals NHS Foundation Trust — have gone live
with elements of the first version of the new
Lorenzo system.

In London, 7 mental health trusts have
taken the RiO planning, scheduling and reporting
software application deployed by BT. In the south,
1 mental health trust and 7 primary care trusts have
taken the Cerner Millennium system. In NME, 17
mental health trusts have taken the iSOFT iPM
system deployed by the Computer Sciences
Corporation, and in primary care trusts there have
been 47 such deployments.

MNHS Connecting for Health is working
closely with the NHS to ensure that staff have the
right skills to benefit from the new systems being
deployed. The Essential IT Skills Programme,
which has been developed specifically for the NHS
and replaces training formerly provided by the
European Computer Driving Licence service, the
Microsoft Skills Academies and the Local IM&T
self assessment tool, are examples of the
new training which has been made available.
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National Audit Office review of the NPfIT

In January 2009, the Public Accounts
Commirttee (PAC) published a further report on
progress made by the NPT in the NHS since
2006. This followed a second review conducred
by the MNartional Audit Office, which had been
published in May 2008. Although the PAC
recognised that good progress had been made
on the delivery of many components of the
programme, it concluded thar recent progress in
deploying the new care records systems had been
disappointing, particularly in the case of iSOFT's
Lorenzo product that was contracted to be deployed
in NME. There were also issues with the
deployment of Cerner's Millennium producr in
London, and progress had stopped altogether in
the south following the termination of the contract

with the L5P.

In responding to the PAC, the Department
accepted the main conclusions. The Lorenzo
product is now being tested thoroughly in the early
adopter sites and the PAC itself recognised that
national implementation should not begin until the
components had proved to work satistacrorily. The
Department is also taking action to improve the
situation in London and is developing a new
strategy for the provision of the NHS CRS in the

south.

The Department expects these acrions
to bring demonstrable improvements to the
deployment of the NHS CRS and it committed to
providing the PAC with a progress report by the
end of 2009. The national contracts provide for
payment only on delivery, which has protected the
taxpayer and ensured that costs are kept under

control. See annex E for more information.

Supporting patient choice
HealthSpace

HealthSpace is a secure website providing
an online personal health organiser, a diary and
calendar, an address book, access to Choose and
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Book, and access to SCRs for patients who live in
PCT areas where SCRs have been created. Since
Ocrober 2008, patients in Salford have been using
HealthSpace to access their local diaberes care
record, enabling them to take a more participative
role in their care. For the future, HealthSpace could
provide a wider range of online services, focusing
on personal transacrional and selfcare services,
providing patients with their own personal health-
care record and the ability to link more closely with
other NHS services.

The 18-week Patient Pathway Programme

NHS Connecting for Health has helped
NHS organisations and their I'T systems suppliers
to develop and deploy systems to supporrt the
delivery of the Government rarget that nobody
should wait longer than 18 weeks from GP referral
to the start of treatment.

Supporting the NHS
NHSmail

There are direct, quantifiable benefits to
clinicians and patients from the increasing number
of NHS organisations using NHSmail, the secure,
encrypted e-mail and directory system for the NHS.
It is the only NHS ¢-mail service secure enough for
transferring patient information and is endorsed by
the British Medical Association and the Royal
College of Nursing. The organisations using
the service are making savings through
decommissioning local e-mail services in favour

of MHSmail.

11.46  The number of active NHSmail users has
increased by 38 per cent over the year to date to
197,000, and there was a 115 per cent increase in
the number of SMS rext messages sent per month in
2008 as patient appointment reminders rose from
350,355 in January to 754,997 in December.

11.47 In January 2009, the NH5mail core service
technology began to move to a platform based on

Microsoft Exchange 2007. This makes migrations



from local NHS trust exchange e-mail services
much simpler. It will also, in a single step, give
existing users a significantly enhanced set of features
and funcrionality — giving NHS organisations
further impetus to switch to NHSmail.

“We have a lot of staff whe deal with the same
clients and the secure functions of NHSmail mean
they can quickly and safely share client information
without compromising confidentiality.

“A large number of our staff are community-based,
without fixed work stations, and it’s very helpful
for them to be able to access their e-mails from
different PCs.”

Andrew Lavender, IMcrT lead
Torbay Care Trust

Primary care support

11.48% NHS Connecting for Health supports
primary care practitioners by developing and
supporting systems that are used to provide
management information, make payments to
(P’s and deliver improved patient care.

11.49 These include the Quality Management and
Analysis System, a national I'T system that gives
GP practices and PCTs objective evidence and

feedback on the quality of care delivered to patients.

It supports the Quality and Outcomes Framework
element of the GP contract by calculating the
payment due to GPs, and has been in operation
since 2004.

11.50 The average time taken to transfer patients’
records when they register at a new GP practice has
been reduced from several weeks for paper records,
to within minutes for electronic records for the
more than 5,000 practices that are GP2GP enabled.
GPs can now have almost immediate access to the
medical records of new patients, improving the
quality of the patient treatment, patient diagnoses

and records available, since data does not have to be

re-entered at the new practice and nearly all the
historical data can be rerained. Over 500,000

records have been transferred to dare. The project
team is now working with two further suppliers
with the aim of increasing the number of practices
::ligib]-:: for GP2GP by 1,500, thus hri:'l.ging
coverage up to 75 per cent of practices in England.

“Patients didn't understand why we didn’t know
about them when they had just registered. Now,

we do know and they are much happier. GP2GP
is helping the practice provide a niuch better service
[for our patients.”

Jayne Dewhurst, Practice Manager
Padibam Group Pracrice

GP Systems of Choice is the contracrual
mechanism for the delivery of NPfIT applications
from existing suppliers to a common set of
standards and performance metrics. This
programme improves the hosted services available
to practices, improving the security of patient
records. It also facilitates the delivery of key NPT
functionality such as the SCR and Release 2 of
the EPS.

Business-critical NHS systems

NHS Connecring for Health continues to
manage a portfolio of some 40 existing national
WNHS IT services, including the National Cancer
Screening Services, the Bowel Cancer Screening
Service, the Cancer Waiting Times Service and a
range of national management information systems
such as the Ophthalmic Payments System.

During 2008, a number of key development
projects have been delivered, including software
enhancement systems that integrate to the Personal
Demographics Service (PDS), allowing the PD5 to
be searched for patient martches and for NHS
numbers to be allocated directly. The Secure File
Transfer service, providing a secure method to
transfer files between NHS organisations and the
Message Handling Service which provides a simple
and effective means to connect to the PDS, have
also been introduced.
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Secondary Uses Service

The 5US, which provides management
informartion for the NHS, is being delivered
incrementally through a series of releases. It
CL'I.],'J'II.]H'_‘.‘GL ].:Ir{}l'_'L".'i.'iL'H H.I'I'L{ L']'.I:].IJ]L'H- ACCCSs O ﬂl'.l.d
reporting on all dara relating to NHS-commissioned
activity. Dara caprure is automatic from operational
systems and enables the generation of summary
reports. This is reducing the burden of data
collection for the NHS, and enabling a full range
(}I'.‘ rt'purl:ing [ 51]['-'].1{}]1 tlL'ﬂ]thlL'H.TL‘ P‘l&l.'l]'.li"g‘
commissioning, public health, clinical audit,
benchmarking, performance improvement, research
and clinical governance ar local and national levels,
through the use of anonymised and pseudonymised
data, which protects patient confidentiality.

Addirional features will become available at
the start of 2009-10 conraining a wide range of dara
collection and reporting functionality including,
amongst others, 18-week reporting, Choose and
Book, mental health management information
and payment by results pricing for GPs for the
2009-10 financial year.

Research Capability

The Research Capability Programme aims
to reduce the need for the use of patient identifiable
dara by increasing the quantity and quality of dara
routinely available for research, drawing on expertise
from the pharmaceutical industries, academic
researchers, research charities and councils, public
and partient groups and representatives from the
other UK home countries. The programme is
currently piloting the Health Research Support
Service, utilising research data and real-life research
questions from a number of stakeholder
organisations, including the Association of the
British Pharmaceutical Industry, the National
Cancer Intelligence Network, the Health Protection
Agency and Imperial College London.
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The NHS Information Centre for
Health and Social Care

The NHS and social care system increasingly
needs timely, good-quality benchmarking and
comparative personal data at a local rather than
a national level. The NHS Information Centre
for health and social care (NHS IC) helps local
organisations to plan berter local care and thereby
reduce the burden on NHS and social care front-

line staff. The NHS IC supports the front line by:

delivering products and services that address key
issues and priorities in NHS and social care;

» being the recognised source of dara for secondary
use in the health and social care system;

* leading on the development of data and
information standards and ensuring that data
quality is fit for purpose in terms of consistency,
relevance, timeliness and accuracy; and

» acting as an “honest broker” and a ‘safe haven’
managing the authorised disclosure of information

L0 LISCTS.

11.58 Further information about the NHS IC is

on its websire: www.ic.nhs.uk.

National Information Governance
Board for Health and Social Care

The National Information Governance
Board for Health and Social Care (NIGB) is an
advisory body thar was established in October 2007.
It supports improvements in information
governance practice and monitors information
governance trends in both the NHS and adult social
care. It became a statutory body as part of the
Health and Social Care Act 2008. On 1 January
2009, it took over the responsibilities of the Patient
Information Advisory Group.

11,60 The role of the NIGB is to promote
consistent standards for information governance
across health and social care. It also administers
applications made under section 251 of the NHS
Act 2006, which permits the Secretary of State for












Role

Sets the direction for adult social care, mental health services and health services for offenders, and takes the

lead in developing the Department’s relationship with local and regional government.

Key achievements in 2008-09 included:

Care and Support Green Paper, the Case for Change consultation.

Improving Access to Psychological Therapies Programme roll-our.

Dignity in Care Campaign progress.

Publication of the National Dementia Strategy; the Valuing People Now Strategy; the Carers Strategy;
and the Evaluation of the Individual Budgets Pilot Programme: Final Report.

Summary

In this chapter you will find information on:

the Care and Support Green Paper;
transforming adult social care;

improving social care capacity and capability;
mental health;

oftender health;

New Deal for Carers;

Valuing People Now;

autistic spectrum conditions;

older people and system reform;

dignity and safety; and

local government and regional policy.

Introduction

Social care is the wide range of services
designed to support people in order to maintain
their independence, enable them to play a fuller part
in society, protect them in vulnerable situations and
work with complex relationships. Advances in
public health, healthcare and changes in society
mean that people are living longer and, as
communities become more diverse, the challenges
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of supporting the increasing demand and diversity

hECEI Me more app: rent.

People have higher expectations of whar they
need to meet their own particular circumstances,
wanting greater control over their lives and the risks
they take. They want dignity and respect to be at
thC ]']L'-E.r[ [}F 3.1'1}" iﬂt{:rﬂftiﬂﬂ, 500 thﬂt thc}" Can acCess
high-quality services and suppert closer to home at
the right time, enabling them and their supporters
to maintain or improve their well-being and
independence rather than relying on intervention
at the point of crisis. Social care cannot meet these
challenges withour radical change in how services
are delivered.

24 In the longer term, the Department is
committed to publishing a Green Paper in 2009
on reforming future care and support services in
England. In the meantime, to address the challenges
faced now and ro make best use of resources
available, Putting People First: A shared vision and
commitment to the transformation of Adult Social
Care (DH, December 2007) sets the direction for
adulr social care over the next ten years and beyond.



Policy overview

125 The Social Care, Local Government and
Care Partnerships Directorate focuses its efforts on
the development of policy across three broad
interlinked themes: adult social care, mental healch
and offender health. There are also some cross-
cutting areas of work which underpin this,
particularly in the development of relationships
across Whirtehall and local government focused on
ensuring the best outcomes for people in these
groups. Although the Directorate has a specific role
in relation to adult social care, it is also involved in
the development of policies which span both health
and social care for particular client groups, eg older
people and mental health.

Adult social care

126 The Government's vision for adult social
care was set out in the White Paper, Our Health,
Our Care, Our Say (DH, January 2006). Putting
People First sets out a unique public service reform
programme to be co-produced. It recognises that
real change will only ever be achieved through the
engagement of staff and of people using services

and their carers, at every stage.

127 The intention remains that every council will
aim to develop a single community-based support
system focused on the health and well-being of the
local population, including those who fund their
own support. The local performance framework
covers the delivery of all services by local

government, working alone and in partnership.

12.8  Adult social care will be transformed through
working with partner organisations in local
government, the NHS, other statutory and
non-statutory agencies, local communities and
individuals giving and receiving support. The
transformartion will harness the requirements of the
new local performance framework, such as the duty
of local authorities and primary care trusts (PCTs)
to undertake a joint strategic needs assessment in

order to drive through reform that really delivers for

local people.

129 A personalised adulr social care system will
ensure that people are supported, irrespective of
iliness or disability to:

» live independently;
» stay healthy and recover from illness;

» exercise maximum control over their own life
and, where appropriarte, the lives of their family
members;

» sustain a family unit which aveids children being
required to take on inappropriate caring roles;

» participate as active and equal citizens, both
economically and socially;

» have the best possible quality of life, irrespective
of illness or disabiliry; and

» retain maximum dignity and respect.

.10 Local government will continue to need to
spend some existing resources differently, and the
Department has provided specific funding to
support system-wide transformation through the
Social Care Reform Grant. From 2008 to 2011,
the Department committed to contributing over
£3.5 billion into adult social services specific
revenue grants and the Area Based Grant (ABG).
This is an average increase of over 10 per cent per
year. In addition, a further £70 million of capital
grants were committed in 2008-09 ro further
support investment in the delivery of social care
policies. The ABG is not ring-fenced, which enables
authorities to determine locally how best to spend
monies in order to deliver local and national
priorities specific to their needs.

12.11 Local authorities reported a continued
increase in social care expenditure. In 2007-08,
provisional data shows that authorities reported
gross current spend on adult social care services of
£15.3 billion. Local authorities continued to work
to achieve their 3 per cent efficiency targets set by
government. The Department is working closely
with local authorities through its sponsored Care
Services Efficiency Delivery Team to meet this
target and ensure thar care services deliver value for
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money qunlit}r outcomes. Refer to Figure A.24 in

annex A.

Mental health

The National Service Framework for Mental
Health (DH, September 1999), which has acred as a
catalyst for progress across the whole spectrum of
mental health services since 1999, will draw o an
end in 2009,

The New Horizons Programme, which has
already involved an extensive process of engagement
with mental health stakeholders over the course of
2008, is about the development of a new and
reinvigorated vision to maintain the momentum of
the National Service Framework. Its focus this year
will be on fostering broad consensus about both the
way forward, and the practical ways of embedding
new priorities and :lg:rc{'d principhs 1Nt Services,
alongside a wider public mental health approach.

Offender health

The NHS holds budgerary and
commissioning responsibilities for health services in
all publicly run prison establishments in England
and Wales. The strategy remains thar prison health
services should be broadly equivalenr in range and
quality to the wider NHS.

People in prison have generally poorer health
than the population ar large. This is reflecred in
strong evidence of health inequalities, unhealthy
lifestyles and social exclusion; for example, 90 per
cent {}f Priﬁ[}l“:l.'ﬁ h-ﬂ.\"ﬂ: d I.'.I.'.I.L'I'Ilﬂl I'I'f.“ﬂ.l.th PIUIJII:IT'I., a
substance misuse problem, or both, and 80 per cent
of prisoners smoke. The Government remains
committed to reducing inequaliries.

The Care and Support Green Paper
Background

The existing social care system in England
is facing some major challenges: demand is rising
rapidly as the population ages (the number of
people over 85 will double in the next 20 years);
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and people's expectations are rising, as people want
more personalised and flexible services.

Care and support should not only be about
social services. As one person using care and support
said,

“ft means I can have a normal life, which sounds a
bit odd, but it means 1 do go shopping and I do get
the housework done, and I am in charge of all those
kind of little things that people take for granted.”

Carﬂ' and Suppnrr Shnuld thl‘n’.‘rﬂﬂ.’ I'.'H'.‘ abuut
appropriate housing, work opportunities, benefits
for those who cannot support themselves, health
services, and information about how to access all
of these.

In order to address the major challenges
outlined above, the Department will pul‘:rlish the
Care and Support Green Paper in spring 2009.
In preparation for this, the Department ran an
extensive engagement programme berween May
and November 2008.

The Department knew that there was
limited understanding about existing care and
support services. Often people think thar these are
part of the NHS, whose services are free at the point
of delivery to all who need them, regardless of their
financial position. Care and support services are not.
People need to better understand how the funding
systcm Wﬂf]‘{ﬁ, E.Ill:l th{.’ I'If_'f'd Lo save ﬁ}r Flltl.'l.I{' care
E.I'Id. SUPPUIT.

Policy issues

12.21 The fundamental question that the Green
Paper needs to resolve is ‘How can the Department
ensure that care and support are delivered, to a high
standard, for everyone who needs them, and on an
atfordable, sustainable basis?’



12.22 The Government has set out three principles
to underpin any reformed system. It must:

» promote independence, choice and control for
all users;

» ensure that all users receive high-quality care and
support, that everyone gets some support from the
Government, but that funding is targeted at those
most in need; and

« be affordable for the Government, individuals
and families in the long term.

Public engagement

12.25 For the public engagement, the Department:

» ran a dedicared website, which had nearly
47,000 visits;

» held events for stakeholders in each of the
Government's nine regions;

» held five citizens” events for members of the
general public;
» invited people to send us their views — more than

1,000 were received;

» conducted separate work to reach those people
who it knows are often seldom heard in these
circumstances; and

» encouraged stakeholders to run their own events.
The Department knows that over 100 events were
held, some using materials the Department
developed for this purpose.

12.24 To keep the public debate focused, the
Department introduced a key theme every few
weeks. These included:

» promoting equality and human rights through
care and support;

» joining up care and support (integration);
» private finance;

» fair and clear access;

» families and communities; and

» working together to meer costs.

12 Prominent stakeholders and commentators
worked with the Department on the themes. Some
experts contributed articles for the websire in order

to maintain interest and inspire further discussion.

Engagement findings

The Department is in the process of
analysing the responses and plans to publish a
report alongside the Green Paper. The engagement
demonstrated a real appetite for change. One citizen

said:

of dicln v realise the scale c:'f the prﬂfﬁffﬂt or that it
waould happen so soon.”

Three areas of common concern were

immediartely apparent from the engagement:

fairness — people felt that the new system has to
be based on principles of fairness and consistent

standards;

» partnership — stakeholders and the members of
the public recognised that care is a responsibility
shared by individuals, families, the community
and the stare; and
funding the system — people agreed that there is a
need for change and that more money needs to be
available for future services. They found it difficule
to say where this money should come from, but
there was broad support for a collective approach.

Next steps

There is a real opportunity to improve the
quality of people’s lives by radically reforming the
care and support system. This will make for a berter
experience for service users, carers, families and
service providers.
1229 The Department will move towards
achieving this by publishing the Green Paper
in spring 2009. Publication will be followed
by a period of consultation, during which the
Government will give staff, stakeholders and the
public the chance to respond to the reform options
proposed in the Green Paper.
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Transforming adult social care

The direction of travel for adule social care
is set out in Purring People First. This cross-sector
document provides a consensus on the ambitions for
the future. It emphasises and commits all partners to
wuri{ Tﬂgﬂ."tht’f il'l {}rdt':r o ﬁlld Wdl's TI'IEIT.' Wii] l'..'l'l.'.lhl'l'.‘
people to retain their independence and exercise
choice and control over the support they need.

Putting P:'ﬁpfr First is holistic in its approach
o dcliwrlng social care services for all individuals

in the communiry. It envisages:

communities where universal services (including
information and advice) have raken into
consideration the issues affecting people who may
have or be at risk of having social care needs;

that people are offered interventions preventing
them from needing ongoing social care support
as well as advice where this is appropriate;

that people who have longer-term social care
needs are able to exercise choice and conrtrol over
how these needs are met with an understanding
of the funds available to do so; and

communities where people have the opportunity
to participate in activities and influence decisions
about their neighbourhoods thar affect their lives.

The Department recognises thart, in order
to meet this goal, the system will need to undergo
significant redesign in process, practice and culture.
To support this transformation, the Social Care
Reform Grant is providing councils with
£520 million over three years, for investment in
the necessary system and process development.

Ower the last year, the Department and its
partners, at all levels, have been working rogether to
start the process of transforming social care into a
system capable of delivering support railored to
individuals and local populations, irrespective of
their circumstances or level of need. To ensure that
this is delivered in a coherent and co-ordinared
manner at national level, the Department has
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established a Transforming Adult Social Care
Programme Board, chaired by the Department’s
Director of Social Care Strategic Finance. This
brings together key stakeholders, including users of
services, carers, delivery partners and the regulator.

To ensure that co-production is at the heart
of whar the Department does, it has worked with
people who use services in order to establish a user
reference group for the programme. The group is
drawn from a wide range of individuals of all ages,
with the aim of embedding the experiences of
people who use services, carers and the wider
population into every aspect of the work.

In order to support the link between
national and regional delivery, a National Director
for Social Care Transformation has been appointed
by local government representatives to lead their
contribution. The Department’s deputy regional
directors also provide strong lines of accountability,
with one of their key responsibilities being to work
with councils and their partners to ensure delivery
of Putting People First.

Self-directed support — enabling people to
exercise choice and control over the support
they receive

12,36 People who have longer-term social care
needs need to understand what is available to them.
This means having access to information and
advice, or advocacy where appropriate, and having
choice and control over the support they get so that
it can be flexible and personalised to them. To make
this work, systems need to be easy to follow and
everyone involved should work together with the
person at the centre of the plan. This is true
whether the council is providing the support or
people are buying the services themselves.

1237 The Department is undertaking a range
of work to support councils to make this a reality.
These include the following:



The Individual Budgets Pilot Programme

“f waould say that dirvect services allow you to survive
ar home, direct payments give you more choice and
control over your life, but individual budgets allow
you to live!”

Individual budget recipient

1238 Individual budgets were piloted in 13 areas
for two years, ending in December 2007. Individual
budgets give people who have care needs the power
to decide the nature of their own support, and the
evaluation report showed that most groups liked
this. People can choose to use the money to fund
the care that suits them best and fits in with their
lifestyle — for example, by having someone support
them at home rather than going into residential

carc,

12,59 The summary report evaluating the pilots
(Evaluation of the Individual Budgets Pilot
Programme, Social Policy Research Unit, University
of York) was published on 21 October 2008. The
report found that individual budgets had particular
benefits for mental health service users and younger
disabled people. While there were no important
differences in overall cost, there were indications
that individual budgets have the potential to offer
greater value for money.

1240 Mental health service users in the individual
budget group reported a significantly higher quality
of life. Younger physically disabled people were
more likely to report higher quality of care, were
more satisfied with the help they received and the
choice and control they experienced, and felt thar
they had the opportunity to build berter-qualicy
support networks. People with learning disabilities
were more likely to feel that they had control over
their daily lives.

1241 The report found that older people did not
find the individual budgert system used during the
pilot as easy to use as the other groups, and many
did not appear to like the idea of managing their

own support. Since the evaluation, councils
involved in the pilot have started to put new
systems in place to support older people with
individual budgets. They are now reporting very
positive developments and many examples of older
people and their carers gaining real benefits. The
Department is doing further research to see whether
or not this improves older people’s experience of

using individual budgets.

Running the pilots involved major changes
from the way in which community care had been
provided previously, posing challenges for those
commissioning and providing social care services.
Practical learning from the pilots was caprured and
is available in a Personalisation Toolkit. It also
involved working with other agencies to streamline
assessment and reporting systems to allow for a
bundling together of disparate income streams in
order to meet common and agreed outcomes for
the individual. Although the pilot sites had some
success in aligning different funding streams,
it was not possible to integrate them as envisaged
at a local level in the limirted lifetime of the pilots.

243 The Deparment’s plans to take services
forward in the coming year include the development
of person-centred services offering support while
allowing choice and control over the shape of that
support in all care settngs. This is being delivered
through the Transforming Adult Social Care
Programme.

244 As part of this, the Deparrment will continue
to promote the uptake of personal budgets and to
contribute to various initiatives relating to
personalisation, such as personal health budgets,
working closely with colleagues in other government
departments who are piloting individual budgets
and keeping developments in general under review.

Fairer contribution guidance

12.45 The Department has undertaken a review
of the Fairer Charging Policies for Home Care and
other non-residential Social Services (DH, September
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2003) guidance in relation to [:-L'rmnal budgﬂs as
part of the work to help local authorities transform
their social care systems. The aim of the review is to
dm,‘ign a new local authority personal financial
contribution regime that is appropriate for personal
budgets and which will accommodate any other
funding streams that ministers might wish ro
include in any future roll-out of individual budgets.

A 12-week national consultation htg:m on
26 January 2009. Any necessary revisions to the
guidance will be made following the consultarion,
with a view to issuing the final Fairer Contributions
guidance to local authorities in summer 2009,

Extension of direct payments

The Government is committed to increasing
the uptake of direct payments and to enabling
previously excluded groups to benefit. The Health
and Social Care Act 2008 provided for the
extension of direct payments to people who lack
capacity to consent, including some adults with
head injuries, some people with dementia, and
severely disabled children moving into adulthood.

This delivers on the commirment given in
Our Health, Owr Care, Our Say. Following recent
public consultation, regulations allowing direct
payments to be made to adults lacking capacity and
also to groups previously excluded by mental health
it"f_:,i:ihlriun will come into force in 2009,

Fair Access to Care Services Review

In January 2008, the Minister for Care
Services asked the Commission for Social Care
Inspection (CSCI) to undertake an independent
review of the application of eligibility criteria for
social care and their impact on people. This review
was commissioned in recognition of the need o
ensure fairness and transparency in the assessment
of needs and allocation of finite resources.

C5CI published their review of eligibility
criteria for social care, Cutting the Cake Fairly, in
October 2008. The report was welcomed by the
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Department, and in light of its recommendations
the Department is now working with stakeholders
to strengthen the Fair Access to Care Services
guidance within the context of Purting People First,
and to support councils to use the resources
available to them in the most fair, open and effective
way. This work will also look at implementation
support issues for councils, service users and carers.

Transforming community equipment services

“Every step from beginning with assessor to retailer,
everyone has been so kind. Wonderful service.”
Equipment service user, Manchester

Since 2006, the Department has been
working with stakeholders, including users and
carers, front-line staff, local authorities and their
health partners, to develop a new maodel of delivery
for community equipment. The retail model
demonstrates a way of delivering personalised
services for service users and their carers/personal
assistants supported by the state and those who
self-fund, which aligns powerfully with health
and social care policy and vision.

1252 The testing of the primary elements of the
retail model has proved that the concepr can work
for both organisations and users. Users supported by
the state were able w access the equipment they
were assessed as needing, in addition to being able
to top up their prescription to a product that better
suited their lifestyle and pay the difference to the
retailer. A narional catalogue and tariff support

the prescription system. The programme has also
highlighted opportunities to provide a more
effective home delivery service for complex aids

to daily living, and is working through regional
structures to develop solutions which leverage the
strengths of current good services.

12,53 Around 60 local authority and health
partners have engaged with the national programme
and used the national roolkit to create their local
business cases, including financial models to supporr
their local implementation decision.



1254 The programme has increased the profile
of the market for community equipment and
generated an impetus for developing into a
mainstream consumer market. This benefits the
whole population and empowers individuals to
self-help, which is one of the key components of
Putting People Fivst.

12.55 In 2009, the national programme will
continue to support local authorities and their
health partners to implement the model within their
localities. The team will continue to work with
national and multi-store retailers to support their
entry into this market, in order to provide more
access and choice for individuals.

User-led organisations

12.56 For the Department, the priority of the
Government's report [mproving the Life Chances
of Disabled People (January 2005) is to deliver

the recommendation that, by 2010, each locality
should have a User-led Organisation modelled on
existing centres for independent living. User-led
organisations will play a vital part in implementing
a new approach to supporting independent living.
The Department has instigated a range of work in
partnership with disabled people, their families and
relevant organisations in order to map the current
position, identify barriers to delivery and develop
proposals to deliver this objective.

1257 Achieving the Life Chances recommendation
is dependent on the initiative and commitment

of disabled people across the country. To support
this, the Department has set up the User-led
Organisations Development Fund, offering user-led
organisations the opportunity to become a User-led
Action and Learning Site. Up to £850,000 was
made available in 2007-08, with a further £900,000
available for 2008-09. The emphasis is on user-led
organisations themselves developing practical
solutions locally, and sharing these with others

to ensure that every locality has the chance to
develop and have access to a User-led Organisation.

This will be complemented by rargeted capacity
work in the regions during 2009.

Common Assessment Framework

12.58 To support the wider development of
Putting Peaple First, the Department has consulred
on how to improve information sharing berween
health, social care and wider community support
services, such as housing,. All these have a role

to play in multi-disciplinary assessment and
information sharing under a Common Assessment
Framework (CAF) for adults, which is also expected
to assist the personalisation agenda. It will also help
peaple to choose services and support better suited
to their individual needs. In order to inform
developments, the Department has also set up

a number of CAF demonstrators and local
authority-led partnerships, to test out some of the
practicalities and provide it with evaluated evidence

on benefits, costs and cost effectiveness.

Improving social care capacity
and capability

Adult Social Care Workforce

12.59 Approximately 1 million staff work in paid
employment across the core areas of social care,
including social work, residential, day and
domiciliary care. This includes staf in all secrors,
agency staff and some in the NHS. The wider social
care workforce is estimated to be 1.6 million,
including childcare and carly years, additional

NHS staff, foster carers and adopters, and some
school staff.

1260 OF these, in the adult social care workforce
about 61 per cent work with older people, 19 per
cent work with people with disabilitics and 7 per
cent work with those with mental health conditions.
The balance, about 12 per cent, work with children
and are accountable o the Department for
Children, Schools and Families.

12.61 Approximately 30 per cent of the social care
workforce have a relevant qualification and some
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76,000 are professionally qualified social workers, of
whom approximartely half work in adulr social care.

Recruitment, retention and service qunlit}'
remain 4 concern in some areas of social care.
The Department has therefore embarked on a
fundamental reform of adult social care services
in Putting Peaple First.

Interim statement on the Social Care
Workforce Strategy

The Department has established an Adult
Social Care Workforce Strategy Board and an
Executive Group to identify priorities for workforce
development. The Board, which comprises key
delivery partners, supported the publication on
23 June 2008 of an interim statement on the
workforce strategy development, Putting Peaple First
— Working to Make it Happen. The report mapped
the enablers from Putting People First and identified
the key priority areas for the workforce as:

leadership, management and commissioning skills;
workforce development;

recruitment, retention and career pathways;
remodelling the workforee;

regulation of the workforce (qualicy
improvement); and

integrated and joint cross-sector working.

The interim report formed the basis of a
12-week engagement exercise with a wide range of
stakeholders. The feedback was comprehensive and
enabled a berter understanding of whar stakeholders
expect the strategy o address and how it should be
positioned. The feedback will be used to inform
the Department’s adult workforce strategy.

National Skills Academy for Social Care

In the meantime, the Department has
supported social care employers to develop proposals
for National Skills Academy status from the
Learning and Skills Council. In particular, ministers
appointed David Sherlock (Director of Beyond

154

Standards) to chair a steering group 1o oversee the
develﬂpme:nt of a bid for a National Skills ,"Lcad::m}r
for Social Care.

On 7 Ocrober 2008, following a competitive
bidding process, John Dienham, Secretary of State
for Innovation, Universities and Skills, announced
that “The National Skills Academy for Social Care
will be the first welfare-related skills academy and
will rarger training and development support to the
1.5 million social care workers in England. There
will be a particular emphasis on small and medium-
sized organisations with limited training and
development budgers.”

The Narional Skills Academy will be an
independent organisation led by social care
employers, and will focus on commissioning,
leadership and management. It is currently
developing the following programmes:

Leadership and commissioning: extending the
scope of leadership programmes from senior levels
to the rest of the social care workforce.

« Accreditation and evaluation: building a model for
the Academy of endorsing programmes, materials
and training providers in order to support
employers in making wise choices when spending
their training, learning or development budgets.

Social care training scheme: developing a scheme

for trainees in social care, to appeal particularly to
graduates, taking account of existing models such
as those in local government, health management
and the Civil Service.

« Personalisation: reaching out to micro-employers
(those managing their own staff with their own
budgers) and identifying with them the best ways
of supporting their learning needs as employers,
and those of their staff.

268 In addition, the Narional Skills Academy
is developing a business plan to meet the
requirements of the Learning and Skills Council,
a communications strategy and a membership



scheme. It is envisaged that the Academy will be
launched in autumn 2009.

| Raising the status of social care

12.69 Supporting the development of a National
Skills Academy for Social Care was one part of a
ministerial five-point plan to raise the status of
social care, announced by ministers in April 2007,
Progress is also being made on the other four
priorities. In particular, the Department is working
with the Social Care Institute for Excellence (SCIE)
to develop:

» a good-quality professional social care journal;

» a new awards scheme, the Social Care Accolades,
which is jointy sponsored with Skills for Care;

» improved e-learning capacity and capability within
social care; and

» an extended programme to identify and
disseminate good practice.

12.70 Taken together with the National Skills
Academy, these measures should do much to raise
the profile and status of social care.

Review of delivery organisations

12.71 The Department of Health and the
Department for Children, Schools and Families
(DCSF) have also jointdy commissioned a review of
the three delivery organisations for social care
workforce issues:

« the General Social Care Council (GSCC);
» SCIE; and
» Skills for Care.

12.72 These organisations are collectively
responsible for managing the Department’s
investment of £95 million in social care workforce
develapment. It therefore seems right to review
whether or not this money is being used to best
effect to deliver on the Department’s overall
objectives, and to ensure that the roles and remit
of each organisation are fit for purpose in the new
policy context of increased personalisation.

12,73 The review, which will report in spring

2009, will cover:
the role and purpose of the three organisarions;
» their statutory funcrions;
» their governance and funding arrangements;
» the relationships between them;
their relationships with the Department; and

their relationships with stakeholders.

In considering the role of the GSCC, the
review will ensure continuing assurance of public
protection and the read across to the health secror.
In addition, the review will ensure consideration of
the UK-wide system of regulation and the need to
align regulation across the four countries of the UK.
DCSF have also commissioned a review of the
delivery partners on children’s services.

Mental health

Access to care

Since the publication of the National
Service Framework for Mental Health, mental health
services in the community have continued to be
strengthened. There are now more than 740 new
specialised mental health teams in place to ensure
that people with serious mental health problems get
the right treatment, at the right time.

As at the end of March 2008, there were
around 344 crisis resolution, 249 assertive outreach
and 150 early intervention teams established in
England (refer to the case study example overleaf).
In the first two quarters of the financial year
2008-09, crisis resolution teams provided 58,100
home treatment episodes, and at September 2008
some 20,130 people had been seen by assertive

outreach teams.
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Lifting the cloud of doam — a personal experience of
early intervention.

All her life, Jill from Kent bas lived with people
with mental illness. Her father and her two brothers
had schizophrenia, so when her son Ed started to
hear voices and hallucinate she despaired that his
life was over, in the way that she felt her brothers’
lives had been cut short, and that he would never

p.r'.-g}r an active role in sociery.

“After getting involved with the early intervention
team, all of our lives changed for the better. A chain
was broken in our family that had gone on for
H.h’”.f_}' _].’E':’I'J".T. f.lg.if ﬂfl'.'-‘l'.'-‘ﬂ.l‘ l'.'!r-l'.'l'ﬂ'd'r Ny .Erf_l’ﬁfd a'-f.i"l'#{ e |:l'.|.;.I!ll

learned how to five again.

“The things that have veally belped have been the
whole-family support, learning how the brain and
body werks and how important it is to take care of
it all like a well-oiled machine. We understand the
need to have goals in life and to chill out and relax
frig !'{‘-'I".l'r.l'l.

“We communicate better as a family and we're

able to look out for all the early warning signs, 5o

if Ed does slip we can nip it in the bud, talk about
it and move on. Fd is a very active and motivated
young man. He has passed his GCSEs, is continuing
his studies and has become horticulture student of
the year at college.”

Suicide rate

The 2000 Public Service Agreement (P5A)
Mortality Targets set out to reduce the mortality
rate from suicide and undetermined injury by at
least 20 per cent by 2010. The suicide rate for
2007, the most recent dara available, is the lowest

recorded level ever and among the lowest in Europe.
The latest suicide maonitoring data for the three-year

period 2005 to 2007 shows a reduction of 13.9 per
cent from the baseline t 7.9 deaths per 100,000
population. This is now part of PSA Delivery
Agreement 18 (refer to annex C).

# Significant progress has been made in
reducing the number of suicides in our prisons,
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and the Department continues to see a welcome
reduction in the rate of suicide among young men.

Following publication of Sensitive Coverage
Saves Lives (The MediaWise Trust) in June 2007,
the SHIiFT initiative has published a handbook and
web resource entitled Whar’s the Story?, designed to
help journalists report mental health and suicide
stories in a more responsible way.

280 Other key priorities in 2009 will be:

» to publish a roolkit for acure mental health
in-patient staff to use in order to reduce the
incidents of in-patients dying by suicide while
off the ward without permission;

» to improve mental health care for older people;

and

» to take forward the findings of the review,
published in 2008, of suicide risk among lesbian,
gay and bisexual people.

Delivering race equality

281 Delivering Race Equality in Menral Health
Care: An Action Plan for Reform Inside and Outside
Services is a five-year plan launched by the
Department in January 2005 to tackle the
inequalities in access to services that people from
some black and minority echnic (BME)
communities experience. Delivering race equality
(DRE) is now a well-established priority for mental
health services, supported by significant new
resources — for example, by March 2008 over 400
community development workers (CDWs) were in
place. CDWs help to build bridges berween services
and their local BME communities, and support
those communities in helping to plan and provide
mental health care.

12,82 DRE is identifying new models for
commissioning and provision thar better meet
individual needs, engage communities and make
more effective use of resources. For cxamplc, the
pilot project in Newham, East London, of the
programme Improving Access to Psychological
Therapies (IAPT) has demonstrated that Asian



and other BME communities can have equal access
to, and from, the new services. The challenge now
for DRE is to transplant that sort of experience and

learning from the confines of the programme into
| mainstream local commissioning, so that the NHS
can offer equal access to a full range of effective
services thar are appropriate to the ethnicity or
culture of service users. DRE will remain a
top-tier priority until then.

Older people

12,85 Policy on older people’s mental health
(OPMH) has been consistently developing since
publication of the Narional Service Framework for
Older Peaple (DH, May 2001). This framework has
a strong focus on meeting the needs of older people
and contains a standard on older people’s mental
health care and a service model for dementia. The
start of a wider OPMH Programme was marked by
publication of Securing Better Mental Health for
Older Adulis (DH, 2005) and Everybody’s Business,
the Department’s service development guide for
integrated mental health services for older adults,
in 2006. This was followed by the Let’s Respect
campaign and toolkir.

12.84 The Department is committed to developing
policy and practice which is robustly assessed for

its potential impact on older people, so that

services meet everyone’s needs equally well,
whatever their age.

12.45 The Department introduced a new
Healthcare Commission indicator for the
Commission's Annual Health Check 2006-07.

This indicator assesses PCTs on the existence and
content of the latest local assessments of older
people’s mental health needs. Results for 2007-08
showed that 74 per cent of PCTs achieved the
criteria set against this indicator — an increase from
65 per cent in 2006-07.

12,646 It is expected that implementation of the
Nartional Dementia Strategy will be a lever for
driving further improvements. More detail on this
strategy can be found in paragraph 12.181.

Strengthening the workforce

12.67 Since 1997, there have been significant
increases in the numbers of consultant psychiarrists
(64 per cent), mental health nurses (21 per cent)
and clinical psychologists (71 per cent), based on
\.'-'].'lﬁ]].ﬁ."[j.ﬂfl{' qu.li\"ﬂlfnl’ ]'.Illml.']{:l.'ﬁ.

Work is continuing to support and embed
the New Ways of Working Programme across all
practitioners in order to promote flexible working,
based on competences and capabilities. This
initiative has been carried our using best pracrice
guidance and the creating capable teams approach
that enables multi-disciplinary teams to review their
function, to define the needs of service users, and
carers, and to look at whar skills and competences
they need in order to meet those needs. This work
has taken place in partnership with stakeholder
professional and regulatory bodies representing
psychiatrists, psychologists, nurses, social workers,
pharmacists and allied health professions as well as
the NHS Confederation.

A specific programme on Medicines
Management (MM) in Mental Health has been
developed that covered:

« the Mental Health Spread Programme that looked
at the potential for pharmacy to impact on the
delivery of medicine-related services to service
users of mental health by developing staff roles;

» publication of a leaflet entitled Medicines
Management: Everybody's Business — A guide for
service users, carers and health and social care
practitioners (DH, 2008);

» an MM best practice Self Assessment Toolkit to
help trusts to review their MM;

» an MM Leadership Collaborative Learning Set
covering 10 trusts;

» guidance on mental health pharmacy service level
agreements; and

» publication of a consultation document on
extending the roles of pharmacy technicians.
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The Mental Health Act 2007’s new clinical
roles offer the flexibility and opportunity for a wider
range of mental health professionals to develop their
careers by undertaking the roles of approved menral
health professional and approved clinician.

Reducing stigma and discrimination

The Department is working closely with
Time to Change, the Big Lottery Fund and Comic
Relief-funded charity secror Anti-stigma and Well-
being Campaign, and is continuing to support
SHIFT, which focuses on two key audiences —
employers and the media.

The work in employment is aimed at
improving the recruitment and retention of people
with mental health problems. More than 30,000
copies of a guide for line managers on handling
mental health problems in the workplace have been
distributed, and a panel of experts has been set up at
the Sainsbury Centre for Mental Health in order o
signpost employers to other best pracrice guidance.
Three short, humorous films about managing
mental health problems ar work have been made
as a way of engaging employers and staff with the
issue. SHIFT is also playing a central role in
developing Dame Carol Black’s cross-government
strategy on mental health and employment.

SHIFT’s other focus has been on improving
media reporting, encouraging more positive
representations of people with mental health
problems and challenging stigmatising coverage.
The SHIFT “Speakers’ Bureau’ — a bank of people
willing to talk abour their real-life experiences of
mental illness in the media — has become an
essential resource for journalists and a way of
ensuring that service users’ voices are heard. Apart
from their handbook on best practice for reporting
mental health, SHiFT publishes an annual analysis
of media coverage to see if it is improving,

SHIFT also conducts research to measure
how effective anti-stigma work is. It conducrs the
annual Actitudes to Mental [llness survey, and has
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commissioned annual surveys of people’s experience
of discrimination. This research will also be used

to evaluate the overall impact of the Time to
Change Programme,

Tackling social exclusion

The discrimination that surrounds mental
health can make it more difficult for people with
mental health problems to ger the job they want,
or the education and services that they need. The
Department knows that the majority of people
with mental ill-health want to work, and that social
inclusion is also assisted by supporting people
with mental health problems to access and use
mainstream community services.

' PSA Delivery Agreement 16, which exists to
increase the proportion of social excluded adults in
settled accommodation and employment, includes
those people in touch with secondary mental health
services. In 2008-09, the National Social Inclusion
Programme (NSIP) has worked with the
Department for Work and Pensions and the Cabinet
Office on delivery plans along with its associated
national indicator on adults in contact with
secondary mental health services in employment.

The Department is indebted to the work
of the NSIP which published its fourth Annual
Review in January 2009, highlighting its key
progress. Its achievements this year include
increasing the levels of support to socially excluded
adults who want to learn, and the PuHianian of
Connect and Include — An Exploratory Study of
Community Development and Mental Health in June
2008. Secretary of State for Health Alan Johnson
launched the training package ‘Open to All" on
16 Seprember 2008 ar the Wallace Collection.
This was developed to help museums and galleries
to be more inclusive for people with mental health
problems through arts participation, access to
galleries and museums, and employment and
volunteering opportunities in the sector.



Choice in mental health

12,98 The Department knows that there are
significant inequalities in both access o mental
health services and mental healch itself, and thar
giving mental health service users more choice and
control over their treatment can benefit them more
than any other group.

12.99 The Department is committed to giving
people with mental health problems choice and a
more personalised service, and there is encouraging
evidence that choice can work in reducing
inequalities in access. For example, the IAPT pilot
site in Newham, East London, found that removing
the GP ‘gateway’ and allowing people to self-refer
improved the ethnic mix of those using the service
so that it more closely matched that of the

local population.

12.100 The way in which mental health services
are organised, and the fact that referrals are not
normally elective, means that mental health services
have not been included in Free Choice policy.

This exclusion extends to the legal right, from

1 April 2009, to choose the organisation that
provides NHS care when referred for a first
outpatient appointment.

12,101 The focus has been on the personalisation
of services. For example, mental health has been
included in the pilot projects for new individual
budgets for healthcare, and it may be possible to
offer some service users a choice in the form of
cognitive behavioural therapy they are offered.

12.102 Choice is also important in secure seteings,
and the Mental Capacity Act 2005 clearly states
thar the least restrictive option should be employed
wherever possible, giving people the maximum
opportunity to make their own choices, for example
about food and acriviries.

Personalisation

12.103 Personalisation means making sure that
people get a service as closely tailored to their

individual needs as possible, and much of the
Departments’ activity on mental healch will
continue to be based around work on equalities,
which comprises significant work streams on race,

gender and age.

A key part of the New Horizons work
will entail a framework for public mental health
and well-being, which recognises the important
contribution that mental well-being makes to
promoting physical well-being and addressing
inequalities in health. Additionally, cross-
government work will take place on addressing
the wider determinants thar affect well-being.
These include addressing risk factors, for example
substance misuse and violence prevention,
and promoting protective factors, including

improvements in parenting.

Improving Access to Psychological Therapies
The IAPT Programme is already

contributing to better well-being around the

country in the first stage of its nationwide roll-out.

06 Some 35 PCTs launched IAPT services
during the year, sharing £33 million of funding,
More will do so over the next two years as a further

£140 million is released.

The NHS embraced the programme
enthusiastically, with many PCTs choosing to add
their own money to the programme funding so that
their new services could develop further and faster
than originally planned. Between 60 and 70 per
cent of England’s population is now expected to
have access to local psychological therapy services
by 2011, against a plan for 50 per cent.

12,108 The first wave of new services recruited
more than 800 trainees between them. Around 400
qualified therapists are supervising the trainees’
work with patients.

12.109 A key aim for the IAPT Programme is
to help people get back to or stay in work if their
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mental health has pur their job at risk or prevented
them getting one. The opportunity to have 12 job
retention pilot projects, funded by the Department
for Work and Pensions, in some of the IAPT areas

is welcome.

IAPT services are working hard to help
local employment and health services work well
together in order to meet their patients’ individual
needs by adding case managers to their multi-
disciplinary teams in the next financial year. Top-up
eraining will also be offered to some qualified
therapists so that they are equipped to provide
the required level of supervision to trainees and
support the more rapid expansion of new services
across the NHS.

Mental Health Act 2007

The Mental Health Act 2007 extensively
revised the Mental Healch Act 1983 (the 1983 Act)
in order to modernise and improve the legislative
framework within which compulsory measures can
be taken, when necessary, to ensure that people with
mental disorders receive the treatment they require.
The changes include greater flexibility abour the
practitioners who may carry out important statutory
roles under the Act, and the introduction of
supervised community treatment to allow patients
to be discharged from detention in hospital and
continue their treatment in the community, subject
to the possibility of recall to hospital if necessary.

During 2008-09, the Department, wurlting
with the Narional Instrute for Mental Health in
England, the Ministry of Justice, the NHS, and
local social services authorities, completed the
preparations necessary for the implementation of
the majority of the amendments to the 1983 Act
from 3 November 2008, This included the
publication in May 2008 of a comprehensively
revised code of practice to the 1983 Acr.
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Jakes Story

“For the last 20 years, I have not done a job 1
actually enfoy — money was my only incentive.

[ was a husband, a doting father of two beautiful
daughters, all safe in owr home. Until redundancy
strikes and mortgage rates over-double. Worried
beyond belief. I had to sell the house. We moved
in with my mother-in-law, short-term. I found

a job and started to pay back debts.

“I started to get pains in my chest but then my
world turned upside down when my granddad, who
was my friend, passed away. When I went back to
work, I was asked to go on shifts, to get me out of
the way I think. My wife’s grandpa died. A manth
or two later, I started having problems with my
heart again.

“Again, [ was off work and I started to get really
low, fed up with life itself, I suppose. Back at wark,
I was given a different job — a heavy job, which [
did for about a month. I went off sick again — it
was just too much and I was frightened of it all
happening again. Then [ got made redundant.

“My wife eventually made an appointment for me
to see the doctor. Turned out I'd got depression and
was referred to an organisation called Rethink. [
saw an TAPT therapy worker, who somehow got all
sorts of things off my chest. Then Lynn, a suppors
worker, whose job is to get someone with low to
moderate mental health issues back to ‘normal’,
helped us to ger our own house again.

“I don't want to speak too soon, but things seem to
be sorting out just nicely. We are closer as a family
and I am doing some voluntary work.”

Future direction of mental health services
12,113 Significant gains in mainstreaming and
modernising services for people with severe mental
health problems have been made. Many people have
been enabled to stay in their own homes while
being cared for by community teams, avoiding
unnecessary hospital admission and resulting in
better access 1o care, and better outcomes for users.



The development of community services is
continuing and improvements are being made in
the way in which hospital and community services
work together, especially for those requiring
emergency support and trearment.

| 2114 Building on this work, through the

New Horizons Programme, the priority of the
Government is to meet the mental health needs
of the community as a whole by working with
stakeholders to establish a vision of how to embed
new priorities and agreed principles into services;
alongside a public mental health strategy which
identifies root causes of poor mental health and
provides cost-effective interventions to promote
mental well-being.

12.115 The Department also intends to:

« develop, in partnership with the NHS, a payment
system for mental health services coupled with
better monitoring of patient outcomes so that
good practice is incentivised: and

» provide stronger primary care for mental health,
and ensure thart the principles of world class
commissioning are applied to the commissioning
of mental health services, making integrated
health and social care commissioning the key
to delivering excellent services.

Offender health

2116 Prisons provide an opportunity to offer
health promotion and harm minimisation
programmes. Initiatives to improve the health

of people in prison have built on earlier successes
and include the following;

Smoking

1211 Following the passing of the Health Act
2006, smoke-free provisions have been introduced
throughout prisons. All indoor areas are now
smoke-free, with the exception of cells occupied
solely by smokers aged 18 and over. The young

person’s prison estate is now entirely smoke-free.

Drug misuse

At December 2008, all of the 53 first- and
second-wave Integrated Drug Treatment System
(IDTS) prisons were operational, providing the
key elements of clinical IDTS service. Some 29
of the 53 received additional National Offender
Management Service funding for counselling,
assessment, referral, advice and throughcare
(CARAT) resources; the other 24 did nor and were
considered ‘clinical only’ sites. All of the 29 fully

funded sites were operational.

In 2008-09, PCTs received a third wave
of funding for enhanced clinical drug treatment in
a further 38 prisons. The IDTS is designed to
provide:

improved clinical management with greater use

of maintenance presenting;

intensive psychosocial support during the first
28 days of clinical management; and

greaer integration of clinical and psychosocial
treatment services with renewed emphasis on

throughcare.

Blood-borne virus prevention

Prevention work includes:

continued distribution of disinfecting tablets
throughout prisons to aid prevention and conrtrol
of the transmission of blood-borne viruses such as

HIV, hepatitis B and hepatitis C; and

distribution of 2 DVD entitled Hep C: inside
and out, developed for use by people in prison,
providing primary prevention information on the
risks of the hepatitis C virus. This DVD won a
eold award at the New York International Film
and Video Awards, the top accolade in the
‘Society and Social Issues’ category. Earlier in the
year, it won a gold award from the International
Visual Communications Association for the
category ‘Best Documentary” in 2008.
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Health trainers

The health trainer service in offender
settings is an integral part of the National Health
Trainer Programme and thus aligns with the
national model. Prisoners are trained to identify and
support their peers with lifestyle issues, and to
signpost them to available services appropriate 1o
their needs Ehllnwing training to Mational Level 2
{Royal Society of Public Health, Health Trainer

Champions).

Those who have been trained to Level 3
(City & Guilds — Health Trainers) are able to help
others with changing their patterns of behaviour.
This programme has a high profile and is now
producing explicit evidence, through PCT-owned
data collection systems, that the outcomes are

positive.

Physical Activity and Health Referral
Programme

This programme offers prisoners physical
activity/exercise on prescription for specific physical
and menral health conditions and runs in
partnership with Offender Health (Department of
Health), Her Majesty’s Prison Service Physical
Educarion College and the University of Central

Lancashire.

Physical education officers undertake
training models at University Certificate level in
order to become CXpert Practitioners in exercise
referral. The qualification is assignment-based and
runs alongside the mainstream exercise referral
provision which was built on Exercise Referral
Systems: A National Quality Assurance Framework
(DH, April 2001).

Walking the Way to Prison Health

Walking the Way to Prison Health is
integral to the mainstream provision of the National
Walking the way to Health Initarive (WHI).
Prisoners who may be at risk of ill-health as a direct
result of unhealthy/sedentary lifestyles are offered
the chance to join walking groups in order to
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improve their levels of physical activity and
therefore their health.

Prison staff are trained to the national
standard, in line with the narional programme.
Work is currently under way to ensure further
integration with the national programme in order
that existing WHI staff (usually PCT-based) can
deliver training in their local prisons.

Learning disability

12.127 A proportion of prisoners (estimarted at
between 3 and 7 per cent) have a learning disability.
Initiatives to improve the health and well-being of

this group include:

» national one-day learning disability awareness
training for prison officers on how to identify and
address the challenges presented by learning-

disabled offenders; and

» piloting a screening tool for use by non-clinicians
to identify the probability of a learning disability
in a prisoner (three pilots to commence during

2009-10).

Older prisoners

12128 There is an increasing number of older
prisoners in the system. They present challenges
to the prison regime with regard to health and
well-being. Initiatives to address this include:

» the implementation of an Older Prisoners Care
Pathway based on communiry standards burt
within a prison setting;

» the development of Older Prisoner Forums in
prisons with a significant number of older
prisoners (more than 50 prisoners over the age
of 55); and

» the establishment of a generic end-of-life policy
for prisoners in partnership with the National
Offender Management Service.

Enhancing the healing environment

12.129 The Department’s Offender Health Team
has worked in partnership with the King's Fund and



with teams from five London prisons on a pilot
project to improve their healthcare environment.
In 2009-10, the King’s Fund, in partnership with
Offender Health, will extend this initiative across
prison and PCT partnerships to a cohort drawn
from all public and private sector prisons in
England. It is anticipated that a maximum of a
further 20 projects will be undertaken over a period
of 18 months.

Helping to improve performance at
a local level

12,150 In 2008, Offender Health issued the first
set of voluntary Prison Health Performance
Indicators. These indicators were designed in close
collaboration with Offender Health regional teams,
SHAs, PCTs and prisons. All public sector prisons
returned information, allowing for the first ever
national detailed overview of prison health services
to be undertaken based on NHS standards.

12,131 While all indicators are being used
annually by all SHAs and PCTs with prisons, many
have extended their use and are collecting elements
of the indicator set quarterly, and a number of
PCTs have begun to use them as commissioning
tools in tendering new, or monitoring existing,
prison services,

12,132 Building on this success, an amended set
of indicators has been developed for 2009 with

the ultimate intention to merge prison health
performance into the main performance framework
of PCTs in due course.

12.133 These indicators, led locally by the regional
offender health leads working alongside their PCT
and SHA colleagues, have had a significant effect
on promoting the relationship berween service
developers, providers and commissioners. The
independent sector, which currently provides

12 per cent of prison places, is using them to
monitor its service provision.

Improving Health, Supporting Justice

Work on developing the national strategy
has continued; however, the extension to Lord
Bradley's review on diversion from the criminal
justice system for people with mental health and
learning disabilities has meant that publication of
the final strategy will not rake place until the end of
the first half of 2009, This extension has allowed
Offender Health to ensure that regional delivery
plans for 2009 are fully integrated into national
and regional strategic objectives.

Women offenders’ health

The Department is responding positively to
the health recommendations contained within the
Corston Report, A Review of Women with Particular
Vislnerabilities in the Criminal Justice System (The
Home Office, 2007). The Offender Health and
Social Care Strategy will have a distinct pathway for
women in contact with the criminal justice system,
and will look at improvements in health provision
throughout the process, including ar arrest and in
court, as well as more generally in the community.
This strategy will provide the vehicle for taking
forward the Department response to Baroness
Corston’s recommendations relating to women'’s

healchcare.

Escorts and bed watches

Offender Health is leading a three-year
project to transfer the commissioning responsibility
for the security activity relating to escorting
prisoners to NHS hospitals, for appointments or
in-patient stays, from public sector prisons in

England to PCTs.

12.157 In April 2008, HM Prison Service
cransferred £19.96 million to the Department of
Healch. It was then allocated to PCTs to manage
this activity via the SHA bundle.

Children and young people

12,138 The vision for the Children and Young
People Programme Team in Offender Healrh is to
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embed improvements to services for this very
vulnerable group of children and young people into
the wider children’s agenda rather than into the
wider offender agenda. In order to achieve change,
these children must be seen as children first and
offenders second, where the latter applies. With this
aim in mind, the team works in partnership with
the Youth Justice Board (Y]B), the Ministry of
Justice, the Home Office, HM Prison Service
(HMPS), and colleagues in the Diepartment of
Health and the Department for Children, Schools
and Families (DCSF). DCSF will be underraking a
key role in this project as the legislative lead for
developments for the Children and Young People
Programme, as laid out in the Children Act 2004
and Every Child Macrers (2005).

The management of health and social care
policy for children and young people in contact
with the criminal justice system has recently been
the subject of a review. This has led to the
development of a senior-level programme board
with membership from the Y]B, HMPS, Offender
Health, the Department of Health, Children,
Families and Maternity Teams and, in future,
DCSF. The board is focusing on the development
of more formalised partnership working, and a
prioritised joint programme of work with the
development of an Offender Health Strategy for
Children and Young People at its centre.

Prison health IT

The Department commissioned NHS
Connecting for Health to deliver the first national
clinical IT SYStem across the entire Prison Service
estate. Deployment across the prison estate is

|.‘J]'.11:||'Itd for 2009-10.

The introducrion of such a system will

deliver a wide range of benefits, including:

enabling clinicians to have 24/7 access to
prisoners’ medical records, so thar they can make

more informed decisions and deliver better quality

care; and
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» ensuring better continuity of care as prisoners
transfer between prisons, and between prison and
the community, and improving patient safety.

New Deal for Carers

Following consultation with over 4,000
carers, the Department published the Government's
Carers Strategy, Carers at the Heart qf 215t Century
Families and Communities, in June 2008. The
strategy, signed by eight Secretaries of State, sets out
a ten-year vision and plans for improving support
for carers. It conrains both short- and longer-term
commitments for the Department, working in
partnership with other government departments,
health and social services, the third sector and
carers themselves.

Carers Strategy

The Carers Strategy makes clear that carers
of all ages should not have to ignore their personal
concerns and needs — whether in respect of their
well-being or health — because their caring role does
not allow time to address them. Services and
support available to carers should be such to enable
them to stay well throughout their caring role,
from young carers through to older carers.

Key components of the new strategy will
ensure that carers have increased choice and control,
and are empowered to have a life outside caring.
Key commitments include:

» providing access to informartion for all carers;

» training for carers;

¢ an additional £150 million in PCT allocations
over two years from April 2009 to support breaks
from caring;

s the establishment of national demonstrator sites
to develop evidence of effective ways of prﬂviding
health checks and breaks for carers and better

support from the NHS;

« training for professionals in order to provide
better support for carers; and



» supporting the third sector to develop its capacity
{0 SUPPOIT CArers.

Standing Commission on Carers

12.145 The Sranding Commission on Carers,
announced by the Prime Minister in 2007, played
a significant role in advising on the development of
the strategy, particularly the strategic vision. In the
initial stages of its work, the chair and members
were personally invited by the Minister for Care
Services to form the Commission. For the longer
term, the Commission will be appointed in
accordance with guidance from the Office of

the Commissioner for Public Appointments.
Advertisements secking applications were placed

in February 2009. The appointment exercise will
be completed by summer 2009.

Implementing the strategy

| 2146 The chair and members of the Standing
Commission addressed nine regional events
organised by the Department in Seprember and
October 2008. In all aver 1,000 delegates attended.
The primary purpose of these events was to engage
with those delivering services to carers. The
Department wanted to hear about their experiences
and how they had developed innovative approaches
and good practice. A summary of key messages from
the regional events is available at: www.coievents.co.
uk/carersstrategy/summary.asp.

12,147 In February 2009, the Department sought
expressions of interest from PCTs, local authorirties
and the third sector to establish national
demonstrator sites.

Carers Direct

12.144 Previously known as the information
service/helpline for carers, Carers Direct fulfils
commitments made in Qur Health, Our Care,

Our Say.

12.149 Carers need accessible and reliable
informarion that enables them to access services
and support for themselves and the people they care

for. To date a number of local and narional services
have provided such support. While the value of
these services cannot be overstated, they are often
available for only a few hours a week, poorly
resourced or limited geographically. What has been
lacking is a well-funded and comprehensive
nationally available informarion service.

Working with carers, the national carers’
charirties and other stakeholders, the Department
has established such a service — Carers Direct.
Carers Direct will provide, via a website, a single,
national freephone number, e-mail and postal access
to the information so needed by carers. The
Deparement expects that carers will be provided
with assistance by the service directly, or referred
on to an existing service that would be more
appropriate.

Carers Direct will also work with other
similar services to develop the integration and,
through that, the value of information services for
carers generally.

The web component of the website, hosted
on NHS Choices — www.nhs.uk/carersdirect — went
live in June 2008 in limited form. Working with
national carers’ charities to develop the website’s
content, NHS Choices completed the site in April
2009. The complementary help resource, available
by phone, e-mail and post, went live in April 2009.

The Department is making up to
£2.8 million a year available to support Carers
Drirect.

Caring with Confidence

Previously known as the Expert Carer
Programme, Caring with Confidence delivers
another commitment in Owur Health, Our Care,

Our Say.

12,155 The Government acknowledges the huge
contribution that carers make to society, butitis a

role that is often taken on suddenly and without
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preparation, leaving carers to struggle with the

vital responsibilities thar they have assumed. In
recognition of this, the Department has established
Caring with Confidence. It will provide training to
carers, empowering and enabling them. It will
inform them of their rights and the services available
to them, and develop their advocacy skills and their
ability to nerwork with other carers in order to

support their needs.

Working with stakeholders, the
Department developed a comprehensive model for
the training and its delivery — which will be available

face to face and on a distance-learning basis.

In December 2007, the Department
awarded a contract to a consortium comprising
the Princess Royal Trust for Carers, Carers UK,
Crossroads, Partners in Policymaking and the
Expert Patients Programme, to lead the delivery and
ongoing development. The contract commenced
on 1 January 2008,

The first face-to-face training for carers
took place in August 2008, and the distance-
learning version is currently being piloted. Full
capacity of Caring with Confidence provision will
be achieved during summer 2009,

The delivery of Caring with Confidence
will be through existing local providers of services —

whether from the third or statutory sectors.

The Department is making up to
£4.6 million a year available to fund the
programime.

Valuing People Now

Valuing People Now: A New Three-year
Strategy for Peaple with Learning Disabilities (DH)
was launched on 19 January 2009 by Secretary of
State for Health, Alan Johnson, Minister for Care
Services Phil Hope, and National Director for
Learning Disabilities Anne Williams.
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This cross-government strategy aims to
deliver real change for all people with learning
disabilities, including those with complex needs.
people on the autistic spectrum, learning-disabled
parents and people from minority ethnic
communities, so that all people with learning
disabilities are supported to live independently and
as equal citizens. In particular, the strategy sets out
key action at government, regional and local level
to set the environment to enable clmnge to happen,
and grow capacity and capability for local delivery.

3 The strategy:
. is written from a human rights perspective;

. focuses on what people have told us abour the
support people with learning disabilities and their
families need — over 10,000 people were involved
in responding to consultation on the strategy:

¢ SCES Oun ﬂE[iGﬂ ACTOS5 gﬂ‘-’l’.‘r“m{'nt to tra“&fﬂﬂ“
the relationship berween people with learning
disabilities and public services; and

provides a further response to the Joint
Committee on Human Rights report, A Life Like
Any Other?

The strategy also includes the
Government's response to the recommendartions
in Healthcare for All (HM Government, 2008) the
report of the independent inquiry into access to
healthcare for people with learning disabilities,
chaired by Sir Jonathan Michael. The Inquiry
was set up following Mencap’s report Death by
Indifference abour six people with learning
disabilities who died in the care of the NHS and/or
social services. The Ombudsman reported in March
2009 on the investigation of complaints made by
the families of the same six people.

12.165 The strategy is firmly rooted within the
Government’s personalisation agenda and links with
other national strategies and initiarives, including
Aiming High for Disabled Children, the Carers
Strategy and Putting People First. It will support
more people to commission their own services in



order to live independently and have choice about
the way they live their lives, including supporting
people to get jobs and a home of their own, and to
have relationships and social lives.

12.166  The delivery plan, published alongside the
strategy, sets out roles and responsibilities, and
action for 2009-10. Making it happen requires
leadership ac all levels and across all agencies,

a grearer focus on understanding needs locally,

and developing commissioning strategies to support
choice. Key deliverables in the year include:

o having an effective Learning Disability Partnership
Board in every local authority area;

» publication of a cross-government employment
strategy in 2009, which will help to meet the PSA
Delivery Agreement 16 indicator on getting more
adults with learning disabilities known to councils
into employment;

» a joint programme of work between the
Department of Health and the Department for
Communities and Local Government, in order to
increase housing options which will help to meet
the PSA Delivery Agreement 16 indicator to get
more people with learning disabilities known to
councils into settled accommeodation; and

s new guidance on commissioning services for
people with learning disabilities in spring 2009.

Autistic spectrum conditions

12.167 The Government has announced a range
of measures to help people with autistic spectrum
conditions and their family carers. The Department
has appointed a national advisor on autistic
spectrum conditions and established an external
reference group, which is chaired by the Chief
Executive of the National Auristic Society. The
Department is working closely with the external
group to engage stakeholders in a programme of
work in 2009-10 to improve public services for
people with autistic specerum conditions in order

to enable independent living and inclusion in
society. Key deliverables in the year include:

» published good practice guidance on commission
services for people with autistic spectrum

conditions in April 2009;

consultation on a new national strategy for autism

from April 2009;

a final strategy to be published in December

2009:

statutory guidance, subject to consultation and
assessment of benefits, to support delivery of the

S'I.T:lt!!g:r", ':I.['Id

a research study on the prevalence of autism

in adults, to commence later this year.

Older people and system reform

Partnerships for Older People Projects

The Partnerships for Older People Projects
(POPPs) programme was launched in 2005 and the
Department invested £60 million ring-fenced
funding in 29 pilot projects led by councils with
social services responsibilities, in partnership with
PCTs and the voluntary and community sector.

The pilots have been resting and evaluating
approaches aimed at creating a sustainable shift in
resources and culture away from insticutional and
hospital-based crisis care for older people towards
targeted interventions within their own homes

and communities.

Nearly 100,000 older people in the 29 pilot
sites have benefited so far from the schemes. They
are helping to keep older people in their homes
and out of hospital and residential care.

: 171 The national evaluation of the programme
is due to report in autumn 2009 and will contribure
to the evidence base on the effectiveness of
prevention and early intervention for older people,
and will provide learning and best practice to
support the implementation of the Pusting People
First agenda.
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The wider lessons from the programme
are being disseminated alongside evidence from the
Link-Age Plus pilots. A comprehensive resource
pack and 2 DVD were launched at the MNarional
Children and Adult Social Services Conference
in Ocrober 2008.

The majority of interventions funded
through the two-year POPPs grant indicate that
they have been, or are in the process an!:ing.
sustained 1]]rm|g]1 mainstream commissioning
processes, with, in many cases, significant
investment provided by PCTs. To dare only 15
(4 per cent) of the total 470 projects across the
programme have indicated thar they do not intend
to sustain their service after the end of Department
funding.

The recent interim report from the national
evaluation of the POPPs programme on progress
demonstrated thar older people using POPPs
services have found that their quality of life
(mobility, washing/dressing, pain and anxiery) has
improved. POPPs has strengthened and accelerared
developments around joint commissioning, and
contributed to a culture change with more emphasis
on early intervention. In particular, the report
found that:

for every £1 spent on POPPs interventions, there
is an average benefit of £1.73, made up of the

£1 value of the service delivered (eg complex
case management, handyperson support or
re-ablement) plus an additional benefit in the
form of an average 73p saving in emergency
hUS]:TiEﬂ] IJl.'d dﬂ:ﬂi; ﬂl'ld

because POPPs services have led to fewer days in
hospirtal, the overall cost of care has been reduced
by £410 per person.

Prevention package for older people

Since May 2008, the Department has been
[ﬂ.ki“g rﬂn\"ﬂl’d d PﬂCI‘Eﬂg{' (JF measures o UmPBWEI
older people in their access and use of prevention

168

services that built on the Naetional Service
Framework for Older People. The main measures are:

improved prevention, early intervention, health

and we]l—b{'il‘:g;

reduced emergency bed days (National Indicator
134) and reduced delayed discharges (Narional

Indicator 131); and

» reduced admissions to long-term care from
acute hospirals.

There are plans to extend the scope of the
initial prevention package for older people to look
at improving other services as part of the cross-
government Ageing Strategy.

The aim of the package is to provide a
renewed focus within the NHS at local level to
work in partnership with social care, local
government and older people in order to provide
services that promote the delivery of betrer
outcomes for older people and grearer value for
money through supporting and informing service

redesign.

The current phase of the prevention
package is focused on bringing rogether existing
health entitlements for older people, such as flu
vaccination, cancer screening, eye checks and
integrated care planning, and work to support,
encourage and communicate improvements in
services in ‘new’ areas such as foot care, falls and
fractures, intermediate care, telecare and audiology.
The final outpurs are due ro be published later
in 2009,

The MNartional Service Framework was
instrumental in rooting out age discrimination in
health and social care, reaffirming the principle that
access to treatment and services should be based on
clinical need, not age. People over the age of 65 are
increasingly likely to take up opportunities for
disease prevention, and the Department is already
seeing increasing numbers of older people accessing



treatments and services; for example, in elective
care:

« the number of knee replacements among those
aged 65 and over rose from 27,242 in 2000-01
to 45,737 in 2006-07; and

« the number of cataract procedures rose from
203,240 in 2000-01 to 254,669 in 20006-07.

12180 The Department also worked to influence
the Local Area Agreement’s (LAA’s) process to help
ensure that indicators around the health and well-
being of older people were included in the LAAs
and are continuing to support delivery, particularly
where performance is currently poor.

National Dementia Strategy

12.181 The first National Dementia Strategy
(NDS) to improve dementia services, announced in
2007, was published in February 2009 (Living well
with dementia: A National Dementia Strategy,

DH, 2009). It recognises the growing impact of
dementia as one of the main causes of disability
later in life, ahead of some cancers, cardiovascular
disease and stroke.

12,182 There are currently 570,000 people with
dementia in England, and an increasingly aged
population means that numbers are set to rise to
over 750,000 by 2020. Some 65 per cent of people
in long-term residential care and many of the people
delayed in general hospital care have dementia.

12,183 In 2008, the Department provided
£500,000 to fund the Alzheimer's Society Worried
About Your Memory? Campaign, making available
advice and information leaflets, booklets and posters
to every GP pracrice in England. The campaign
aims to prompt and help people to consider if their
forgetfulness, or that of a friend is relative, is just
due to poor memory or is the beginning of a
medical problem, and to encourage them to seck
medical advice.

%4 The NDS is targeted largely at
commissioners and service providers.
Implementation has begun and will continue
into 2009-10. Activity has already been taking place
in every region and implementarion sites have been
set up by regionally based Department staff.
Example sites include:

» developing a dementia care pathway with local
authority and PCT partners in the South East
and East Midlands regions; and

» setting up a regional commissioning nerwork in
the north west to help with strategic needs
assessments, identifying priorities and financial
planning.

NHS continuing healthcare

NHS continuing healthcare is a complex
and highly sensitive area, which can affect people at
a very vulnerable stage of their lives. In order to
make the system fairer for everyone, the Department
published new national guidance in June 2007 that
sets out a single, national system for determining
eligibility for NHS continuing healthcare.

. The National Framework for NHS
Continuing Healthcare and NHS-funded Nursing
Care (DH, 2007), which was implemented from
1 October 2007, provided tools and guidance o
assist the PCTs, working with local authorities, to
identify individuals who have an NHS continuing
healthcare need, and to assess that level of need.
The intention was to promote a more consistent,
fair and transparent approach to the provision of
NHS continuing healthcare.

13187 Introduction of the framework has led w
greater consistency and has increased the number
of people eligible for NHS continuing healthcare
(refer to figure 12.1). A review of the operation
of the framework is under way and is due to be
completed by spring 2009,
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Year Quarter Numiber
2007-08 1 24,952
2 27619
3 20,092
4 35,168
2008-09 | 37920
2 40,449
3 43,455

Sornere AN R0 Vil Sipns Mowreortog Return: 2007-08 Loval Dielivery Flan
Reierm Larmonsroner

Dignity and safety

Safeguarding Vulnerable Groups Act
implementation

The Department has worked closely with
the Home Office and the Department for Children,
Schools and Families o introduce a new scheme,
which requires those who work with vulnerable
peaple to be vetted and, if necessary, barred from
work that brings them into contact with vulnerable

people.

To ensure the smooth transition from the
current barring arrangements to the new Vetting
and Barring Scheme, from 1 April 2008, the
Independent Safeguarding Authority (ISA) began to
give advice to the Secretary of State for Health on
referrals to the Protection of Vulnerable Adules
(POVA) scheme. From 20 January 2009, the ISA
has made decisions on all new referrals to the
POVA scheme under the provisions of the
Safeguarding Vulnerable Groups Act.

Review of No Secrets

The review of the No Secrers guidance was
launched in order 1o strengthen safeguarding
vulnerable adules. Working with the Home Office,
the Ministry of Justice and the Attorney General's
oftice, and many other stakeholders, a challenging
consultation document was published (Safeeuarding
Adults: A consultation on the Review of the ‘No
Secrets” Guidnee, DH, 2008).
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191 One of the most extensive national
consultations followed. Together with a document
that had perhaps the largest number of questions in
a consultation, the Department led the national
consultation process involving participation in some

50 national events.

The consultation events began a public
dialogue with stakeholders on strengthening and
re-positioning safeguarding policies and practices.
Participants included the Director of Public
Prosecurtion, human righrs |:n'.}'r:r5, chief execurives
of PCTs and local authorities, some 800 people
with mental health needs and several hundred with
learning disabilities, as well as the professionals
involved in safeguarding,

95 The Safeguarding Adults consultation asks
how the Department needs to change and develop
the No Secrets guidance — the key piece of policy
guidunct Ol Sﬂﬁ.‘gﬂﬂfdiﬂg vulncmh'c ﬂ'EI'L'I.I[S B E.I'IEI.
how the Department combines keeping people safe
with three sets of wider government policy goals.
These are the vision of increasing:

« independence, choice and control for users
of services;

» access to meaningful community empowerment
and safer housing in wider sociery; and

» access to criminal justice for all.
12,194 The Government takes safeguarding issues
very seriously. The Department leads on much of
Safeguarding Adults and is commitred both o
strengthen safeguarding and to transform it into

a much more effective, person-led process. It will
work closely with a whole range of stakeholders to
achieve this aim.

12.195  The Safeguarding Adults consultation has
elicited a huge amount of information, from both
service users and professionals, which is being
considered very carefully by all four government
ministers. The Department is determined to make
safeguarding more effective, more preventive and



much more person centred. The Government will
respond to the consultation in due course.

12.196 The final word on safeguarding should
come from one of our older citizens who told us in
one of our events:

“Forcing older people to do something against their
will is abuse. Professionals should think about that
when they move people out of their homes against
their wishes. Some abuse is done by bad people,
and some by professionals who simply think they
know best.”

The Mental Capacity Act — Deprivation
of Liberty Safeguards (MCA DOLS)
Implementation Programme

12197 To ensure compliance with the European
Convention on Human Rights, the Mental Health
Act 2007 has introduced the Mental Capacity Act
Deprivation of Liberty Safeguards (MCA DOLS)
into the Mental Capacity Act 2005. The MCA
DOLS provide a framework for the lawful
deprivation of liberty of people who lack capacity
to consent to arrangements made for their care or
treatment (in a hospital or care home), but who
need 1o be deprived of liberty in their own best
interests. The MCA DOLS came into force on

1 April 2009.

12.19% The new statutory framework puts in place
processes to prevent unlawful deprivation of liberry
occurring. These processes include a requirement
for hospitals and care homes to seek authorisation
fram their PCT or local autherity if they believe
that they can only care for a person in circumstances
thar amount to a deprivation of liberty. The
processes also include a provision for people
deprived of liberty to challenge their deprivation in
a court of law, as well as requiring a robust
assessment process to be undertaken to determine
whether or not it is appropriate to deprive a person
of their liberty under a standard authorisation.

In order to support the assessment process,
the Department estimates thar 2,000 best interests
assessors, 4,000 mental health assessors and 500
independent mental capacity advocates may need
to be trained. Discussions continue with key
organisations including the NHS Confederation,
the Association of Directors of Adult Social Services
and the Royal College of Psychiatrists.

Dignity in Care Campaign

The Dignity in Care Campaign has created
a nationwide social movement of people committed
to taking action to improve dignity and respect in
health and social care services. More than 5,000
people have signed up as Dignity Champions.

Dignity and respect are now a right in the
new NHS Constitution, will be one of the key areas
of inspection and regulation for the new
Care Quality Commission, and many national
organisations that represent staff, care providers
and the public are taking forward their own
programmes of work and campaigns to help
promote dignity in care.

Local government and regional
policy

Lacal government is a key delivery partner
for the Department’s health and well-being
priorities, and the delivery of adult social care
services in particular. Supporting local councils
and their partners to work together to improve
outcomes for local communities is key to the
Department’s work across its strategic objectives.
During 2008-09, the Department has progressed
work in 2 number of areas in order to improve how

it manages the relationship with local government.

Improving the Department’s regional presence
12203 The Regional Presence project was
established in order to improve the way in which
the Department does business through local
government and its partners, and to realise the
benefits from increasing investment in regional
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partnerships with public, private and third sector
organisations. Significant progress has been made on
all key objectives of the project:

In October 2008, new Deputy Regional Directors
for Social Care and Partnerships (DRDs) were
appointed in each of the nine regional
Government Offices. These new roles have made
an immense impact on the regional landscape,
providing new social care expertise in Government
Offices and playing a leading role in managing

the rL'I:il:iunﬁhip berween the Department and

local councils.

A new Committee for the Regions was established
in Seprember 2008 to hold the Department’s
regional presence to account for the delivery of the
Department’s strategic objectives. The Committee
also provides governance for the Department’s
approach to working with local government and

the work of the Place Forum.

The Department continued to provide leadership
to establish regional Joint Improvement
Partnerships to coordinate social care
improvement activity on a regional basis, and to
invest resources in poorly pcrﬁarming councils as
part of a wider coordination of Department

interest in local ZOVErnment pcrfurmancc.

The new DRDs will play a key role in
implementing Puiting People First and other
national policy priorities on a local level and driving
service transformation. They will also support
improvement of adult social services by building
local capacity and capability, in order 1o continue
the year-on-year success seen in the Commission for
Social Care Inspection Star Ratings. In 2008, there
were more councils whose adule social services were
rated as three and rwo stars, and fewer rated as one
star, continuing the trend seen since the ratings
were introduced in 2002. For the third year
running, there were no councils zero-rated in 2008,
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Implementing the new Local Performance
Framework

The new Local Performance Framework for
local authorities and their partners, signalled in the
2007 White Paper Strong and Prosperous
Communities (The Stationery Office, 2006), came
into operation for the first time in April 2008.

The framework sets out a new approach to
managing the performance of local councils and
their partners, allowing for local decision-making
and priority-setting based on the local circumstances
and the Joint Strategic Needs Assessment.

12,206 The Department has provided strong
support for this process — both from central policy
and implementation reams and from regional health
and social care teams operating from the
Government Ofhices — to enable local partners to
develop an evidence-based approach to selecting

indicators for their Local Area Agreements (LAAs).

12.207 In June 2008, 150 LAAs setting out
priorities for every locality in England were agreed
for the three years from 2008 to 2011. Out of a
total of 5,813 indicators chosen by localities across
England, 2,750 either contribure to or are
determinants of health and well-being. This equates
to around 47 per cent of all indicators chosen and is
a sign of the degree to which local partners wish to
pursue and deliver health and social care priorities
for their communities. Figure 12.2 shows the
health and well-being indicarors that have been
selected as either an LAA or local rarger in ar least

one-third of localities.

12,208 Responding to the new performance
framework's National Indicator Set (NIS), the
Department initiated a new proactive project to
consider how future iterations of the NIS may be
developed in order to improve the representation of
adult social care and better reflect the outcomes that
matter to service users. This project is being led by
the Department with the work co-produced by
regional Association of Directors of Adult Social
Services networks, local councils and other
stakeholders.












Role

To develop policy and lead on planning for emergency preparedness, scientific development, bioethics

and sexual health, international health, protection of the population from risks of infectious diseases and

environmental hazards, health and well-being, and public health delivery.

Key achievements in 2008-09 included:

Implemented on an ongoing basis smoke-free public places and workplaces, which are expected to

demonstrate their impact in due course.

Commenced implementation of Healthy Weight, Healthy Lives and launched Change4Life, a

groundbreaking social marketing campaign to encourage parents to make healthier choices for

their children.

Launched the new national Human Papillomavirus Vaccination Programme, and improved and updated

public health legislation for dealing with infectious diseases and other hazards.

Doubled the size of the stockpile of antivirals for an influenza pandemic, and strengthened the NHS's

ability to manage the consequences of major incidents.

Ensured record numbers of misusers entering drug treatment programimes.

The Human Fertilisation and Embryology Act 2008, keeping the UK at the forefront of developments in

treatment and resea rch.

Summary

In this chapter you will find information on:

Health Challenge England — Next steps for
Choosing Health and Ambitions for Health;

providing strong leadership across government a
national and local levels, and joining up policy;

focusing on key priorities for delivery;

informartion for health — information for the
public;

informarion for healcth = information for service

providers;
health protection;

global and EU developments - towards a stronger
and more strategic vision; and

scientific dwdupmcm and bioethics
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Introduction

This chapter reports progress against health
improvement and protection in England. However,
where appropriate, it also covers developments
further afield, including global and EU
developments, as well as related topics such as
emergency preparedness, scientific development
and bioethics.

Although this chapter focuses on national
policies and programmes, delivery of these depends
crucially on actions taken at other levels, including
the regional tier whose business role includes (refer

to figure 13.1):

strategic leadership;

policy delivery;

performance management and improvement;
© commissioning; and

» corporate and department of state functions.
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Health Challenge England — Next
steps for Choosing Health and
Ambitions for Health

L34 Ambitions for Health — A Strategic Framework
for Maximising the Potential of Social Marketing and
Health-related Bebaviour was published by the
Department in July 2008, This strategic framework,
which complements the vision for the NHS
outlined in High Quality Care for All (DH, July
2008), sets out:

» how the Department will embed social marketing
principles and create health improvement tools
in order to promorte better health and support
behaviour change;

« how the Department wants to work in partnership
across government, industry and the voluntary
sector in order to support the changes that people
need to make to enjoy the best possible health;

E.I'I'd.

» how the Department plans to take action on the
key learning that was gained from the Health
Challenge England roadshows, and to keep the
momentum going by building social marketing
capacity and expertise in the public health system.

The new framework for social marketing is
based on four key areas:

Health capacity — increasing the skills and
knowledge of public health professionals through
a series of conferences, seminars and research
materials.
Health insight — what motivates people to change
their behaviour.
Health innovations — putting social marketing
into action locally, regionally and nationally.
Health partnerships — building the capacity of the
NHS by arming it with the practical tools o work
in partnership with business and voluntary
organisations, in order to benefit the health and
well-being of members of local communities

in England.

Providing strong leadership across
government at national and local
levels, and joining up policy

Tackling obesity
Obesity is one of the biggest health
challenges that this country faces. Obese and
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overweight individuals p!.-m: a Higniﬁcalll' burden on
the NHS. Data from the Health Survey for England

2007 provide the latest informartion on how
common obesity is. These show that in 2007 the
pmp@r[iﬂll ﬂI'L ﬂhl’.‘.‘iﬂ :Iﬂ(i {]\'L‘L“.vcight -a.dulls {i'ﬂ' []'-”:
‘prevalence’) had fallen slightly ro 60.8 per cent,
from 61.6 per cent in 2006; and obesity among 2
tol0-year-olds had increased very slightly, to 15.4
per cent from 15.2 per cent in 2006.

The Government has set itself a new
ambirtion to “be the first major nation to reverse
the rising tide of obesity and overweight in the
population by ensuring thar everyone is able to
achieve and maintain a healthy weight. Our inicial
focus will be on children: h}r 2020, we aim to
reduce the proportion of overweight and obese
children to 2000 levels.” This is :IHgm_'d to the
Public Service Agreement (PSA) Delivery
Agreement 12, which aims to improve the health
and well-being of children and young people. The
Department for Children, Schools and Families
(DCSF) is responsible for delivery of this PSA,

thuugh the Department of Health is a |-'.L'],' partner.

Healthy Weight, Healthy Lives: A Cross-
Crovernment Strategy Jl'ﬁr Enga"muf includes a

framework for action in five key areas:
Children — healthy growth and healthy weight.
Promoting healthier food choices.
Building physical activity into our lives.
Creating incentives for better health.

Personalised advice and support.

Good progress has alrf:m_{],r been made:

The Government is investing £30 million in
‘Healthy Towns’. Local authorities were invited
to become Healthy Towns to lead the way in

changing their communities’ built environment in

nrder o SUIJI'_"L'IH FICDPI'L‘ [ hL‘fﬂ!’l’lf morc :lc[j\-’c

and promote healthy eating. Nine Healthy Towns

have been selected.
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Change4Life was launched, a £75 million social
marketing campaign that is aimed at bringing
together partners — from grassroots level to
national supermarkets and charities — to help
everyone “eat well, move more and live longer”.
In addition, a high-profile advertising campaign
was launched at the beginning of January 2009.

In 2007-08, 88 per cent of uligihlq: children had
their weight and height recorded under the

National Child Measurement Programme. This
means that the national goal of 85 per cent has

|:!CL']'!I met Com F'I'_'Il'l".:l I.'.II}’

In 2008-09, the Government allocated
£65.9 million of funding to PCTs.

In order to support local areas, the Government
has published information on what programmes
and policies PCTs and local authorities can put in
FI]E.CL“ (8] I'Il'.‘[P thl!l'.l'.l e ﬂl'ld meact thcir Iﬂlﬂﬂl TETECTS
on healthy weight. A toolkit was published on

6 October 2008, and gives advice on how local
health professionals can support and help people
in their areas to eat more healthily and be more
acrive.

Obesity is now a priority for many local areas.
The Local Area Agreement Nartional Indicator Set
now includes two childhood obesity measures or
‘indicators’. Some 122 local areas have chosen a
child obesity indicator (either at Reception or Year
6) as one of their 35 rargets.

+ A summirt was held in Ocrober 2008 with

representatives of the food and drink sector, as
well as health and consumer groups, in order to
discuss in more detail how to take forward the
Healtiy Food Code of Good Practice (Food
Standards Agency, July 2008).

.10 The Department published Healthy Weight,

Healthy Lives: One Year On in April 2009. The
report reviews progress on the delivery ot Healthy
Weight, Healthy Lives and sets out priorities for
the future.



The Childhood Obesity National Support Team
(NST), although focused on childhood obesiry,
also looks at the aspects of the environment that
encourage obesity, and works with parents and
families. Visits have been undertaken in every
region but the team is now focusing on targeting
the top 30 per cent of areas selected on the basis,
for example, of breastfeeding, healthy schools
and school meals, as well as on the prevalence of

childhood obesity locally.

Nutrition
Maternal and child nutrition

13.11 ‘Prevalence of breastfeeding ar 6-8 weeks
from birth’ is one of the key indicators in the child
health and well-being PSA. Additionally, it is also
an indicator for assessing local government
performance and it plays a key role in reversing
the rise in childhood obesiry.

13.12 Though breastfeeding take-up rates have
been increasing steadily over the past few years,
many women give up in the early weeks. This
suggests that they need to be supported in order
to maintain breastfeeding. The main challenge is
therefore to focus on interventions that will
encourage more women to begin and continue
breastfeeding for as long as they wish. The
Department is supporting interventions that will
contribute to the delivery of the breastfeeding
indicator. These include the investment of

£4 million in 2008-09 and a further £2 million in
2009-10 for PCTs to promote breastfeeding,
including:

« implementing the principles of UNICEF’s “Baby
Friendly’ initiative in hospitals and the
COMMuNIty;

» training of front-line staff; and

» the provision of easily accessible and timely advice
to breastfeeding mothers through the national
breastfeeding helpline, and the provision of
practical support through a breastfeeding DVD -
From Bump to Breastfeeding (Best Beginnings,

2008) — given to all new mothers in England by
their midwives and healch visitors.

13.15  Other key activities include:
s provision of commissioning guidancu for PCTs;

« engagement of Children’s Centres to offer

accessible services to promote breastfeeding;

» establishment of a regional and local necwork to
promote breastfeeding;

» establishment of peer support groups for
breastfeeding mothers;

» provision of support materials, through
ChangedLife and national campaigns such as
the annual National Breastfeeding Awareness
Week; and

» following the introduction of new Infant Formula
Regulations in 2008, an independent review is
currently underway, focusing particularly on
aspects of promotion and marketing of Infant
and Follow-on Formula. The review is assessing
whether the new measures are working as
expected, and what further measures are required
to ensure that breastfeeding is not undermined.

Healthy Start

15.14 The Healthy Start scheme is managed by the
Deparement on behalf of the four UK countries,
with each contributing proportionately to the costs
of delivery. Information and advice on breascfeeding
and healthy eating is included in written materials
and is provided by health professionals. Over time,
the scheme will be increasingly used as a way to
deliver key messages about other relevant public
health policies and initiatives, such as 5 A Day (see
paragraph 13.16) and ChangedLife. Healthy Start
vitamin supplements, meeting Government
recommendations for women and young children
are produced for the scheme and made available
through NHS organisations.

13.15 The longstanding Nursery Milk Scheme
pays early years and childcare providers the daily
cost of one-third of a pint of milk for each child
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under five years attending the setting for two hours
or more. This scheme is managed on behalf of the

three countries of Great Britain by the Department
of Health, with each country contributing to costs.

Fruit and vegetable consumption

Earing ar least 400 grams (around five
portions, 3 A Day) of fruit and vegetables every
day could lead to an estimated reduction of up to
20 per cent in overall deaths from long-term
illnesses such as heart disease, stroke and cancer
( The NHS Plan, DH, July 2000).

Physical activity

Further to the HM Treasury-led review of
sport and physical activity, which took place in the
spring of 2008, the Government published an
action plan: Before, During and After: Making the
Most of the London 2012 Games. This included a
commitment to a cross-government target to help at
least ewo million adults in England become more
active by 2012, The Department for Culture,
Media and Sport (DCMS) will lead on encouraging
more people to be active through sport. Otcher
departments, led by the Department of Health,
will deliver programmes that conrtribute to
increasing physical activity, including the following:

Change4Life launched across England in January
2009 with an initial focus on pregnant women,
parents of babies and toddlers, and parents of pre-
school and primary school children. Furure years
will see the development of programmes aimed ar
young people and adults.
The Fit for the Future Scheme, which offers 5,000
16 to 22-year-olds subsidised gym memberships
linked 1o frequency of use, is being piloted by the
Department in partnership with the Fitness
Industry Association. The pilot that commenced
in April 2009 will run for 12 months in argeted
areas across five local authorities (Manchester,
Bristol, Newcastle-upon-Tyne, Torbay and
Suffolk).

» A national care pathway for physical acrivity —
based upon the Let's Get Moving resource and the
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2007-08 London pilots — that identifies those who
are inactive and offers a patient-centred brief
intervention to encourage sustained behaviour
change.

A £140 million investment in the Free Swimming
Programme, a cross-government initiative that
builds on innovartion at a local level and supports
local authorities existing commitment to
swimming. Since 1 April 2009, almost 300 local
councils have been providing swimming free of
charge for people aged 60 and over — and more
than 200 local councils are additionally offering
free swimming to those aged 16 and under.

The Government published a new strategy
for physical activity in February 2009. The physical
activity, Be Active, Be Healthy, sets out a framework
for the delivery of physical activity for adults,
alongside sport and based upon local needs, with
particular emphasis upon the physical activity aspect
of the 2012 London Olympic and Paralympic
Games. The plan includes further specific
announcements on the promotion of physical
activity, including the expansion of the successful
Walking the Way to Health Initative and the
creation of a high-level working group for dance.

' County Sports Partnerships (CSPs) have
already proven their worth in coordinarting local
delivery and unlocking investment into physical
activity. To strengthen the framework for local
delivery, the Department announced new funding
of £1 million for 2008-09 to help CSPs develop
ongoing plans for the promotion of physical
activity. Be Active, Be Healthy announced a further
£3 million in 2009-10 to support CSPs, which will
be redesignated as County Sport and Physical
Acrivity Partnerships.

Be Active, Be Healthy also announced the
Department’s support for the crearion of an alliance
of organisations that share the common aim of
increasing participation in physical activity. This is
a significant and groundbreaking development,
which brings together private and voluntary sector



organisations from across the three major areas of
physical activity (indoor, outdoor and active travel)

and beyond.

Olympics and Paralympics Health Programme
(OPHP) — London 2012

13,21 The Department has a significant role to
play in relation to the national responsibilities for
the health implications of the 2012 Olympic and
Paralympic Games. August 2008 marked the start
of the Olympiad and a new phase of increased focus
on planning for the Olympics. A programme within
the Department has been established to provide
focus and coordination for the Olympics-related
work across the Department and the NHS, and is
expected to exist until March 2013.

1 1.2 The overriding objective of the programme
is to ensure seamless planning and delivery related
to the safe and secure provision of fit-for-purpose
health services for the Games, while creating a
legacy of improved health across the nation.

1325 In order to achieve this, three work streams
have been set up, each with discrete objectives:

« Health legacy — using the Games to stimulate
long-term benefits for the nation’s healch and
well-being.

« Health resilience — ensuring that the NHS is
prepared to deal with any threar to the security of
the Games.

« Health services — working with the NHS and
London Organising Committee of the Olympic
Games (LOCOG) to ensure that appropriate
emergency, primary and other medical services are
in place for both the Olympic family and visitors
to the Games.

13.24
programme management office (PMO), which

The work streams report to the central

reports on progress directly to the OPHP board,
chaired by Professor David Harper, Director-
General of Health Improvement and Protection.
The OPHP PMO coordinates the programme and

is the key point of contact for all three work
streams, other government departments, LOCOG
and regional, national and international
stakeholders.

Alcohol

Reducing the rate of alcohol-related hospital
admissions

Annual healthcare costs related to alcohol
misuse are estimated to total abour £2.7 billion a
year for the NHS alone. The social impacts — on
individuals, the family, public services and the
economy — are greater still.

New and more accurate hospital admissions
staristics released in 2008 show that, in England in
2006-07, there were an estimated 799,000 hospiral
admissions directly related and atrributable to
alcohol, which accounted for 6 per cent of all NH5
hospital admissions. This is an increase from
510,000 in 2002-03, and the figure is estimated to
rise by around 70,000 per year.

However, real progress is being made in
addressing these problems:

« A new NHS5 Virtal Signs indicator has been
developed in order to reduce the rate of alcohol-
related hospital admissions from April 2008. The
NHS indicaror is also included in the Home
Office PSA Delivery Agreement 25 (reduce the
harm caused by alcohol and drugs) and in the
Communites and Local Government Narional
Indicator Set for local authorities and their

partners.

. The indicator has succeeded in focusing the
attention of the NHS and its local partners on
alcohol. Ninety-nine PCTs and 75 Local Area
Agreements (LAAs) have included this as a local
priority, including 46 of the 50 arecas where
problems are the greatest.

» On 5 November 2008, Dawn Primarolo MP, the
Minister for Public Health, announced a new
Alcohol Improvement Programme. This brings

together new and existing guidance, data, good
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practice and training materials for PCTs and
alcohol practitioners. This will include:

— the Hub of Commissioned Alcohol Projects and
Policies (HubCAPP) l:.‘!‘ml'l]plt.'.‘i of local gu(:d
pracrice;

— North West Public Health Observatory local
dara profiles, to help PCT's assess needs and
develop plans;

— the National Alcohol Trearment Monitoring
System, which provides details on the number
of patients receiving specialist alcohol trearment

and waiting times; and

— the Screening and Interventions in Primary
Settings (SIPS) Trailblazer Research
Programme, which pmvidts evidence and
training materials on effecrive identification and
brief advice.

The Alcohol Harm Reduction NST offers
support to local partnerships in achieving the
Government's key target of a minimum of a

1 per cent reduction in the rate of hospiral
admissions per 100,000 people for alcohol-related
harm. A partnership approach at a national,
regional and local level is key to the successful
delivery of this rarget. Diagnostic visits started in
September 2008. The NST focuses on adults and
on areas with the highest hospirtal admission rates
due to alcohol use.

15.28 In addirion to chis:

» Some 20 early implementer (EI) PCTs have been
selected to “go further a licde bir faster’ in
implementing improvements in order to reduce
alcohol-related admissions. EI PCT's will be
supported by NST visits and a programme of
healthcare collaboratives and learning sets.
Funding of £11 million is expected to be allocated
to the El programme over three years; each PCT
has received £150,000 for 2008-09. Funding for
2009-10 and 2010-11 is still to be confirmed.

e The NST visited 10 PCTs in 2008-09 and will
visit 18 PCTs in 2009-10 to assist them in
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making improvements. All of the PCTs have a
high level of alcohol-related hospital admissions.

» Regional alcohol managers are being established in
the Regional Public Health Directorates in order
to strengthen the Department’s regional presence.
They will: provide linkage between strategic health
authorities (SHAs), Government Offices of the
Regions (GOs), n:giﬂna| directors of puHiL‘ health
and the central Department; assure local delivery
and performance monitoring; and provide
regional and local advocacy/championing.

13.29 This action is increasingly making a
difference “on the ground’. An article in Nursing
Times in November 2008 included interviews with
nurses who are now — in response to the
Department’s initiative — using the screening tools
to warn people who are at risk, but who would
previously have gone undetected, to help them

chﬂngr: their behaviour.

15.30 On 3 December 2008, Alan Johnson MP,
the Secretary of State for Health, jointly announced
with Jacqui Smith MP, the Home Secretary, a
package of measures ro rackle excessive drinking and

IL‘(.I'L'[CL' E.I{.'DII{]-IF I.'Clatlid harm:

» New legislation that will give the Government a
new ‘enabling power’ to enforce a compulsory
code of conduct on the drinks industry. The
Government will consult on a range of retailing
conditions in 2009,

» £4.5 million of investment in an enforcement
campaign to tackle alcohol-related crime and anti-

social behaviour.

135.31 On 2 June 2008, DCSF, the Department of
Health and the Home Office launched the Yourth
Action Plan, which sets out how the Government
will address the issues surrounding young people’s
alcohol consumption.

13.32 Sir Liam Donaldson, the Chief Medical
Officer (CMO), has developed draft guidance for
children, young pcﬂpl:: and their parents to hc|p

!
!
}
A



them become aware of the risks of drinking alcohol
— particularly at a young age (ie those under 18
years). The guidance is based on the latest research
available on the effect of alcohol on young people’s
intellectual development and-health; a consultation
was jointly launched on 29 January 2009 by the
Secretary of State for Health and the Secretary of
State for Children, Schools and Families.

Pharmacy and public health

13.33 The White Paper Pharmacy in England:
Building on Strengths — Delivering the Future,
published in April 2008, set out the Government’s
plans to accelerate and enhance pharmacy’s ongoing
contribution to improving the health of the
population and to helping reduce health
inequalities, focusing particularly on developing

its community leadership role and contributing

to the sustainable development agenda.

13,34 It sets out a vision for service development
with pharmacies being repositioned, recognised and
valued by all as healthy living and health promoting
pharmacies, offering healthy lifestyle advice and
support on self-care, and engaging in a range of
public health initiatives. Plans are being developed
to make this a reality.

13.35 In addition, pharmacy is already
contributing to improving wider public health with
more pharmacies providing, for example, stopping
smoking, sexual health and weight management
services. The intention is to build on this so that
pharmacies are routinely providing such services
across the country, not just in some pharmacies in
some parts of the country.

Children and young people

Healthy Schools Programme and
further education

15.36 Universal health improvement for school-
aged pupils is being promoted through the joint
Department of Health and DCSF Healthy Schools
Programme. An enhanced programme will be rolled

out from September 2009 in order to build on
the well-being element of a 21st-century school.
An enhanced programme will be rolled out from
September 2009 to build on the well-being
element of a 21st Century school as outlined in:
21st Century Schools: A World-Class Education for
Every Child (December 2008, DCSF).

Young people friendly services

The Department has taken a number of
steps to transform services so that they are young-
people friendly:

« The Department has supported the Royal
Colleges’ development of an adolescent health
e-learning programme for doctors and nurses in
order to ensure that they have the skills and
knowledge to meet the needs of adolescents.

This is the first time that the Royal College of
Paediatrics and Child Health and the Royal
College of General Practitioners have had such a
holistic adolescent health programme within their

core curriculum.

« The Teenage Health Demonstration Site
Programme has shown how health services can be
improved to better meet young people’s needs and
support positive behaviour change. Learning from
the programme will be disseminated widely.

« National roll-out of the You re Welcome quality
criteria, providing a framework for service
providers and commissioners to work towards all
health services being young-people friendly, began
in early 2009. Under the NHS Operating
Framewaork for 2009-10, local areas are encou raged
to implement You re Welcome.

Healthy Child Programme

1538 Building on the updated Healthy Child
Programme for early years (formerly known as the
Child Health Promotion Programme), the guidance
is now being extended to focus on 5 1o 19-year-olds.
The Deparement has committed to publishing the
guidance by the end of 2009.This will set out the
good practice framework for the full range of
services so that a universal preventive service
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promoting health and wul]-being is available to all,
with the delivery of progressive services for those
with additional needs and risks.

Local Area Agreements

New Local Area Agreements covering every
area in England were published in June 2008. These
set out priorities and targets chosen by local areas to
achieve improvements on key issues from 2008 ro
2011. Out of 5,813 indicators chosen by localities,
2,684 contribute to, or are determinants of, health
and well-being. This represents around 47 per cent
of overall priorities and shows the willingness of
localities to tackle their communities” health and

wu”-l}ting |_1rubicms.

Public health leadership and workforce

The programme on Public Health
Leadership and Workforce is currently under review
in order to ensure full integration with the NHS
Nexr Stage Review and additions and priorities
requested by the CMO, for capacity building for

puh]ic health and dual acereditation.

In 2008-09 the key successes were as follows:

A successful national launch of Climare
Connection was managed with wide engagement
from public health partners and stakeholders. This
was supported and led by the Director-general for
Health Improvement and Prorection, with a key
contribution from the CMO.

Commissioning education programmes, training
and professional development for the workforce
and increasing the skills and knowledge of the
expert workforces ar practitioner and specialist
]L"'r'l:]ﬁ..

An increasing emphasis upon not just the

NHS but also upon local government and the
third sector.

Renamed as Public Health Leadership and
Workforce, a new team has been established to
scrurinise every area, working with key stakeholders
to ensure that the policy context, purpose and
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strategic direction of the programme fit with the
above requirements and within the new structures,
This will ensure a renewed focus upon delivery of
projects and activities that spread public health
leadership and workforce development, in order to
enable better services for patients and the public.

Key projects for the coming year will include:

a complete review of processes, priorities and
targeting of funds in order to deliver CMO and
NHS Next Stage Review priorities;

a review of regulatory issues affecting the public
health workforce, ensuring thar the focus on
patient safety and protection of the public is
maintained;

the provision of strategic coordination and expert
advice on approaches to leadership and workforce
development, in order to increase public health
capacity and capabilities in key workforces; and

ensuring an integrated and cohesive approach
across key departmental policy areas.

Guidance on health and strategic
environmental assessment

Health impact assessment across government

Health impact assessment (HIA) is now
one of the specific impact tests in the revised
Government Impact Assessment process, which
means it is more visible. Research on how it is being
implemented is being commissioned.

The Department is planning a series of
measures to support the delivery of HIA, both
internally and in other government departments.
The HIA gateway has been transferred to West
Midlands Public Health Observatory and is
operational and developing HIA resource materials.
The Department is revising the HIA policy
guidance, particularly to strengthen considerarion of
health inequalities, to develop public health training
for civil servants and to scope the type of tools and
resources needed for carrying our HIA across

government.



Strategic environmental assessment

|3.46 Following consultation on the draft guidance
on health in the strategic environmental assessment
(SEA), Communities and Local Government

has agreed, in principle, to make one health
organisation into a consultation body. It is proposed
that the Department operates a gateway function to
ensure national, regional and local SEAs consider
human health impacts. This is a major opportunity
for health to influence plans and programmes that
shape the wider determinants of health.

National Institute for Health and Clinical

Excellence public health guidance

1347 The value of putting evidence abour ‘what

works’ into practice in making more consistent

progress in public health was highlighted by the

Healthcare Commission in its State of Healthcare

2008 report, published in December 2008. During

2008-09, the National Institute for Health and

Clinical Excellence (NICE) issued new public health

guidance on a wide range of topics, including:

» workplace physical activity promotion;

» prevention of smoking by children and young
people;

» identifying and supporting people most at risk of
dying prematurely;

« mental well-being and older people;

« promotion of physical activity in children;

« needle exchange schemes for injecting drug users;

and

» management of long-term sickness and incapacity.

1345 As part of the new topic selection process for
NICE guidance, the Department also asked NICE
to develop new guidance that is concerned with the
prevention of:

» obesity:

» unintentional injury;

» skin cancer;

» HIV transmission;

» domestic violence; and

» type 2 diaberes mellitus.

In addition, it asked NICE to develop
guidance on:

» promotion of physical activity for children;

» promotion of well-being among children;

» reducing infant mortality;

» weight management following childbirth;
spatial planning; and

» contraceptive services for socially disadvantaged
young people.

New public health guidance on these topics
is expected to be issued by NICE from 2010.
During 2009-10, the Department will continue
working with other government departments in
order to facilitate government support for the
implementation of NICE public health guidance
across sectors, and to promote effective engagement
with NICE's topic selection and consultation
processes. The Department will also work in
partership with NICE, the new Care Quality
Commission, regional partners and others, to
consider how NICE's public health guidance can
best be incorporated into the new quality standards
and the NHS evidence service as part of
implementation of High Quality Care for All.

Accident and injury prevention

14.51 Throughout 2008-09, the Department
has continued ro work with other government
departments and other organisations in developing
policy and taking forward initatives for injury
prevention and safety promotion. This includes
support for the DCSF-led cross-government PSA
Delivery Agreement 13, to improve children and
young people’s safety, and the agenda oudined in
Staying Safe: Action Plan, which covers reducing
child death and hospital admissions due to
accidental injury.
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1352 The Department has also contributed
funding and support to a Royal Society for the
Prevention of Accidents research project, in
partnership with the Electrical Safery Council and
Intertek, to look at injury dara collection.

The Department announced, in May 2008,
a prevention package for older people. The package
will provide more and better preventative care for
older people, involving health and social care
providers working together to ensure thar all older
people have access to the treatment they need
to maintain independence and well-being. This
will build on existing work and develop a
commissioning framework for falls, fractures and
osteoporosis. NICE also published, in October
2008, clinical guidance on preventing fractures due

[0 OSIEOPOrosis.

Focusing on key priorities for delivery

Reducing the number of people who smoke

The Department is on target to reach the
PSA 18: Promote better health and well-being for
all nacional target of reducing overall adult smoking
rates to 21 per cent or less by 2010. Latest data on
smoking from the General Household Survey 2007
(Office for National Sratistics, 2009) show that the
rate for all adults is now at 21 per cent, a drop of 1
percentage point on the previous year. Progress has
also been made towards meeting the second part of
the national target: to reduce smoking prevalence
among routine and manual groups to 26 per cent or
less by 2010. Encouragingly, in the last year there
was a larger drop among the routine and manual
group than had previously been the case. Smoking
rates with the routine and manual group dropped
by 3 percentage points, from 29 per cent to 26 per
cent.

13.55 The Department has continued to deliver an
ambitious programme of tobacco control, with

achievements this year including:

= introducing hard-hitting picture warnings on all
tobacco products from 1 Ocrober 2008;
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» introducing smoke-free requirements for |
residential mental health units in England;

« conducting an extensive consultation on the
future of tobacco control, which prompred almaost
100,000 responses from stakeholders and
members of the public;

committing to developing the evidence base on
plain packaging of cigarettes;

» mainstreaming the pioneering joint Department
of Health/Ministry of Defence pilot project to
provide stop smoking services to the Armed
Forces, which won a Military and Civilian Health
Partnership Award; and

» implementing a new marketing communications
strategy, which won the Communication Award
at the 2008 Civil Service Awards, and which has
already generated hundreds of thousands of
responses from smokers seeking support to go
ﬁﬂlﬂkl"l'-]'ﬂ'f.

+v Ten years after the publication of the
Smoking Kills White Paper in 1998, the UK has
developed a reputation as a leader in Europe and
across the world in effective tobacco control. During
2009, the Department will be raking forward
legislative proposals on tobacco displays and
cigarerte vending machines and will work closely
with key stakeholders to develop regulations in these
areas. It will also publish a new robacco control
strategy in order to reduce the impact of smoking
on our communities. Through the NHS, it will
continue to support smokers who want to quit
through quality, evidence-based services.

The Tobacco Control NST provides effective
local tobacco control action (including, bur not
limited ro, stop smoking interventions), targeted
at areas with the highest adult smoking rates
and/or the greatest challenges in tackling health
inequalities caused by smoking. The NST uses a
holistic model of wobacco control (based upon the
Department’s six strands’ approach) to evaluate
local strategy at population, community and
individual levels.



Department of Health North West delivery

Smoking remains the single biggest contributor
to poor health, reduced life expectancy and
health inequalities in the North West (NW). In
addition to the Department-funded core tobacco
control work, PCTs have invested £1.8 million
in a collaborative region-wide programme,

in recognition of the scale of the challenge in

the NW for 2008-09. Leaders from across the
region have pledged their support to the Make
Smoking History for Children and Young People
campaign because every child in the NW is
entitled to a tobacco-free future.

Smoke free Northwest's focus is to work rowards
a healthier, tobacco-free future for the North
West's children and young people and to help
break the inter-generation cycle of smoking-
related health inequalities.

Sexual health

13.57 In July 2008, the Independent Advisory
Group on Sexual Health and HIV published its
review of the Sexual Health Strategy, Progress and
Priorities — Working Together for High Quality
Sexual Health. The document contained a thorough
and detailed analysis of progress in implementing
the 2001 strategy and highlighted successes

and challenges. It contained a number of
recommendations at national, regional and local
level. The Department is finalising its response.

Genito-urinary medicine

13.58 Improving access to genito-urinary medicine
(GUM) clinics was a priority for the NHS berween
2005-06 and 2007-08. The focus is now shifting
to sustaining and maintaining delivery. Data for
February 2009 showed that 99.7 per cent of first
attendees were offered an appointment within

48 hours and 87.2 per cent of people were seen
within 48 hours. This compared with 92.7 per cent
offered an appointment within two working days
and 80.6 per cent of people seen within 48 hours
in November 2007.

Chlamydia

13.59 The NHS Operating Framework for 2009-10,
which sets out the priorities for the NHS next year,
renews the commitment in High Quality Care for
All- to improve commissioning for sexual health in

order to improve health and well-being (as one of
six key goals for the NHS).

13.60 There are two sexual health indicarors
included in the national planning guidance.

These are reducing chlamydia prevalence (currently
measured through screening volumes) and reducing
under-18 conceptions, which are both “tier two’
indicators for 2008-09 to 2010-11 (action on
reducing teenage conceptions is highlighted in

paragraph 13.69).

15.61 On chlamydia, PCTs have been asked to
plan to screen at least 17 per cent of their
population aged 15 to 24 in 2008-09. Rapid
progress needs to be made ro increase screening
volumes in most areas in order to enable these plans
to be delivered. The Health Protection Agency
(HPA) National Chlamydia Screening Programme
Team and regional facilitators are working closely
with programme areas to develop and support
progress in delivering the rarget.

HIV

13.62 During 2008-09, the Department reviewed
its national HIV health promotion programmes

for men who have sex with men and African
communities — the groups most at risk of HIV in
the UK. Following the review, new contracts have
been awarded to the Terrence Higgins Trust and
the African HIV Policy Nerwork. Additionally, the
Department is funding eight pilot projects aimed at
increasing the uptake of HIV testing in a range of
healthcare and community settings.
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Contraception

A number of actions are underway o
improve access to contraception and reduce the
number of teenage pregnancies and abortions.

To help accelerate delivery on reducing rates of
teenage pregnancy, in February 2008 ic was
announced that there would be £26.8 million of
new investment for 2008-09 to improve women's
knowledge of, and access to, contraception. The
funding is concurrent for 2009-10 and 2010-11.
It is being used to look at innovarive ways of
delivering services that meet the needs of those

at highest risk, and also to train more health
professionals to provide all methods of
contraception, particularly the more effective long-
acting methods. Good practice guidance for the
commissioning of contraception and abortion
services is currently being finalised for publication.
This will help commissioners to use the additional
funding effectively in order to redevelop their
contraception and abortion services.

The NHS Standard Contracts for 2009-10
were published in December 2008, alongside the
Operating Framework. The contract includes a new
clause o ensure thar abortion providers improve
access to contraception. It also specifies that
providers must draw up plans to improve access for
women to the full range of contraception advice and
treatment during attendance for medical or surgical
abortion, including follow-up arrangements for
women who do nort receive contraceprive advice or

trearment at the dme of abortion.

In addition, in Ocrober 2008 it was
announced that the agreement berween the General
Practitioners Committee and NHS Employers for
a package of changes to the Quality and Outcomes
Framework for 2009-10 includes a reallocation of
ten points to sexual health — specifically advice on
contraception (particularly long-acting methods).
This adds considerable strength to the Department’s
current effort on improving access to the full range
of contraceptive methods in order to reduce
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unintended pregnancies, particularly teenage
pregnancy and abortions.

Improving the quality of data and
information is crucial in order to improve
commissioning of contraceptive services and to
examine the quality of service provision. Six sites
have been piloting a revised darta collection scheme
for community contraception services. Analysis of
the dara is nearly complete and a submission to the
Information Standards Board for approval will

follow.

In addition, the Department has provided
£1 million of funding (£100,000 to a community
service in each region) in order to develop systems
thar can collect the new data and drive forward
appropriate use of I'T in community services.

The Department has also commissioned the
South West Public Health Observatory to develop
an electronic balanced scorecard for sexual health.
This scorecard will aid the development and
performance management of sexual health and will
act as a source of information for public health,
sexual health commissioning and performance
management at a local, regional and national level.
This will use the indicators developed through the
review of the sexual health strategy and some
additional indicators related to monitoring the
impact of the new contraception funding. The firse
phase of the scorecard will be available in 2009-10.

The Sexual Health NST provides a whole-
systems approach, focusing specifically on:

» supporting PCTs to achieve and maintain 100
per cent 48-hour partient access o GUM
services;

» supporting the HPA's National Chlamydia
Screening Programme to improve chlamydia
ECIEE"i“g rafes; End

« helping PCTs to improve access to

contraceptive services, focusing on the provision
of long-acting reversible contraception.



The Sexual Violence NST developed pilots to
focus on ensuring thar all areas across England
and Wales have access to appropriate sexual
assault referral centres. These are ‘one stop’
locations where victims of sexual assault can
receive medical care and counselling while at
the same time having the opportunity to assist
the police investigation into alleged offences,
including the facilities for a high standard of
forensic examination. The NST first piloted in
November 2008 and is due to be rolled out in
June 2009.

Teenage pregnancy

13,69 There has been steady progress on reducing
the under-18 conception rate. Within this decline,
there has been a steeper reduction of 232 per cent
in conceprions leading to births. However, the rate
of progress is still below that needed to achieve the
challenging target in this area, and the most recent
quarterly data from 2007 indicates a worrying
reversal of this downward trend. This is entirely
accounted for by a rise in conceptions leading to
abortion. Urgent action is needed in order to
strengthen delivery of the key factors of eHective
strategies, which have been set out in guidance to
PCTs and local authorities. 106 areas chose this
indicator as one of their LAA indicators, which
signals the very high priority being attached to this
issue at local level.

A number of further actions are being taken
at narional level to support local delivery: firstly,
new funding to improve access to contraception as
highlighted above, which includes funding ro
expand on-site contraception and sexual health
services in further education colleges; and secondly,
a new media campaign to raise awareness of the
full range of effective contraceptive methods,
including long-acting reversible contraception.

The importance of promoting choice from all the
available contraceptive methods in order to reduce
teenage pregnancy was highlighted in the NHS
Operating Framework for 2009-10.

In addition, the Government's intention to
make both personal, social and health education and
sex and relationships education (5RE) starutory
(announced in Ocrober 2008 in response to a
national review of SRE) will raise the profile of
contraception in schools and will ensure that
all young people receive more consistent advice
and support.

There is also a range of support available to
PCTs and local authorities from GOs and SHAs in
order to help strengthen local delivery. For areas
facing the greatest challenge in meeting their targets,
this includes support from the Teenage Pregnancy

NST.

The Teenage Pregnancy NST aims to facilitate
a conception rate reduction in line with planned
trajectory — to achieve a 50 per cent reduction

by 2010, with visits targered initially at the

22 areas with the highest or fastest-increasing
rates (as reported in 2004-05 using Office for
Narional Statistics (ONS) daca). The NST works
closely with the National Teenage Pregnancy
Unit in DCSF, and consultancy and support

for performance improvements continues to be
offered to local areas using a range of approaches.
Support is also now being offered and developed
at regional and national levels.
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Drug treatment

Overview

Tackling drug misuse is a major priority for
the Governmenr. The expansion of the availabilicy
of effective drug treatment has been acknowledged
as being key to this. The Department has increased
the numbers of people entering drug treatment, as
well as the propartion of those whose treatment is
assessed as having a long-term, positive impacr in
tackling their addiction.

An estimated £604 million is being spent in
2008-09. Drug treatment offers extremely good
value for money, with independent research
estimaring thar every £1 spent on drug treatment
saves the rest of sociery £9.50.

Key statistics

The number of drug misusers receiving
treatment expanded from 85,000 in 1998 to
203,000 in 2007-08. These figures mean that there
were 138 per cent more people in treatment than in
1998, considerably in excess of our previous P5SA
target (refer to annex C, DSO 1 indicator 1.15) to
double the numbers in drug treatment by 2008,

In addition, 83 per cent of those in drug
treatment in 2007-08 were recorded as having an
eftective treatment episode, which meant thart the
Department also met the effectiveness element of its
drugs PSA rarget.

Drug-related deaths have fallen by 2 per cent
between 2000 and 2007, which represents
substantial progress given that they doubled in the
1990s. In addition, data published by the ONS
have shown a reduction of over 20 per cent in drug-

related crime since 2003.

Drug strategy

The Government published Drugs: Protecting
Families and Communities in February 2008, It sets
out a ten-year vision and a rafr of new measures to
enforce, educate and intervene on drugs, and to
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support those who need treatment, which is a key
plank of government policy. It sets out the
following priorities for the next three years:

8

Greater emphasis on treatment outcomes,
completion and planned exit.

More individually railored care packages, rather
than a one-size-hits-all approach.

Reducing the negative impact of parental drug use
on families.

More user-friendly treatment for parents and
other groups who are under-represented in
treatment.

The need for drug misusers to contribure to
society through work, helped by better support o
enable them to access training and employment.

Progress on health inequalities

Health inequalities has been retained as a key
priority for the NHS, as set our in the NHS
Operating Framework for 2009-10. All-age all-cause
mortality, a proxy for life expectancy, is an indicator
in both the NHS Operating Framework's Viral Signs
and in The New Performance Framework for Local
Authorities and Local Authority Partnership: Single
Set of National Indicators.

The most recent dara (2005-07) for infant
mortality and life expectancy show that while some
progress has been made, more needs to be done in
order 1o achieve the challenging national targer on
inequalities in life expectancy and infant mortality.

Infant mortality rates are falling in all socio-
economic groups. The 2005-07 data show a further
slight narrowing in the gap berween the ‘routine
and manual” group (the target group) and the
population as a whole, for the third successive year,
although it remains wider than at the baseline. This
means that if the gap continues to narrow ar the
rate observed since 2002-04, the infant mortality
element of the targer will be mer.

1342 Life expectancy in England is the highest i
has ever been, including in the spearhead group of



areas — the 70 local authority areas with the worst
health and deprivation indicators, and the 62 PCTs
mapping to them. The spearhead areas are a focus
for the life expectancy element of the arget.
However, because the increase in spearhead areas is
not as great as in non-spearheads, the gap has not
narrowed. The latest 2005-07 data show no change
in the gap in female life expectancy, and a widening
gap in male life expectancy, compared to 2004-06.

13,67 Some spearhead areas are making good
progress — 47 per cent are on track to narrow their
own life expectancy gap with the rest of England by
10 per cent by 2010, compared to the 1995-97
baseline for males, females or both. There is also
encouraging news on the absolute gaps in under-75
cancer and cardiovascular disease (CVD) deach rates
berween spearheads and the rest of England. There
has been a 36 per cent reduction in the CVD
absolurte inequality gap since the 1995-97 baseline.
For cancer, the corresponding reduction is 13 per
cent from the same baseline.

13,84 Systematically Addressing Health Inequalities
(June 2008), published by the Health Inequalities
NST, draws on the learning from visits to spearhead
areas. Health Inequalities: Progress and Next Steps

(DH, June 2008) identifies how efforts will be
increased to meet the 2010 rarger.

1585 The Department’s focus is to provide
tailored, intensive support to spearhead areas and
areas with high infant mortality rates. For example,
Progress and Next Steps announced £34 million in
additional spending for inequalities programmes in
2008-09. The Department is investing more in the
NST, and it is also enhancing the Tobacco Control
NST and has established new NSTs for alcohol and
infant mortality — all with an inequalities focus.

Health Inequalities National Suppert Team
(NST) — focused on reaching all spearhead areas
by summer 2009, supporting local partners

to undertake local analysis and assessment

to assist disadvantaged communities. The
approach systematically identifies and addresses
the local factors thar will lead to improving
effective health outcomes, following a railored
diagnosis of the leading contriburors of the
local health inequalities gap. It includes

the use of workbooks and workshops with

key local partners in the NHS and beyond.
More on the approach and methods of the
NST can be found ar: hep:/fwww.dh.gov.
ukfen/Publicationsandstaristics/Publications/
PublicationsPolicyAndGuidance/ DH_086570.

Infant Morality National Support Team (N51)
— building on the review of the infant mortality
aspect of the 2010 national health inequalities
target, and the fmplementation Plan for Reducing
Health Inequalities in Infant Mortality, the

NST aims to reduce inequalities in outcomes
for families, mothers and children. The review
identified 43 local areas with relatively high
numbers of infant deaths in the routine and
manual (target) group and the NST will help
deliver the infant mortality target by working in
partnership with local authorities and local health
organisations and promoting good practice. This
will include working with non-spearhead areas as
well as spearhead areas, and other disadvantaged
groups such as single mothers, teenage mothers,
the unemployed and homeless and women in
black and minarity ethnic groups. The first
NST pilot was in December 2008 and the full
programme of visits across the 43 areas started in
January 2009. A national conference to launch
the NST and the implementation plan was held
in April 2009,
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Jo,

An enhanced version of the Healch
Inequalities Intervention Tool was launched in
June 2008, and builds on the previous tool (which
provided informarion for spcﬁrhmd areas only).

It now includes all local authorities, and allows
them to focus on within-area health inequaliries.
Jointly developed by the Department and the
Association of Public Health Observatories, both
tools support PCTs and local authorities in local
priority setting, planning and commissioning of

SETVICES,

The Healthy Communiries Programme was
delivered by the Improvement and Development
Agency for local government in order to support
and develop the capacity of local authorities to
work alongside PCTs, and to lead local action on
tackling health inequalities. The Department has
commissioned the programme for a further three
vears. In addition, the Improvemenr Foundartion's
Programme to improve early detection of cancer
and CVD in poorly performing spearhead areas

has been extended.

Communities for health

Across 83 local authorities, the programme
is encouraging and supporting people in the most
disadvantaged communities to adopt healthier
lifestyles and cherefore reduce health inequalicies.

It is promoting action across local organisations and
encouraging partnership-working across sectors and
with communities themselves. Many communities,
including those often considered hard ro reach, have
benefited from collaborative approaches, with over
300 local activities. A second report will be
published later in 2009.

Looking ahead

' Progress and Next Steps set our the direction
of travel for tackling health inequalities. This
includes:

: Ill:ﬂ(ing action on health im:qua"tics relevant to
the whole population, while maintaining a focus
on diﬁ:td‘v'anmgtﬂ groups and areas;
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» reflecting quality of life as well as length of
life; and

- addressing changes across the whole of the social
gradient of health.

In November 2008, the Government
announced a post-2010 strategic review of health
inequalities to be chaired by Professor Sir Michael
Marmot, Chair of the World Health Organization
(WHO) Commission on Social Determinants of
Health. The review, taking place during 2009, is:

looking at how the recommendations from the
Commission’s report can be adapted to the
English context;

» identifying new evidence that is most relevant
to future policy and action for reducing health
inequalities in England; and

» making recommendations ro the Government.

Health and work

Government response to Working for a
healthier tomorrow, a review of the health
of the working age population

In November 2008, the Government
published its response, Improving Health and Work:
Changing Lives. The response has three key areas of
focus: creating new perspectives; improving work
and workplaces; and supporting people to work.
A wide range of initiatives will be delivered in 2009
and beyond, including;

s 2 new Fit for Work Service;

« further development of the Business HealthCheck
tool; and

« development of an electronic “fit note’ and a
national education programme for GPs.

1392 The Secretary of State for Health also
announced, in January 2009, a joint Deparrment
of Health and NHS review of the health and well-
being of the NHS workforce, in partership with
both employers and staff.



Investors in People (liP): The health and
well-being at work project

1393 In 2008-09, pending the outcome of a
review of [iP by the Department for Innovation,
Universities and Skills (DIUS), the Department of
Health funded the project to incorporate health and
well-being into the [iP standard for a further year
{for minor development, gathering good practice
and continued piloting). IiP piloted with a further
90 organisations across the public, private and
voluntary sectors. Reflecting a new and more
flexible way of working with IiP, pilots were
tailored around client needs that resulted in many
organisations developing health and well-being
issues. 1iP also built on existing health and well-
being good practice, expanding its portfolio of case
studies, revising a free database of health inidartives
and continued work with the Health and Safery
Executive, and the Chartered Institute of Personnel
and Development on a proactive response to stress
management. [il> has also commenced work on a
good practice award for health and well-being that
will be available both as a stand-alone assessment or
alongside another 1iP assessment, thereby reaching a
wider group of UK employers. The award, which
will be supported by a new publication guide and
online resource, is scheduled for launch in
September 2009.

Healthier Food Mark

13,94 Food Matters: Towards a Strategy for the 215t
Century was published by the Prime Ministers
Strategy Unit in July 2008. The Department and
the Food Standards Agency are now leading on
developing a new benchmark for the standard of
catering and nutrition in the public sector. The
vision is to establish a voluntary ‘healthier food
mark’ in the public sector to ensure thar its food is
of a universally high standard and makes a positve
contribution to a nutritionally balanced diet. All
public bodies in England will be encouraged to sign
up. The mark will be pitched ar a level that is
challenging bur achievable and, at the same time, is
“fit for purpose’. Guidance will be issued ro assist

participating caterers in the application of the
standards. Following agreement on the criteria for
the mark, piloting will begin late in 2009.

NHS Plus Programme

The NHS Plus Programme has made
significant advances over the last year. This includes
the following:

» The launch of the Durham Business School NHS5
Occupartional Health Business Development
Programme in May 2008.

The launch of a national marketing strategy for
smaller businesses in September 2008,

The investment of £21million in the development
of 11 nationwide innovation sites. The first
opened in York in January 2009 and all but one
of the remaining centres will open during 2009,
The development of a national model of service
delivery to multi-site organisations using a ‘hub
and spoke’ approach and successful tendering by
NHS Plus Nerwork, and the launch of contracts
from the Environment Agency and NHS Direct
during 2008.

« The launch of the South West Occupational
Health social enterprise pilot.

6 In 2009, NHS Plus will work with others to
further develop clinical and occupational standards,
and to further test and promote innovative ways of
offering NHS Plus occupational health services cost-
effectively to small and medium-sized enterprises.

Pathways to Work (Department for Work
and Pensions (DWP) Green Paper, 2003) and
Department of Health Condition Management
Programmes

The Department continues to work in
partnership with DWP, Jobcentre Plus, the NHS
and the private and voluntary sector to deliver the
successful Condition Management Programmes
(CMPs), one of the voluntary choices offered as
part of the DWP Pathways to Work Green Paper.
A CMP, developed and led by the Department, is:
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a cognitive educational intervention aimed at
helping individuals to understand and manage
their health condition in order to move towards
a return to work; and

commissioned by PCTs and delivered in
partnership between Jobcentre Plus and the NHS
by multi-disciplinary healthcare professionals to
40 per cent of Incapacity Benefit claimants. The
remaining 60 per cent of the Incapacity Benefit
population service is delivered by provider-led
services and the Department contributes to the

contractual, training and audit process.

CMP programmes have been positively
evaluared. DWP’s Whirte Paper, published in
December 2008, Raising Expectations and Increasing
Support: Reforming Welfare for the Future also
includes CMPs.

Vocational rehabilitation

The Vocational Rehabilitation Task Group
held its final meeting in March 2009. UKRC gave a
presentation to the group on the vocational
rehabilitation standards, which are due 1o be
launched in 2009. The three standards are voluntary
and are aimed at providers, customers and
purchasers. The Department has granted UKRC
innovation/excellence funding for the next three
years.

Public sector leading by example

From April 2008, the Cabinet Office began
collating quarterly reports on performance, once
human resource directors had agreed a common
reporting formar. These are sent to permanent
secretaries’ meetings in order to monitor progress.
In 2009, the National School for Government,
working with the Cabiner Office, will increase the
emphasis on employee engagement within its range

of (raining programmes.
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Department of Health — Health, Work and
Well-being Programme

The Department, as an exemplar employer,
established a Health, Work and Well-being Board
and launched its own Health, Work and Well-being
Programme in December 2008, A health promotion
pilot established workplace champions. This
included workplace health challenges, motivating
team physical activity, and nutrition workshops and
focus groups in order to facilitate positive changes
to both the working environment and to health and
well-being. The lessons learned from the pilot are
now informing the Health and Well-being Board,
and health-promoting activity challenges are now
being trialled across the Department.

- The Department and the NHS, as
exemplar employers, are commirted to
implementing the NHS Constitution pledge o keep
their workforce healthy and safe; ten pilor sites are
currently trying out new health and well-being
programmes for front-line staff. The Department
has commissioned a systematic review of how the
health and well-being of the NHS workforce is
supported, led by Dr Steve Boorman (on
secondment from Royal Mail). It will look ar the
evidence for where the priorities for whole-system
improvement should be and will recommend acrion
that will enable local delivery. It will reaffirm our
commitment that good workplaces should be in
place for the entire NHS workforce.

10+ Public sector managers also need to have
the competences to address the health and well-
being of their workforces. The National School of
Government has developed a range of services in
support of the Cabinet Office initiative to promote
employee engagement approaches in the public
sector. As part of the emerging work in this area, a
nerwork of practitioners will be established in 2009.

1 5.104  Across the public sector, there are many
other examples of good and proactive work. For
example, the Department is developing web-based
resources for school staff in England in order to
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help them to identify the real risks in teaching
environments and then to take sensible and
proportionate action to address these when working
with children and young people.

Mental health and employment
13.105 An expert steering group, under Dame
Carol Black’s chairmanship, was established in July
2008 to oversee the development of a new national
strategy on mental health and employment. Its
remit is to ensure a coordinated response across
government to the challenges faced by people of
working-age with mental health conditions, and to
subsequently improve their employment chances.

Publication of the strategy is planned for July 2009.

MNational Support Teams
What they do

14,106 Their key purpose is to work with the
NHS, local government and other partners to
support delivery of public health national and local
goals and rargets, as part of the Department’s overall
role to improve health and well-being. They do this
by providing key local partners with the knowledge,
confidence and practical measures to work together
to improve health outcomes for their local
populations.

13.107 There are teams dedicated ro each national
public health priority: on alcohol harm reduction,
childhood obesity, health inequalities, infant
mortality, sexual health, sexual violence, teenage
pregnancy and tobacco control.

How they do it

13.108 Each ream provides free consultancy-style,
intensive, tailored support to individual local health
partnerships. They do this through a programme of
structured visits and follow-up actions designed, in
relation to the specific public health objective being
examined, to:

» identify local strengths and good practice; and

» examine local |c:ldcrship. partttfrship, dara
analysis, strategy, commissioning and
cCommuNIcations arrangements.

Visits
By March 2009, they had undertaken 249
structured visits across all nine English regions.

Communications through publications and
events

They have also provided support nationally
to local areas through the publication of a number
of documents outlining lessons learned and offering
guidance. These include:

Sexual Health — GUM 48 hour access target —
Quick wins and sustainable services: Hitting the
target without missing the point.

Excellence in Tobacco Control: 10 High Impact
Changes to Achieve Tobacco Control.

Systematically Addressing Health Inequalities.

They are currently embarking on a
programme of regional workshops in order to
spread learning from their work to those areas that
have not received direct support from the N5Ts.

Information for health - information
for the public

Social marketing and health-related behaviour
The Department is widely recognised

as leading the way across government and

internationally in embedding social marketing-led

approaches. One of the key principles of social

marketing is to develop programmes that are

based on a deep insight into people’s behaviour,

including their:

» motivations for change;

& COVIFONMEnt;

» social network;

« peers; and

» life experience.
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These multiple sources of information
complete a picture of customer needs and are used
(4] d(‘_‘ﬁi.gl] Sﬁr\’iﬂﬂﬁ .,"-I.T!'H.II'II'.:I. TI'I.C []L't'ds l']F [I:"IE LISET,

In 2009, the Department will continue o
develop its social marketing through a range of
initiatives, such as:

deploying ten rL'giuna| social markering managers
to offer strategic social marketing advice to PCTs;

supporting the ChangedLife anti-obesity
programme; and

launching a new “life stage strategic segmentation
model’ thar will go live in 2009, and will provide
a “360-degree picture’ of the population and
individual behaviour across issues including
obesity, drug and alcohol misuse, sexual healtch
and smoking.

The National Social Marketing Centre
works with and alongside local people in order 1o
support them in understanding and applying
effecrive social markering principles. For example,
it has supported ten learning demonstration sites,
based in local PCTs and local authorities, which
ﬂ.ddﬂ.‘&ﬁ 4 rango (}F]'Il'..".i.lt!l Chﬂllfllgﬂ.’ﬁ E.I'I{i IS5LIES, E-i.l(.h
local site takes responsibility for decisions on how
to develop and progress work, thereby creating a
‘learning footprint’. One of the first demonstration
sites to complete its work won a Health Service

Journal award for the best social marketing project
in 2008.

NHS health trainers

The NHS Health Trainers Programme has
achieved the objectives set out in Choasing Health:
Making bealthy choices easier. By the end of 2008,
this included the following;

More than 3,000 health trainers in post or in
training.

Some 88 per cent of PCTs covered by a health
trainer service, including all those in spearhead

Alcas.

196

In total, more than 58,000 clients have been seen
by health trainers.

. The Health Trainer Data Caprure Reporting
System shows that 46 per cent of clients came
from the 20 per cent most deprived local authority
areas, and 67 per cent of clients fall within one or
more deprivation indicators.

Nearly 2,500 health trainers in the British Army
and some 80 health trainers in offender health
serrings.

A robust evidence base is developing,
showing the effectiveness of health trainers and
drawing on data supplied by the 126 local health
trainer services now in operation or development.

The programme is a successful example of
national policy and strategy implemented through
local delivery and partnership working. The
programme has strong connections within the
Department and is an important tool for
implementing and enhancing other policies,
including health literacy, NHS LifeCheck and the
health inequalities strategy. The programme has also
been able to link to and work with a number of
other government departments and public sector
organisations.

NHS LifeCheck

NHS LifeCheck is a simple, user-friendly,
online health service designed to help people assess
and manage their own lifestyles and to give them
the information that they need in order to make
positive choices to improve their health ourcomes.
It is designed to play a crucial role in helping the
Department to achieve its overall objectives for
health and social care reform by developing services
that are truly responsive to people’s needs, promore
healthier lifestyles, and reduce health inequaliries.

| 1120 The Communities for Health areas have
been provided with a marketing support pack and
funds to help them plan and implement NHS
LifeCheck launches locally. The aim is to embed the



use of LifeCheck in their everyday working
processes.

Health literacy and Skilled for Health

Skilled for Health

13.121 A Choosing Health commitment, Skilled for
Health (SfH) is the national programme that
combines Skills for Life with health improvement
in order to address the low skills and health
inequalities traditionally common within
disadvantaged communities. Common themes that
characterise an SfH intervention include:

» flexibility;
» focus on users; and

» reaching out to people who experience barriers in
accessing ‘conventional’ learning and healthcare
provision and services.

13.122 SfH secured the participation of over 3,000
individuals by March 2009, and key emerging
evaluation findings show that health-related
outcomes include greater understanding of the
health impact of being smoke-free, cating a healthy
diet, participating in physical activity and safer sex.
There is also an increased ability to use services such
as GP surgeries.

NHS Choices

13.123 Use of the NHS Choices website has grown
from 250,000 visits per week at the beginning of
2008 to in excess of 7 million visits for March 2009
(over 1.5 million visits per week). NHS Choices is
now the most used online health information
service in the UK. It is developing an increasingly
personalised experience for visitors, with new
content and features added on a regular basis.

A series of NHS guides have been published in
order to help people with long-term conditions such
as diabetes and asthma to understand their disorder
and make best use of services. In January 2009, a
new Carers Direct Service was launched on NHS
Choices, including advice on keeping well for carers
and those they support.

Information on NHS Choices ranges from
which preventative measures to take, through to
advice on living with a condition, with links to
‘information prescriptions’. NHS Choices has an
important part to play in supporting healthier
lifestyles. It is making a key contribution to
delivering the Healthy Weight, Healthy Lives strategy
through provision of personalised advice on diet and
activity. This includes making NHS LifeCheck
available via NHS Choices, and pilots in local
communities using digital rechnologies such as
kiosks and mobile phones in order to support local
health improvement priorities. NHS Choices also
now provides the channel for online health
campaigns, including the launch of Change4Life
in December 2008.

Information for health — information
for service providers

Informing Healthier Choices

Informing Healthier Choices is the
Department’s information and intelligence strategy
for improving public health. Key outputs so far
include:

, establishment of the MNational Library for Public
Health;

local authority health profiles;
. the Health Profile of England 2008; and

» a career framework for information staff.

Health profiles — local authority

15126 Health profiles are four-page summaries of
the health of the local population, produced on an
annual basis by the Association of Public Health
Observatories. Local partners make use of the
profiles to inform decisions on improving health.
The 2008 profiles were launched in June 2008,

the third year of production. This year, there were
further improvements, with a new and definitive
design, the addition of five new indicators, and new
regional profiles. They continue to be very well
received. The media coverage was once again
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considerable and there have been a large number

of hits to the website. A new interactive website was
launched at the same time as the paper profiles,
which displays the indicators using dynamic
mapping (see W".-.'.huﬂllh}‘rmﬁl&s.iﬂfﬂj, New
supporting indicators have been added in the
Naovember 2008 refresh of the website.

The profiles for 2009 are now in
production and will incorporate further
in‘||‘.|r1‘1‘."|:'ll‘|¢nl::;, .I‘I'I'L['I. QKH:J'!]EI cnmpﬂn}-‘ WS ICCTllitl."d
[ 1]“{{';.:']'[:]':':1'.' Al C"ﬁltuﬂti[!“ [}Ftht‘ ]'.I.L'ﬂ.ltil P“}EIL'E ﬂ[ld

it H’:[?HI.'TL‘L{ its ﬁndings in March 2009.

Health Profile of England 2008

The Deparrment }mhl'fsiw_ﬂr_{ Health P}'ﬂﬁfé’ af
England 2008 in January 2009. [t is a collation of
national and rugiun'.ﬂ darta for indicators of puh]if;
health and well-being and their determinants in
England, including social and lifestyle facrors. It can
be used as a benchmark against which local areas
can compare their own local health profile darta.
The 2008 report updates tables showing regional
comparisons and national ten-year trends for
indicators presented in the local health profiles.

A wider range of indicators is included in a health
snapshot of England, and there is a section on

international com parisons.

Health protection

Pandemic influenza

The Pandemic Influenza Programme aims
to ensure that the nation is as prepared as possible
for responding to the challenges of an influenza
pandemic. Pandemic Flu — A National Framework
for Responding to an Influenza Pandemic assists all
public and private organisations in planning and
preparing for an influenza pandemic. The
Department has issued a wide range of guidance
to health and social care organisations and others.
In addition, it has supported other guidance issued,
for example to GP services by the Royal College
of General Practitioners and the British Medical
Association.
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An assessment of all NHS plans took place
in 2008 in order to inform priorities and help
prepare services for a pandemic. The 2008-09 NHS
Operating Framework required PCTs, together with
l[!l:ﬂl P\E.r[ﬂﬂ:]'ﬁ, o Pl’ﬂdllf{.‘ r{}husl Pﬂ.ndtmiﬂ F]ﬂl’!s b}"
December 2008. These plans have been assessed
and reviewed across each SHA during the first three
months of 2009. A summary of results will be made
public. The 2009-10 NHS Operating Framewaork
requires PCTs to continue to test, review and
improve these plans.

The Department continues to make
progress in stockpiling clinical countermeasures and
other medicinal products for the response to a
pandemic. In August 2008, it launched public
procurement exercises for the provision of
additional antivirals to enable treatment during a
pandcmic of 50 per cent of the pnpulﬂtiun (the
‘worst-case scenario’). Orders have been placed for
these antivirals. This procurement has been
completed. It also launched a public procurement of
15.3 million treatment courses of antibiotics to treat
the complications arising from pandemic influenza.

15.132 The contract for the development of the
Narional Pandemic Flu Line system was signed in
MNovember 2008. This will provide the gateway for
the public to access antivirals in the event of a
pandemic. The Department continues to work
closely with the other UK countries on these and
other planning issues to ensure consistency of
approach.

15,143 A further campaign was launched in
autumn 2008 to help reduce the spread of cold,
influenza and other viruses and to embed the good
hygiene practices that would also help protect
people during a pandemic. Further communications
research has also been undertaken in order to build
an l'J.'.I.I:: FI.IhIIIC tngagtmr:nt ['CSI'..'E.FEI'I programimnc TI'IH.[
was used to learn more about public attitudes and
behaviour with regard to pandemic influenza.



13.134 The independent expert Scientific
Pandemic Influenza Advisory Committee (5P1) was
created in 2008, for which the Department holds
the secretariat. This replaces the former Scientific
Advisory Group. The changes ensured a wider range
of scientific disciplines was included and thar the
group was more flexible and independent. The
modelling, clinical countermeasures, and behaviour
and communications sub-groups have been raking
specific areas of interest forward. Papers, minutes
and final advice of SP1 are available on its websire:
www.advisorybodies.doh.gov.uk/spi/index.htm.

15,135 In 2008, the Department along with the
Cabinet Office and others produced the first cross-
government UK Pandemic Flu International
Preparedness Strategy, setting out the Government's
aims and objectives from a global perspective for the
coming five years. The Department also played a
leading role in discussions in Europe, the Global
Health Security Initiative (the G7 countries plus
Mexico), and the WHO to aid the sharing of best
practice and the preparations of less developed
countries. The ongoing WHO influenza virus
sharing and access to benefits negotiations, in

which the UK played a key role, were an important
part of these preparations by ensuring that all
influenza viruses are shared with the WHO, and
that poorer countries have better access to the
benefits, such as vaccines.

The national immunisation programme

13.136 Vaccination policy is based on advice from
the Joint Committee on Vaccination and
Immunisation (JCVI), an expert committee that
advises the Secretary of State for Health.

15.137 The investment made in vaccination
programmes continues to ensure that babies and
young children can be protected against a wide
range of serious diseases. For example:

s In 1998-99 — the year before the UK became the
first country in the world to introduce meningitis
C vaccine — 78 children under 19 years of age

died from this much-feared disease. In 2008-09,
there were no deaths in this age group. It is
estimated that over 500 deaths and a similar
number of long-term disabilities have been
prevented by the meningitis C vaccination. This is
a tremendous achievement.

The Department is continuing to see a reduction
in young children of Hib disease (Haemophilus
influenzae type b), a serious disease that can cause
meningitis. This demonstrares the success of the
Hib catch-up vaccination campaign, and an
improvement in the routine vaccination schedule
for babies.

The Department’s commitment to
immunisation was further strengthened with the
publication of the NHS Constitution, which
established the principles and values of the NHS in
England. The Constitution sets out a new right to
vACCINATIONS:

. “You have the right to receive the vaccinations
thar the Joint Committee on Vaccination and
Immunisation recommends that you should
receive under an NHS-provided national
immunisation programme’; and

» “You should participate in important public
health programmes such as vaccination”.

19 The new right is supported by Health
Protection (Vaccination) Regulations 2009 thar
came into force on 1 April 2009. These regulations
place a duty on the Secretary of State for Health to
accept and implement recommendations from JCVI
to introduce new cost-cffective national vaccination
programmes or amend existing ones.
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Human papillomavirus (HPV) vaccination

September 2008 saw the launch of the new
routine national HPV vaccination programme.
This is a major vaccination programme, which
offers young women protection from cervical
cancer. [t signals the determination of the Secretary
of State for Health to make the WNHS a service thar
prevents ill-health and prioritises keeping people
well. This vaccination programme may not have
immediate effects bur will prevent more serious
illness, and much bigger costs, in years to come,
and the benefits will be felt by women and their

families for generations.

Girls in school Year 8 (aged 12 to 13) are
being offered the vaccine as part of the routine HPV
vaccination programme. It is a complex programme
as three doses of vaccine need to be given over a six-
month period to complete the vaccinarion course.
In addition to the routine programme, a catch-up
programme has been rolled out which will ensure
that all young women up to 18 years of age can
benefit from the HPV vaccine being offered.

Due to the success of the vaccine procurement
process, the Department was able to extend the
catch-up programme to an additional annual

cohort i}F young woIncr.

The HPV vaccination programme has been
supported with television and radio advertising, a
dedicared telephone hclpllm:, leaflets, posters, and
web-based information channelled through social
networking sites. This approach is focused on
ensuring thar the girls and young women being
offered the vaccine, and their parents, are aware of
the programme and have access to clear factual
information.

Provisional data show that the programme
has started very well. Dara available in December
2008 showed that more than 70 per cent of 12- 1o
13-year-old girls across the country had already had
their first dose of HPV vaccine. Some PCTs are
reporting coverage of 90 per cent and above. This
is a tremendous achievement and shows the
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commirment and skill of the NHS staff in
delivering programmes thar will save lives.

The drive to improve protection against
vaccine-preventable disease across the country
will continue in the year ahead. There will be
considerable resources invested in delivering the
HPV routine and catch-up programmes. In
addition, the Department is concerned about the
rise in the number of children catching measles,
and the potendal for a serious measles outbreak.
The Department will continue to work with PCTs
on the MMR catch-up campaign to help drive
up uptake rates, and drive down the risk of a
measles epidemic.

Tuberculosis

The number of new cases of ruberculosis
(TB) in England has risen from a low of around
5,000 in 1987 to over 7,700 in 2007. Using a
mobile X-ray unit (MXU), the Find and Treat
(F&T) ream has improved uptake of TB screening
by around 40 per cent among residents of hostels
for the homeless. The programme has also improved
the loss to follow-up of people screened on the
MXU from around 1 in 3 to fewer than 1 in 20.
Currently, the F&T ream is helping over 300
people with TB who have challenging lifestyles
to complete their rreatment.

Viral hepatitis — hepatitis C

Chronic hepatitis C infection can progress
to cirrhosis, primary liver cancer or liver failure
after many years. There is effective drug therapy
that can prevent this which has been recommended
by NICE.

13,147 To continue to help reduce the level of
undiagnosed heparitis C infection, a new phase of
the Department’s hepatitis C awareness campaign
for healthcare professionals and the public was
launched in 2008-09.



13148 For healthcare professionals, the campaign
includes:

« public relations and collaboration with
professional bodies;

» advertising in the trade press for general
practitioners and practice nurses; and

« 2 new educarional video, hosted on NHS Choices.

13.149 For the general public campaign, activities

include:

» advertising across national newspapers and on
regional radio;

s posters in bars and nightclubs across the country;

» a public relations campaign rargeting the national
and regional media; and

» a series of videos involving real people who have
lived with hepatitis C, and in many cases cleared
it, hosted on NHS Choices.

13.150 There is also a separate targeted campaign
aimed at raising awareness in South Asian
communities in view of emerging epidemiological
evidence that they are at increased risk of infection.

13.151 There were 7,540 laborarory diagnoses of
hepatitis C reported to the HPA in 2007 (the latest
year for which figures are available); this is a 36 per
cent increase compared with 5,529 diagnoses in
2003, the year before the campaign began. NHS
expenditure on drugs to treat hepatitis C has
increased from about £17 million in 2004 to about
£28 million in 2007.

Health protection legislation

13.152 Globally, infections cause over one-quarter
of all deaths. They account for approximately 7 per
cent of deaths in the UK. The world faces greater
than ever risks of chemical or radiological
contamination, whether by accident or by deliberate
act. Legislation is necessary to enable public
authorities to step in to apply protective measures
to control the public health risk from infection or
contamination of any kind.

The passage of the Health and Social Care
Act 2008 introduced provisions on public health
protection. These updarte the Public Health
(Control of Disease) Act 1984 and give the
Secretary of State for Health new powers to tackle
threats of this nature.

During 2009, the Department intends to
draft and consult on regulations concerning;

requirements for reporting cases of infectious
disease or contamination which present, or could

present, significant harm to human health;

safeguards to be applied to orders made by a
Justice of the Peace in order to protect the public

from infection or contamination;

powers and duties of local authorities and
other agencies relating to their health protection
role; and

provisions to prevent the spread of infection or
contamination which could be a risk to public
health internacionally.

These regulations will play a key role in
protecting the health of the population, while
clearly taking into account the needs and rights of
all individuals who might be affected by them.

Global and EU developments
— towards a stronger and more
strategic vision

Health is global

In September 2008, the Secretary of State
for Health launched Health is Global: a UK
Govermment Strategy 2008-13 with ministers from
the Foreign and Commonwealth Office and the
Department for International Development. The
strategy is an international first. It identifies ten
principles for the way in which government as a
whole will work to improve global health (including
setting out to do no harm), and describes actions in

five areas:

« berter global health security;
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stronger, fairer and safer systems to deliver health;
more effective international health organisations;

stronger, freer and fairer trade for better health;

Lll'l'l'.{

strengthening the way in which we develop and
use evidence to improve policy and pracrice.

International health organisations

The Department’s engagement with the
WHO is stronger than ever. The Department is
curn_'m[}' on the Executive Board, one of the
urg;mis;ttif:ufs principal decision-making bodies,
with the CMO as a vice-chair. Last year the
Department sponsored a hug::]y imporgant
resolution on climate change calling on the WHO
and all countries of the world to do more to tackle
the health effects of such change. The Department
has worked very closely with the WHO and its
Commission on Social Determinants of Health over
the last year, and in November 2008 held a |nrgc
international conference in order to share the results
of their work and agree how to work together to
take this agenda forward. Last year the WHO's
Regional Office for Europe called a meeting in
Estonia of health ministers in order to discuss ways

nl’himpr:wing health Systems.

Ower the last year, the Department has been
working with other government departments to
finalise the Government's strategy for the way in
which it works with the WHO. This was published
in early 2009 and is an important document in
helping to get value for money from the funding it
puts into the organisation. The Department has
continued its work with other international agencies
and partnerships, such as the Council of Europe,
the Commonwealth Secretariat, the Global Health
Security Initiative and the Commaonwealth Fund.
They all make a viral contribution to improving
global and domestic health and rackling global
and regional health risks. The effectiveness of
international organisations in preventing the spread
of infectious diseases was the subject of a House of
Lords report last year. The Department led the
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production of the Government's response ar the end
of 2008.

Ower the next year, the Department will
be looking more closely at lessons it can learn
from colleagues working in the Organisation for
Economic Co-operation and Development. This
agency can help the Department do more to
benchmark the effectiveness of the health system,
and the health and well-being of the population of
England, against other countries.

As the Department moves towards greater
strategic direction in its international activities,
it is looking to publish later in 2009 a short paper
that describes its own objectives for working
inmrnntiﬂnall}' and ways in which it can work most
effectively.

Linking health and overseas trade

The role of the Department’s International
Specialist Team is to forge close bilateral relations in
health and healtheare, and to promote and support
the healthcare industry and the NHS
internationally. Most of its work is with a few
priority countries. These include Brazil, China,
South Africa and Libya where formal umbrella
agreements provide the framework for continuing
collaboration. Last year the Prime Minister, Gordon
Brown, launched the innovative Partners in Health
Innovation, which has inputs from both the privare
and the public sector. More recently, the
Deparrment has been looking ro step up irs
partnership with India and anticipates agreeing its
strategic approach with the Indian government. The
Department has continued its support to Iraq, with
the UK-based training programme for Iraqi
clinicians and policy-makers. This has led to a
number of requests for support from the UK
healthcare industry.



| Partnerships between UK health and
| healthcare institutions and developing
| countries

13.162 Over the last year, there has been a good
deal of interest in developing partnerships berween
the NHS and academic institutions in the UK and
counterparts in developing countries. In 2008,

the Department of Health and the Department for
International Development set ourt the agreed
strategic approach in a document called Global
Health Partnerships: The UK Contribution to Health
in Developing Countries. This was in response to

an independent report written in 2007 by

Lord Nigel Crisp.

Health in the EU
15,163 In 2008, the European Commission
proposed two new draft Direcrives in the field of
health, in relation to the application of patients’
rights in cross-border healthcare and on standards of
quality and safety of human organs intended for
cransplantation. The Commission also proposed two
Council Recommendations, on European action in
the field of rare diseases and on partient safety,
including the prevention and control of healthcare-
associated infections. In 2009, these proposals are
being negotiated berween the 27 member states of
the EU, and in relation to the draft Direcrives, also
with the European Parliament.

13,164 The Department has responsibility for
developing and taking forward the UK negotiating
pasition on these proposals, in discussion with other
government departments and the devolved
administrations. In negotiations, the Department
works to ensure that new Commission proposals
strike the appropriate balance berween adding value
through EU level action, and respecting member
states’ responsibilities for running their own health
systems. In the coming year, the Department will
also contribute to forthcoming EU-level discussions
in other areas of health policy, such as health
workforce and health security, in order to determine

whether EU-level action could bring addirional
benefits to the health and well-being of UK citizens.

European Commission's draft Directive and
current EU Regulations on cross-border
healthcare

On 2 July 2008, the European Commission
published a draft Directive clarifying and codifying
the rules in this area. The Directive is intended to
cover a narrow field relating to patient mobilicy, bur
has potentially profound consequences for the NHS
and contains complex provisions. Case law from the
European Court of Justice gives UK patients the
right to access healthcare in other member states
under the EU freedom to obtain services, and to be
reimbursed for this under cerrain circumstances.
However, how this would work for NHS-type

systems has been unclear.

The Department believes that a Directive
in this area could codify case law, which would
provide clarity to patients and member states. As a
result of careful background work by the UK and
other member states, the draft Directive conrains
various helpful principles. It is now under discussion
in the EU institutions and a final Directive is not
expected until late 2009 ac the very earliest. After it
is adopted there will be one year for member states
to implement the changes required.

The Department of Health is the lead
negotiator for the UK (although it consults with
colleagues from the other UK countries).

The Department is working with other member
states on further necessary changes to the Direcrive,
and it will continue to push for the best outcome
for UK patients and the NHS. In order to help
inform the Department’s negotiating position it
undertook a public consultation in late 2008.
Throughout 2009 the Department will be

required to:

» continue negotiations in Council;
» brief key members of the European Parliament on

potential amendments;
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support UK ministers through UK Parliamentary
Scrutiny;

respond to the consultation;

consider necessary updates to the current advice
to the NHS on handling requests for patient

mobility; and

begin planning the implementation of the
Directive and preparing for its impact on the
NHS.

There are also long-standing EU regulations
covering how British citizens who work, visit or
retire to other European Economic Area member
states can access healtheare. The Department

Manages a 1'.'1.‘!11'!'41' blldgf.‘t in !'illpl.'.lﬂﬂ uf l'l'tL'Sf..' COSES.

Emergency preparedness

In 2008, work concenrrated on the issue of
standardised Ht{}lld-g{:ri::[ﬂti{}ll personal protective
equipment (PPE) to NHS first-responders, the
advancement of the delivery of medical care into the
‘hot zone' of an incident (the most dangerous area,
eg a tube tunnel or platform) by the phased nacional
roll-out of Hazardous Area Response Teams.
Guidance was publ'ishcd on business continuity in
the NHS and the provision of scientific and
technical advice during major incidents, and work
on the longer-term psychosocial impact following
disasters (eg following flooding) was also
undertaken. The expert Emergency Planning
Clinical Leadership Advisory Group continued o
provide specialist advice to the Department on
issues relating ro the NHS delivery of clinical care
during a major incident.

In 2009, the Emergency Preparedness
Division's (EPD's) work will focus on developing
further a number of the projects begun in 2008.
EPD will continue ro inpur and action the
development and implementation of the 2012
London Olympics security strategy. Through 2009,
the NHS Resilience Project will continue to develop
business continuity management policy for the
NHS, including the development with the British
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Standards Institute of a new Health Resilience
standard. The next ministerial meeting of the
Global Health Security Initiative is to be hosted
by the UK, and EPD officials will lead on its
preparations. Other action includes:

» further work on the National Capub“it}r Survey in
order to develop and improve capaciry, capability
and resilience across the health sector in the face
of significant disruprive challenges; and

the publication of guidance on evacuation,
sheltering and lockdown, which is planned for
autumn 2009.

Scientific development and bioethics

Stem cells

Progress continued on the UK Stem Cell
Initiative’s recommendation 1 (the public—private
partnership to develop ways to use stem cell lines in
the safery assessment of new medicines). Stem Cells
for Safer Medicines Ltd has awarded funding of
over £500,000 to research projects, and has started
to draw up plans to rake the initiative to its second
phase.

13.172 A review of the collection and use of
umbilical cord blood collection for harvesting stem
cells for transplant was carried ourt by the
Department in 2008, Following a written
ministerial statement to the House of Commons
in January 2009, a report of the findings of the
review was published.

Human fertilisation

+ The Human Fertilisation and Embryology
Bill successfully completed its passage through
Parliament in November 2008, becoming the
Human Fertilisation and Embryology Act 2008.
This landmark legislation was the end producr of an
extensive review by the Department which included
evidence-gathering, scrutiny and Parliamentary
debate thar addressed many profound ethical issues.
The new Acr updares and reforms the existing law
on assisted reproduction and embryo research (the



Human Fertilisation and Embryology Act 1990).
The Government decided that a review of the law
was necessary in the light of factors such as
developments in reproductive technologies since
the original legislation was passed, and wider
developments in society. In particular, it sought

to ensure that the UK remains at the forefront of
research that may lead to treatments for currently
incurable conditions such as Parkinson’s disease and
Alzheimer’s disease.

13.174 The new law provides clarity as to the
extent to which human—animal embryos, which
scientists believe may be of great benefit in
understanding and treating serious diseases, come
within the framework of the 1990 Act. It also
clarifies the scope for embryos to be selecred to
prevent children being born with inherired genetic
diseases, and stresses the importance of supportive
parenting. The law ensures that the UK has a
regulatory scheme that allows scope for major
benefits to be realised for both medical research
and patients.

Genetics

13.175 The progress review of the 2003 Genetics
White Paper was published in April 2008 (COur
inberitance, our future: Realising the potential of
genetics in the NHS, DH). While it was progressing,
work continued on four major initiatives:

s the Mational Generics Reference Laboratories;

» the NHS Genetics Education and Development
Centre;

« pharmocogenetics; and

» the UK Genetic Testing Network to support the
wider NHS.

15.176 The House of Lords Science and
Technology Committee has appointed a
sub-committee, chaired by Lord Patel, to look at
genomic medicine. The inquiry will provide an
assessment of genome technologies and their actual
and potential impact on clinical practice in the
post-genome era.

The NHS Genetics team has co-ordinared
the memorandum of evidence on genomic medicine
that was prepared by the Department of Health,
DIUS and the Department for Business, Enterprise
and Regulatory Reform, and ministers gave evidence
in January 2009.

The Gene Therapy Advisory Commitree
(GTAC) continued to cover the ethical review of
novel clinical trials, approving 18 new rrials.
Ministers also extended GTAC's remit to cover the
ethical oversight of certain types of stem cell, as well
as clinical trials of gene therapy. This was to fulfil
the Government's commitment to recommendarion
8 of the UK Stem Cell Initiative.

The Government agreed an extension to
the Concordar and Moratorium on Genetics and
Insurance (HM Government, 20035), and the
Genetics and Insurance Commirttee continued o
monitor the insurance industry’s compliance.

In 2008, the Human Genetics Commission
(HGC) made progress in implementing the main
recommendarions of the independent review that
reported in January 2008. It has also moved forward
with a significant public engagement exercise
focused on the forensic use of generic information,
and with work on genetic tests supplied directly to
the public. This latter issue was the subject of an
international consensus meeting hosted by the
HGC in June 2008, leading ro the establishment of
a broad-based working group in 2009. The working
group will develop a common framework of
principles to protect and promote the interests of
the public when accessing genetic tests directly.

Organ donation

In January 2008, the Organ Donation
Taskforce published its recommendation to increase
organ donor rates by 50 per cent by 2013.
Implementation is now well under way, driven
forward by the new National Clinical Director for
Transplantation, and overseen by a Programme
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Delivery Board chaired by Professor Sir Bruce
Keogh, the NHS Medical Director.

The Organ Donation Taskforce also
published its report, The Potential fmpact of an
Opt out System for Organ Donation in the UK, on
17 November 2008. The report was informed by
a wide body of information and evidence, which
included a systematic licerature review, public
deliberative events and personal interviews with
leaders from 17 different faith groups. The report
and supporting evidence can be found on the
Department’s website ar: www.dh.gov.uk.

The Taskforce concluded that an opr our
system for organ donation should nort be introduced
in the UK ar the present time. It felt that, while it
would have the potential to deliver benefits, it
would also present significant challenges, and such
a system might not be necessary in order to deliver

the desired increase in organ donation rates.

The Government welcomed the report,
and accepted the Taskforce’s conclusions and
recommendartions, bur did not rule out a furure
change in the law if sufficient progress is not
achieved. A statement from the Secrerary of State
for Health can be found at: www.dh.gov.uk.

Ethics

As part of the implementation programme
for the Mental Capacity Act 2005, the Department
introduced provisions to ensure a smooth transition
from the previous arrangements to the new ones for
people who had made an advance decision to refuse
treatment. The Act also introduced provisions
o support research projects il'wulving pfﬂp|t

who lack capacity.

146 The Department has parricipatcd ina
number of international forums on bioethics,
including those of the Council of Europe and the

United Nations Educational, Scientific and Cultural
Organisation (UNESCO).
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Role
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To improve the health and wealth of the nation through research.

- Key achievements in 2008-09 included:

Enhanced the role of research and development through the NHS Constitution.

Delivered significant benefits to industry-sponsored trials through the establishment of the National
Institute for Health Research (NIHR) Clinical Research Nerworks.

Second cohort of 63 NIHR Senior Investigators announced in March 2009.

15 new NIHR Biomedical Research Units established in 2008 to drive innovation in the prevention,

diagnosis and trearment of ill health.

Nine NIHR Collaborations for Leadership in Applied Health Research and Care (CLAHRCs) became

operational in October 2008.

Publication of the first cross-government research and surveillance plan that is focused on obesiry,

overweight, and their determinants in England.

Summary

4.1 In this chapter you will find informadon on:

& SLrategys

» research — a core NHS function;

o Best Research for Best Health — progress with
implcmcntatiml; and

s Office for Strategic Co-ordination of Health
Research (OSCHR).

Introduction

14.2  This chapter outlines progress made by the
Department in implementing the Government’s
health research strategy, Best Research for Best Health
and working with OSCHR parters to develop and

realise a shared vision for UK. health research.

Strategy

The Government's aims are to:

make the UK the best place in the world for

health research, development and innovation;

» ensure that the NHS is equipped and able 1o
make a key contribution; and

realise the potential of the NHS to support
research that improves national health and
increases national wealch.

The Department’s research and development
(R&D) budget for the NHS for 2008-09 was £792
million, 3.5 per cent higher in real terms than in
2007-08. This pattern of increases in government
funding for health research will continue across the
2007 Comprehensive Spending Review period.

Tt will lead to a budget of £1.03 billion for the
Department of Health and a total government
investment in health research, including funding
for the Medical Research Council (MRC), of more
than £1.7 billion per annum by 2010-11.
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Furthermaore, in 2008-09, £31 million of
capital was allocated o the NHS o develop the
research infrastructure in NIHR Biomedical
Research Units and Clinical Research Facilities.

The Department continues to make rapid
and substantial progress with implementing Best
Research for Best Health (DH, January 2006). The
NIHR was established in April 2006 to provide the
framework through which the research, research
staff and infrastructure of the NHS in England can
be positioned, managed and maintained as a virtual
national research facility. Since then, an increasing
amount of NHS R&D funding has been awarded
through NIHR programmes (the distribution
between the principal funding streams is shown in
Figure 14.1). At the same time, transitional R&D
funding has been allocated art reducing levels, as
planned, to all previous recipients of NHS R&D
support funding. The transition period ended in
March 2009.

Research — a core NHS function

The new NHS Constitution plar;L'5 the
promotion and conduct of research ar the core of
the NHS, to improve the current and future health

and care of the population. The NHS Operating
Framework for 2009-10 highlights the need for all
providers of NHS care to increase their participation
in research, and sets out the national ambition to
double the number of patients taking part in clinical
research within five years.

To fulfil their new legal duty to promote
innovation, SHAs will set out in an Annual
Innovation Report the actions the SHA has taken
to support the work of the NIHR Clinical Research
Networks locally and to develop the collaborative
capacity of the NHS to join in research studies
and trials.

Best Research for Best Health -
progress with implementation

(4.9 A full account of progress will be published
in summer 2009 in the NIHR annual report
2008-09.

Research

14.10 To ensure that the NIHR funds the highest
quality research focused on improving health and
care, the Department is continuing to expand

budget spent on NIHR programmes
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existing programmes and introduce new funding
streams.

The new NIHR Public Health Research
Programme was announced in May 2008 and

annual spending is planned to reach £10 million

at full capacity. The programme will evaluate the
benefits, costs and acceptability of public health
interventions delivered ourside the NHS. It will
cover the range of public health interventions, from
social marketing for the promotion of safer sex, 1o
speed humps for the prevention of road traffic
accidents.

14.12 The NIHR Health Technology Assessment
(HTA) Programme works in partnership with the
National Institute for Health and Clinical
Excellence (NICE) and other organisations. The
budger will increase to more than £80 million at

full capacity.

14.15 The NIHR Service Delivery and
Organisation (SDO) Programme commissions
research to underpin improvements in the quality of
patient care and the efficiency of NHS health
services. The annual budget is planned to grow o
£12.5 million at full capaciry.

14.14 The ultimarte aim of the new NIHR Health
Services Research Programme is to lead to an
increase in service quality and patient safecy. It will
complement the remits of other NIHR
programmies, including HTA and SDO, and have a
budger of up to £5 million a year.

1415 Spending on NIHR Programme Grants for
Applied Research will reach £75 million a year at
full capacity. Each grant funds a series of interlinked
projects on conditions that cause significant impact

on the NHS5.

14,16 The NIHR Research for Patient Benefit
Programme awards grants to promote health,
prevent disease, overcome illness and improve

patients’ everyday experience of the NHS. Funding
is building to £25 million a year at full capacity.

Launched in July 2008, the NIHR Invention
for Innovation Programme brings together the work
of several smaller programmes to help accelerate the
development of new healthcare technologies and
devices. The budget will grow to more than
£13 million ar full capaciry.

Following the successtul launch of the
NIHR School for Primary Care Research, the new
NIHR School for Social Care Research began
operation in February 2009. The School is based in
the leading academic centres of social care research

in Eng,land.

Partnership programmes

Under the auspices of OSCHR, the NIHR
and MRC are working rogether to establish new
initiatives to support the efficient translation of
health research into health and economic benefits:

 The Efficacy and Mechanism Evaluation
Programme was launched in ﬂpri] 2008.
In September 2008, 18 NIHR Clinical Trials
Units received three-year awards rotalling £3.75
million a year.

The jointly funded Methodology Research

to underpin the whole spectrum of health
research, from basic to applied.

¢ The Patient Research Cohorts initiative has been
launched to create small, extensively defined
groups of patients to help detect, treat or prevent
disease — in areas of high unmet need or where
there are botdenecks in turning research into
therapies.

Systems

14.20 The Department continues to promote a
regulatory and governance environment that both
facilitates high-quality research and protects the
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rights, dignity and safery of those who agree to

take part.

Launched in 2008, the |nt¢:5mt¢d Research
Application System enables researchers to enter
information abour their study in one place, rather
than completing separate application forms for each
type of approval by regularors and research ethics

COmmittees,

From April 2009, the NIHR Coordinated
System for gaining NHS Permission (CSP) became
the standard process for all studies supported by the
NIHR. The CSP is a managed process for seeking
permission from all the NHS sites involved in a trial
or other study, providing a ‘one-stop shop” and
shared informarion systems.

The National Institute for Health Research
Faculty

The NIHR Faculty brings together the
people funded by the Department to support
applied, people-focused health and social care
research. The goal is ro artract, develop and keep
the best research leaders, senior researchers and
collaborators working in the NHS in England.

i The first cohort of 100 Senior Investigators
— the most ourstanding leaders of NIHR-funded
research — was appointed from April 2008, and a

second cohort of 63 Senior Investigators was
announced in March 2009.

. NIHR Traineeships are awarded to support
the academic training paths of all health and social
care professionals. In line with the recommendations
of the Cooksey review of UK health research
funding, the budget for NIHR Trainees is planned
to grow from £16 million in 2007-08 to £85
million at full capacity.

Health research infrastructure

14.26 The NIHR clinical research nerworks
support a portfolio of clinical trials and studies
throughout England, and promote patient and
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public involvement in health research. They have
significantly increased the number of participants
taking parr in clinical trials, improved the speed,
quality and coordination of the trials, and
strengthened NHS links with industry. The
Department’s investment in the networks has grown
from £66 million in 2007-08 to £159 million in
2008-09 and is expected to be more than £285
million ar full capacity.

»7 Total expenditure on the 12 NIHR
Biomedical Research Centres grew to £108 million
in 2008-09. In addition to the 12 NIHR
Biomedical Research Units established in April
2008, a further three Units became operational in
October 2008. The Centres and Units transform
their scientific breakthroughs into life-saving
treatments for patients.

% Funding for nine new CLAHRCs began in
October 2008. The CLAHRCs undertake high-
quality applied health research that is focused on the
needs of patients and support the translation of
research evidence into practice in the NHS.

9 The NIHR Flexibility and Sustainabilicy
funding is a new research funding stream that
started in April 2008. It is allocared to research-
active NHS organisations to enable them to artract,
develop and retain a cadre of high-quality research,
clinical and support staff.

14.30 The NIHR Research Design Service (RDS)
is a major new initiative offering researchers advice
and guidance on all aspects of research design and
conduct. Investment will total around £50 million
over five years. From Ocrober 2008, RDS became
operational in eight out of ten SHA areas. In the
remaining two areas, current R&D Suppert Units
will continue until March 2010, and new RDS will
commence from April 2010 following a selection
process.



Stakeholder involvement

14.31 The NIHR Advisory Board is chaired by
Candy Morris, Chief Executive of South East Coast
Strategic Health Authority. The Board provides
advice and support on the strategic development of

Best Research for Best Health and of the NIHR.

14.32 Chaired by the Department, the UK Clinical
Research Collaboration brings together a wide range
of partners, including research funders and industry,
to facilitate and promote high-quality clinical
research for the benefit of patients.

The Department funds the INVOLVE
Programme to support and promaote active

| 4.33

involvement by patients and members of the public
in health and social care research. The biannual
INVOLVE conference on 11 to 12 November 2008

was attended by nearly 400 people.

14.34 In May 2008, a standard industry-costing
template was introduced for trials intended for
adoption by the NIHR Clinical Research Nerworks,
to provide a clear rationale for calculating trial costs
and ro reduce the time required for site-by-site
negotiarions.

14.35 The first nationally approved model Clinical
Investigation Agreement was launched in November
2008. It aims to speed up the contracting process
for medical, technology, industry-funded trials in
NHS hospitals, giving patients faster access wo
i“ﬂ[ﬁ.’a[i‘-‘f [reatments.

Policy Research Programme

14.36 The Policy Research Programme, with an
annual budget of £33 million, continues to provide
the evidence base for policy development and
evaluation of policy implementation in health and
adule social care.

Cross-government work

14.37 In December 2008, the Department
published the first cross-government research and
surveillance plan that is focused on obesity,

overweight, and their determinants in England. The
Department also continues to work jointly with a
number of government departments to address
other key cross-cutting priorities for research
evidence.

Office for Strategic Co-ordination
of Health Research

The Office for Strategic Co-ordination of
Health Research: Chatrman's First Progress Report was
published in November 2008. O5CHR's mission is
to facilitate more efficient translation of health
research into health and economic benefits in the
UK, through better co-ordination of health research
and more coherent funding arrangements to support
translation. In doing so, OSCHR supports NIHR,
MRC and the other OSCHR partners.

) In November 2008, the Prime Minister
asked the Department of Health and the
Department of Innovation, Universities and Skills
for a new overarching set of national objectives to
encourage the translation of major research
breakthroughs into new NHS trearments and
services within a decade. These ‘National
Ambitions’ are being developed independently of
government through NIHR and MRC under the
auspices of OSCHR.
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CSR settlement

Figure A.1: Department of Health CSR settlement 2007 — announced opening position
Figure A.2: Track of departmental resources from CSR settlement 2007 to current position
Figure A.3: Department of Health CSR settlement 2007 — current position

Disposition

Figure A.4: Department of Health public spending (core table 1)

Figure A.5: Department of Health resource budget (core table 2)

Figure A.6: Disaggregation of hospital and community health services (HCHS) expenditure
2003-04 to 2007-08

Figure A.7: Department of Health capital budget (core table 3)
Performance

Figure A.8: Comparison of 2008-09 outturn with 2008-09 planned expenditure in departmental
report 2008

Figure A.9: Main areas of change to the headline spending plans presented in last year's departmental
report

Figure A.10: Range of PCT DFTs between 2003-04 and 2010-11

Analysis

Figure A.11: Total capital employed by the Department of Health (core table 4)

Figure A.12: Department of Health identifiable expenditure on services, by country and region (core table 7)

Figure A.13: Department of Health identifiable expenditure on services, by country and region, per head
(core table 8)

Figure A.14: Department of Health identifiable expenditure on services by function, by country and
region (core table 9)

Figure A.15: Primary care trust expenditure

Figure A.16: Strategic health authority expenditure
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Time series

Figure A.17: Expected cost of implementing the new GMS contract

Figure A.18: Family health services — general ophthalmic services, 2003-04 to 2007-08, England
Figure A.19: Family health services — primary dental care services, 2003-04 to 2007-08, England

Figure A.20: Family health services — community pharmacy contractual framework expenditure, 2005-06
to 2007-08, England

Figure A.21: Primary care gross drugs bill, 1996-97 to 2007-08, England

Figure A 22: Secondary care gross drugs bill, 1996-97 to 2007-08, England

Figure A.23: Expenditure by NHS bodies on the purchase of healthcare from non-NHS bodies

Figure A.24: Expenditure by local authorities on personal social services

Figure A.25: Local authority adult personal social services gross expenditure by client group, 2007-08 \

Figure A.26: Local authority adult personal social services gross expenditure by type of service, 2007-08
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Figure A.4: Department of Health public spending (core table 1)

2008-09
200304  2004-05  J005-06 200607 2007-08 estimated 2009-10
outtum outturn outtum outtum outturn. outtudn plan

Consumption of resources
WNHS 11,8645 Gh 873 T4, 168 TH.A68 Hi6, 382 Q0,940 98.21T7 102,272
Personal social services 1617 2110 2,070 1817 1,576 i,382 1546 1,622
MHS pensions* 6,194 6. 3N 9281 10,226 10,174 13387 12,527 3434
MHS (AME) 1] 30 T4 139 465 3o 652 577
Credit guarantee finance (AME™ Al 24 54 B4 B4 152 355 127
Toral Department of Health resource budges 60,776 75434 85,647 0,734 98982 106,256 113,297 118,033
Of which:

Depanment of Health Depammenial

Expenditure Limit (DEL) 63,481 68,983 76,238 80,285 BB, 258 92332 P, 763 105,894

o f el

Mear cash RIEN 08,591 T4.295 77.200 83475 89,430 95,312 1o, 197
Mon-cash 2451 391 1,943 2,095 4,783 2.582 3451 Ho07

Capiral spending
MHSH 2002 2624 2,151 3069 3.597 4410 5,433 4.674
Personal social services 84 83 1 124 215 150 140 148
MHS (AME) (1] 2123 292 L1 1] L1 0 0
Credic guarantee finance (AMEY™ (1] L] 357 ) 3r 14 0 1]
Tatal Deparument of Health capiral budge 2,686 2,937 2,893 3.282 3,849 4,574 5,573 4,822
OF which:

Dl:p:ll:lmr:nl: of Health Dc[nﬂmcnla]

Expenditure Limiz (DEL) 2686 2,707 2,244 3,193 3812 4,560 5573 4,822
Total public spending in Depanment of
Health™ 72,001 77 B0 87,9049 92.794 101,549 109,427 116,869 121,010
O welsich:
MNHE {6) (7} G LT3 60,051 75822 Al 561 89,261 4,522 102,662 105,824
Personal social services™ 1,693 2,182 2,153 1,927 2,076 1516 1,673 1,755
MHS pensions G, 194 6,396 9.281 10,226 10,174 13,387 12,527 13,434
MNHS (AME)™ 1] 228 292 0 9 o 1} 0
Credie guarantee finance (AME) oy (1] 3 3p2 &0 28 2 I -3
Spending by local authoritics on functions
relevant 1o the Department
Current 14,705 16,059 17,243 17.674 18,505 19.310 0 o
O wehich:
Funded by grants from the Department of Health 1.816 1148 2141 1,772 1.795 1.207 L] 0
Caginal 164 209 £ 78 £ 31 L] 0
Of which:

Financed by grants from the Depariment

of Health 132 140 122 181 159 221 1] 0o

Sowrce: HM Treaa ury whilfe n"bf.rm'.km darabase (NS

Nores:

(1) NHS Pensiors i whe resouvee budger of the persion swheme, and iv i inclsaled in core table 1 becase iv i pary of vhe Deparomens of Health resowrce budger. Figures reflocy whe
requiTEment s_,m‘iﬁﬂ".b hmnru”l!::pnmng Sramdard 17 = Rerirement Hevefins

12 Evmplopers’ rmm.wd'ﬁwm T o f4ﬂﬁum I .-Ilpn'l"_?ﬂﬂf.

3 HM Tmnmjﬁ.wdrugmmﬁr&#ﬁrpnmﬁmwr iniitanive (PFI) sohemes, which & repeid by the PFI pastuer once the scleme s sperational. Please mote; subyect to final
agreement with HM Treanury, This line alve includes some fiending for PCT fmpairenenrs.

() Imclwedes furseding available o NHS fosenodarion eroes from 200445,

15} Tovad p mng calcaaliated i e posal of the reimuarce budget plict the capial budlgrs, bevi depreciarion of L300 S8S07PMNTIIELIT. 00001, 138 wanllien [Bhis exclwees
Impairreemy fu i AME wivicle fi ovetisely the DL,

16} NHE public g cerlenelunee ar the rovad of the resoveree breaper plus the capivad bucdpes, fens deprecianion of 2934468 ST ST IRSITOBR], 122 million (thiz meclwdes
Tmparirmeenis fu i AME wivich i orersidle the DEL).

17} Far a more detailesd breakdown of NHS sepenairure v Englard wee figures A5 (core soble 20, A6 aud A.7 feore rabile 31

18 Presanal social services pubiie speraling calroelated ax rhwu'nj'ﬂwww e m,,p.lr-#&m&fr ke depreciarion of SRV IIEIGT TS millon.

(9 Tanal WNHS (AME) s calculreed .E eotal of the resource Gunges plues she capizal o SOE 2T 3N RGNS TT meillion

(10 Total credi g v i dn erlvwkared ar the fotal of the rmmrh:%« f.‘?v ﬁ‘# Frpaivmments of EA0021ISODRDX I PFIEI T meillion.
f”?f:ﬂm.ﬂw}wmd'minfrm:pu.ﬂ—fl?ﬁmﬂ'ﬂ-f!ﬁf—i?i -r'f'fﬂ'!k'ui'

{120 h:'mwm;ur jarmd e fo
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Figure A.5: Department of Health resource budget (core table 2)

e £ million
: 2008-09
& J003-04  2004-06  2005-06 200607 200708 estimated  2009-10  2010-11
! : : outturn outturn autturm outturn outium outturn plan plan
tmwnmq-fmum by activity
'_!'hdmd Health Service (NHS) g Gl RS 06871 74,168 TEAGE 86,382 0,940 28,217 102,272
Hespital and community health services sEA12 655373 70,757 6011 &3,760 BRATR 95,395 . 28%
of wivich:
Healih autharitics unificd budger and central
allecations and grants 1o local aushonitics 58412 63,373 TOTST 76,011 B3, 760 BHATE 95,305 949,289
Family health services 2,141 1129 2,131 1,021 1,022 1,108 1,182 1,263
af werbich:
General dental services'"! 1,243 1.246 1038 19 {1 i 0 1)
Gieneral ophthalmic services i 341 358 ELA| 4iH) EEE] i 571
Phamaccutical scrvices o563 Wl (A Lo 1.033 1 AH54 1110 1.145% 1.137
Prescription charges income -4 26 422 427 412 432 A4 -431 445
Central health and miscellancous services 0% 1,062 wre 1,157 1.324 1,083 1,569 1453
of wirich:
Welfare foods DEL 138 19 104 11 a7 104 117 120
EEA medical coses EL1) 429 517 593 759 441 55 218
Ciher ceneral health and miscellansoes
services 465 514 359 449 468 528 597 515
Diepanmental administration including agencies 320 EL] 300 78 76 71 m 267
Personal social servdces (IP55) 1617 2110 2070 1,817 1.876 1,382 1,546 1,521
O which:
Personal sadal sermvices 192 24 191 130 267 £ E1f 515
Local authurity personal social services grants 1425 1,471 1,880 1,578 16409 1,074 1,228 1,307
of wisich:
Training Supporn Programme 57 55 L1} (] 1] [} ] 1]
Specific granes: AIDSHIY 11 17 17 16 1 i 22 L
Specific grants: Mengally 11 133 131 133 132 148 o 0 0
Carers Grang 1043 125 18% 185 185 0 [} 0
Performance Fund 96 (1] L] (1] (1] 0 (1] (]
Dieferred Payments Grane 25 LU o LU n ] L] L]
Care Dincet 2 L] 0 1] it} (1} 1] o
Preserved Righes Grant 500 435 340 298 75 1} 0 0
Rcsidential Allowance Grane 182 400 N7 (1] i 1] 1] 0
Mational Training Strasegy 15 ) 9 108 108 (1] 0 0
Dielayed Discharge 51 ] 10K 100 1040 (] 0 0
Access and Sysvems Capacicy Gran 170 484 G4 546 546 0 0 ]
Human Resources Dievelopment Straegy {1} 24 63 50 50 0 0 0
Amsistive Technology 1] ] 0 £ 1] 0 1] il ]
Prevention Service i i 1] 0 30 i ] i
| Individual Budger Pilots [} 0 0 3 3 (] 0 0
Area Based Grane 1] ik o L1} 1] Lok i 979
Learning Disablitics: clasure of campuses 0 [ o 0 0 14 3 51
Transfosming Personalisarion, Frevention and ] (1] 0 (1] ] 82 192 237
Well-beimg
Grants for children (] 6% a1 a0 89 1} [1] 0
Stroke Straregy 0 o 0 0 0 15 15 15
NHS - superannuations - England and Wales 6,154 6396 0,261 10,226 10,174 13,387 12,527 13434
NHS (AME) (1] o 74 139 465 364 652 577
Credit guarantee finance™ 40 24 54 84 B 182 355 127
Tatal Department of Health resource budger 69,776 ThaAM B5.647 90,734 98952 1046.256 113,297 118,033

Source; HM Treamry public expeidivsre davabare (COINS)

Nares;

(1) Gemerad demsal sevvices (GIS) dinea represens the net coit, aféer raking account of parient charge incoms, for mant-aliscreriomery tervices ondy, Ousturn trenads are affecred by she
progresive mavement of dewtal praceices inve personal devital service pilots. From April 2006, provitien for GIXS i included within the genenal HOFHS resvurces &1 denral eare iz
mor commiioned frovs fumds devolied 1a PCT: The GDS provision identified for 200607 represent the couts of completing payments i reipect of GDS services delivered up t2
March 2006

(2} HAM Tm%ﬁnﬂu anailable for private finance fniviative (PF1) schemes, shich b5 repaid by the PFI parmer once the scheme i operanional. Please pore: wbfees o final

with HM Trear
3} Fursher disaggregasion of HCHS componen: of expendirure is given in figure A6
{4) Figures are presened net of reoeipts £-3,624,4741-5, 171-AAL7/-4.239-4,65214, 434,594 million.
(5] Figeires mury mor rum e o rounding.
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BFigure A.19: Family health services — primary dental care services, 2003-04 to 2007-08, England
. b

- w T R 2 £ million
R . 2003-04 2004-05 2005-06 2006-07 2007-08

T i’e g A ! | resource resource TESOuUrce TESOUrCe resource

- 1,767 1671 1,448 Mfa Mia

45 280 757 Mia MNfa

1.815 1,951 2.005 2,212 1386

Sowrces Destal Practice Board and PCT accormy dega

(1) Generil demeal services (GDS) costs are grons of pavicut charge income.

i Mmmrmm“mmmmanfmmnmm&mm te the delivery of priourey care and were mainly baved on devital
pices which comperted from (GOS0 POS rermer of service, POS expendivure fipures were drinun frivi aurhrizies incamse and expendinre accounts, with the scoepiion

the 200405 figure for grost PDIS wwhich i an estimte batved an payments datst obrained from the Denral Practice Board, AL PDS expendinure figures ave gross of patient charge

fowone, and eveluede awy relazed capreal fnveinnent by NS erers,

Linder the e service framework introduced from I Apoil 2006 for lcal comminioning of primary destal vave services, PCTs may commission general dental or specialiie

. periord demal services according e focal needs bur owly repert primuary deital care expesdiens in cermmal fimarcial renrns,

i) Expenditure in 200506 war enbvanced by an accomnting ad) to correct an Bistoric under-erime af GLIS credisor payments sutstanding ai the year cnd.

¥Figure A.20: Family health services — community pharmacy contractual framework expenditure,
'2005-06 to 2007-08, England

= R £ million

B i 2005-06 2006-07 2007-08

e resource resource FESCRIFCE
'ﬁqmnirrﬂmncrﬂm:rmul Framework" 1175 1,247 1,304

 Source: Prescriprion Pricing Division of the NHS Burines Services Authoriry, England

- MNokes:

mmmmw the made available thwough the cemiral global s and morey released in PCT by Lo medlic

b I i et s for in Dreatperi W¥T FENETIC eI Prices,
fm»mm.WMMHMHMJMEWmﬁmﬁmﬂwwnur;fnnufuMmempum

Figure A.21: Primary care gross drugs bill, 1996-97 to 2007-08, England

9,000
E cash
ALy O Resource = )
7000 =] ~J ~J 1
. B Bl |8
6,000 = % = & I
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1996.9711997-98 | 1998-991999-00' 2000-01'2001-02 ' 2002-03 15003-04' 2004-05 2005-06 2006-07 2007-08
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Figure A.22: Secondary care gross drugs bill, 1996-97 to 2007-08, England

3,500

G I .I I I.

1996-97 1997-98 1998-99° 1999-
2000

Figure A.23: Expenditure by NHS bodies on the purchase of healthcare from non-NHS bodies

- R
.
Health :
authorities/strategic :
Year health authorities Primary care trusts
1907-08 QRS 46 Mia
1908 1108471 Mia 121,954
19 H{n ) 1,166,412 Bia 134,784
-0 1,328,208 33,774 187,190
0102 1,136,793 EIERIET 246,258
0203 27234 1,873,925 338,172
o004 330 2,903,763 408,801
2004-05% 1] 3,353.036 312988
2005-06 0 A, [, 300 319,231
2006-07 0 4685011 207 440
2007-08 ] 717480 205,079
Sourcni

Anwsad Firancial Revurnr off Health Authorities, 199708 po 2007-02
Asmanal Finarcial Resurns of Strategsc Health Awtoritics, JK2-03 w0 200708
Amnsial Fimancial Returns of NHS Trocss, 1997-98 o 2005-06

Auwadized WHE Truse suommurisetion schedules 20006-07 aed 2007-08

Al Finaneial Bevurns of Fri Care Trroses, 200007 10 NH5-06
Andited PCT rummarsation 2006-07 and 2007-08
Nores:

(1) 2005, 200506, 2006-07 and J007-08 WHE erues aea oo mor include NHS fondsion frs.
{2 2006-07 PCT spend Bas been rectinted folloring firrsher salfalatfon.
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Figure A.24: Expenditure by local authorities on Personal Social Services

y : , [0 £ million
) " 1999-2000 2000-01 2001-02 2002-03 2003-04 2004-05 2005-06 200607 2007-08
S : outturn  putturn ocutturn outtum  outturn outtum owbtum outturn outtumn

gross' 12050 12850 13600 15200 16840 12830 13727 14314 1469
charges™ 20w 2,150 2,230 2310 2080 1955 2,009 2,068 2,126
et
cash 10,0540 10,704 11,370 12,5390 14,190 10L873 o il k! 12,246 12,570
real germs™! 12,232 12,855 13,362 14,675 15,707 11,717 12374 12,587 12,570
Capital expenditure ™
 gross 134 156 158 199 260 285 387 364 411
income 51 63 70 75 74 75 84 85 100
nee £3 03 88 124 186 210 303 279 31

 Sossrves Soctal Care Fimance, D (PSS EXT. RO, BA LAs reewrree anned Capival Oweraro)

Nesrr:
(1) Figeres en enned imeleeing 2003-04 imchoeds asfults aveed etbilelrens s servicer. Figures N5 relite te adufes pervonal rocial serviced only, die to the tramifer o
vﬁrﬁﬂw:mﬂm_ﬁnﬁﬂwm Feanlh. Ml’ymmmﬂ'wuﬁnm /
ﬂ}mm&ummﬁrh mﬂ;ﬁq&ﬂw wﬁnﬁ&xﬂmd,pnﬂ'}ﬂﬂi
sing the GOP i sty 23 A il 2009,

ﬁ} Tm-l re on Supporitng People way £570 m. This i mex reporied i the gress cvernemt expenditure on adults

Figure A.25: Local authority adult personal social services gross expenditure by client group,
2007-08 (excluding Supporting People)

Other adult services
(£191.9m) 1.4%

Asylum seekers
(£24.2m} 0.2%

[

Adults under 65 with mental health needs
(£1,026.0m) 7.0%

Adults under 65 with learning disabilities
(£3,290.5m) 22 4%

Adulls under 65 with physical disability or sensory impairment
(£1,461.7m) 9.9%

Older People aged &5 and over
(£8,615.7m) 58.6%

Service strategy
(£86.2m) 0.6%
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Figure A.26: Lacal authority adult personal social services gross expenditure by type of service,

2007-08 (excluding Supporting People)

Day care and domiciliary provision (£5,426.3m) 36.9%

Residential care (£7,392.0m) 50.3%

Assessment and care management (£1,791.7m) 12.2%

Service strategy (£86.2m) 0.6%

z
g
b
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Figure B.1: Salaries of Senior Civil Service staff in post in the Department of Health at 1 April 2008
Figure B.2: Recruitment into the Department of Health in 2008 - by gender, ethnicity and disability
Figure B.3: Department of Health administration costs (core table 5)

Figure B.4: Department of Health staff numbers (core table 6)

Figure B.5: Expenditure on professional services, 2008-09

Figure B.6: Department of Health accident statistics for 2008

Figure B.7: Public appointments sponsored by the Department — members in post at 1 January 2009
Figure B.8: Public appointments - diversity of those appointed at 1 January 2003

Figure B.9: Correspondence from the public — achievement against performance targets

Figure B.10: Parliamentary complaints, 2007-08
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Figure B.3: Department of Health administration costs (core table 5)

i £ million
} 2008-08
} 4 2003-04 2004-05 2005-06 2006-07 2007-08 estimated  2009-10  2010-11
- outturn  outturn  outturn  outtum  outturn  outturn  plan®™  plan'™

 Administration expenditure s

Payhill 140 113 114 118 117 117 M Mia
Orher 156 163 140 116 114 L1 Nfa Mia
Taral administration expenditure 296 77 254 34 131 225 218 212
Administration income 11 g A 5 5 -4 5 %
Toal administration badge 285 268 246 229 226 211 214 209
Analysis by activity

Cenral Department 285 268 240 29 226 il 214 vy
Other 1] 1] 0 0 1] 1] 1] 0
Toral administration budget 185 268 it 129 226 # | 214 209

Source: HM Trearmry pablic expenafliture database (COINS)

NMNares:
(1) A breckedoren berswern paybill o ocher for years 200913 o 2000401 i not aoailoble.
(2} Figarrer may mot siesst der o rosfing.

Figure B.4: Department of Health staff numbers (core table 6)

Financial year average

2008-09
2003-04 2004-05 2005-06 2006-07 2007-08 2008-09 estimated 2009-10 2010-11
actual actual actual actual actual plan  outturn plan plan

Department of Health (gross control area) "

Core Depanment of Health 2. 050 2,245 2,250 2178 2221 pli b 245 2245
(full-time equivalents)

Chher L] 0 ] 0 ] 1] (1 [ 0
Dresignaced ro transfer from the Department 0 139 k] Lt 50 24 3 0 il
{full-timee equivalents)

Agencies

NHS Pensions Agency (Full-time equivalents)™ 258 0 0 0 0 0 0 ] 0
Medicines and Healthcare products 747 781 819 831 875 950 923 977 5
Regubaory Agency (full-time equivabens]™

NHS Purchasing and Supply Agency (PASA) 318 332 330 311 283 290 289 314 314
(Full ime equivalenes)™

MHS Eszates™ s 1L 1] (1] 0 1] (1] (1 [}
Total Department of Health dphZ 606 3533 34067 3,386 3494 3408 3,530 3.554

Sawerce: Depaarsment of Health fcore) = Businens Minagesens Syiem (HME) everwtive ageacie — HE spren.

Notex

(1) Actual arr an average aeror the fimametl yoar and are compiled on the siwie b iw Depart [ respurce ac I particular shey fnclude ministers and ipecial

AdPIETT, WMEW [T -Gmm‘kl;_ﬁ-l‘ Healele exuil servari,

{2) The Departmens anuownced a major charge programee in March 2003, wnder wihich it committad to redice i sworkfarce from 645 full-tinse equivales pos oo 225

The restuction af' 1,400 was te corist of 680 manfers so sther srganisations ard the remasal of 720 post, This chenge prograwme precuted the 2004 Speneing Review, but it was

agreed that the Dpurmment could the change s Garget reductien di i Sperding Revtew (Gervhon) ta . Hy the end of Diecember 2007, the Digarsment s fill-time
wivstlert seaffing w2189 (2 g mifsiseers cnd special advisers), representing o redwerion of 1456 frors Marel 2003, This comdited af §37 erangfers and 819 pavy remoried

3} The NHS Pererians Apency became a special heainh auvhortry (pirrs of she NHS in ril i :

{4} The Medscines Comerol Agency and she Mediced Devices Agency merped it effece 1 April 2003 g0 begare the Medvcines ana Healthoare produces Regularsry Agency

(MHERAL

{5} The Procuremen Policy snad Advivory Urie and the Centre for Ersdemoe-beved Purcharing jotied PASA from the core Digpeerrment from J004-05 followsng an anprarsatioral

reviere, During 2006-07, sme PASA activitier and anocizisd saffing were sutourced to DHLINFS Supp Chara.

(6} NWHS Estztes becarme a trading find on | April 1999, Figures frome 2003-04 include ssaff in Invensures. NHS Eiates i arbelivlveed om 31 Murrely KNS,

{7) Frsure plasmed stnff mumbers are rubjiors o change.
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C Public Service Agreement and Departn
Strategic Objective Endnc:iu. (CSR 200

AnalysSis

The Government articulated its highest priorities
and outcomes for the CSR 2007 period (from
2008-09 to 2010-11) through the introduction of
30 cross-government Public Service Agreements
(PSAs) and a set of Departmental Strategic
Objectives (DSOs), published in December 2008.

The Department leads on two PSAs:

» PSA Delivery Agreement 18 — Promote better
health and well-being for all; and

s PSA Delivery Agreement 19 — Ensure better care
for all.

These are also the Department’s DSO1 and DSO2
respecti\-'cly. DSOS is:

s To provide better value for all.

The Department has a set of 44 DSO indicators —
to which PSAs are a subset — underpinning its wider
departmental business such as the Department’s
contribution to the delivery of other government
departments’ PSAs.

Figure C.1: National Audit Office ratings on data sys

Rating Definition
Green (B for purpose}
Green (disclosure)
cannit be cost-effectively controlled,
Amber (sysiems)
Amber (disclosure)
implications of these.
Bed (sysema)
Red (not established)

Broadly appropriate, but needs strengghening 1o ensure that remaining risks are adequarely controlled.
Broadly appropriate, bue includes limitations that cannor be cost-effectively controlled: the Deparmment should explain the

Following publication of initial progress in the
Department’s Autumn Performance Report 2008, this
report provides some further reparting of progress
on the CSR 2007 commitments.

The data systems underpinning PSA and DSO
indicarors are subject o validation by the National
Audit Office (NAQ). It has published its reports

on the two PSAs that the Department leads
(www.nao.gov.uk) and the ratings on the data
systems for each indicator (refer to figure C.1) are
captured here. The NAO has not rated the darta
systems for the DSO indicators. The data systems
for indicators that the Department lead on that
contributes to the delivery of PSAs led by other
government departments have not yet been reported
on by the NAO, and are not included in this report.
The Department accepts that there are some areas
where data collection needs to improve, and work is
in place to ensure that this is happening.

B et
SV S IEmMS

The data system is fit for the purpose of measuring and reporting performance against the indicator.
The data system is appropriate for the indicator and the Department has fully explained the implications of limitations that

The dasa system docs not permit reliable measurement and reporting of performance against the indicaror,
The Deparemens has not yet put in place 2 system to measure performance against the indicator.
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PSA Delivery Agreement 18: Promote better health and well-being for all

Summary assessment

PSA 18 sets out the Government’s commirment to deliver the best possible health and well-being outcomes
for everyone, helping people to live healthier lives, empowering them to stay independent for longer and
tackling inequaliries.

Five key indicators have been chosen to monitor progress against this PSA. Overall, PSA 18 is making some
progress with improvement in 2 out of the 5 indicators.

Indicator 18.1

Viral Sign Tier 2 and Local Government National Indicaror 120.
All age all cause morrality (AAACM) rate. This is a proxy measure for life expectancy — improvement.

This is linked to the SR 2004 commitment: By 2010, increase average life expectancy at birth in England
to 78.6 years for men and to 82.5 years for women. (The current estimare is that this is equivalent to
AAACM in England decreasing to 649 deaths per 100,000 for men and 467 deaths per 100,000 for
women by 2009 to 2011. Precise numbers will change as the age distribution of deaths changes; the
current estimate is based on 2005 to 2007 age distriburion of deaths.)

Progress

The 1995 to 1997 baseline figure for AAACM rates was 931.1 deaths per 100,000 population (males),
(06.4 deaths per 100,000 population (females). In the period 2005 to 2007, AAACM rates have fallen
to 710.1 deaths per 100,000 population (males) (24 per cent below the baseline rate), 500.2 deaths per
100,000 population (females) (18 per cent below the baseline rate). The 2005 ro 2007 figures also show
thar life expectancy art birth in England continued to increase for both males (77.5 years) and females
(81.7 years).

For more information, visit the publications and staristics section of the Department’s website at:
www.dh.gov.uk

Data quality
Green (fic for purpose)



Indicator 18.2

Vital Sign Tier 2 and Local Government National Indicator 120.

Gap in the AAACM rate between spearhead group and England average. This is a proxy measure for life
expectancy — no improvement.

This is linked to the SR 2004 commitment: Reduce health inequalities by 10 per cent by 2010 as
measured by life expectancy at birth. (The current estimate is that this is equivalent to the AAACM gap
decreasing to 98 deaths per 100,000 for men and 58 deaths per 100,000 for women by 2009 to 2011.
Precise numbers will change as the age distribution of deaths and England life expecrancy change; the
current estimate is based on 2005 to 2007 age distribution of deaths and current England life expectancy

trend.)

Progress

The 1995 to 1997 baseline figure for the gap in AAACM rates was 142.3 deaths per 100,000 population
(males), 75.5 deaths per 100,000 population (females). The 2005 ro 2007 gap in AAACM rates show
124.1 deaths per 100,000 population (males), 76.1 deaths per 100,000 population (females).

Life expectancy has improved significantly for both spearhead areas and England on average, but the
gaps have not narrowed compared with the baseline. The baseline figure is a three-year average for the
period 1995 to 1997, when the spearhead group life expecrancy was 72.7 years for males and 78.3
years for females, and the relative gap in life expecrancy between England and the spearhead group was
2.57 per cent for males and 1.77 per cent for females. In the period 2005 to 2007, spearhead group
life expectancy has risen to 75.6 years for males and 80.2 years for females; however, the relative gap in
life expectancy was 4 per cent wider than the baseline gap for males (compared with 2 per cent wider
in 2004 to 2006), and was 11 per cent wider than the baseline gap for females (the same as in 2004 1o

2006).

For more information, visit the publications and statistics section of the Department’s website.

Data quality
Green (fit for purpose)
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Indicator 18.3
Vital Sign Tier 2 and Local Government National Indicator 123.

Smoking prevalence is linked to the SR 2004 commitment to reduce adult smoking rates by 21 per cent
or less by 2010, with a reduction in prevalence among routine and manual groups to 26 per cent or

less — improvement.

Progress

The rate of stop smoking service clients who successfully quit smoking at the four-week follow-up per
100,000 population is currently used as a proxy measure for this indicator. The 2004-05 to 2006-07
baseline figure for the average annual rate was 782 quitters per 100,000 population. The rate for quarters
I to 3 of 2008-09 was 497 quitters. This shows that the services are currently on track to exceed the
baseline in 2008-09.

In 2007 the percentage of the overall population aged 16 or over who smoked was 21 per cent, and

in the routine and manual occupartions was 26 per cent.

For more information on stop smoking services visit the website of the NHS Informartion Centre
{(www.ic.nhs.uk), and for smoking prevalence figures visit the UK Narional Statistics website
(www.statistics.gov.uk)

Data quality

Green (disclosure)

Indicator 18.4

Vital Sign Tier 3 and Local Government National Indicator 136.

Number of adults (aged 18 or over) per 100,000 population supported to live independently at home
either directly through social care or via organisations thar receive social services grants — not yet assessed.

Progress

This is a new indicator. First-time data are available for 2007-08, in which year 3,143 people per
100,000 population were helped to live independently at home (refer to figure C.2).

For more information, visit the website of the Information Centre.

Data quality
Amber (systems)
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Figure C.2: Number of adults per 100,000 help

Number of adults aged 18+ per 100,000

Period population helped to live at home
20002 2475
2002-03 ' 2,531
2005-04 2,304
Diefinitson restaced

2006405 2512
2005-06 e ]
2000607 2572
Diefimicion rescared

2007-08 3. 143

Sowerce: Copyright € 2009 Reeuead with the permizvion of The Health awd Soctal Care Informuation Cemre, All rights reserved.

Nors:

(1) Climers belped ro lfive ar bowe include Referrals, Assesoments and Packages of Care (RAP) diva frome 206000 re 200007 wnd include RAP awnd Governmens Finanoe Starissics
[(2FE) data fro 200708,

(2} The figure for 2007-08 tnchdes CFS data bur shere is some dowble countimg berween BAF and GFS daga wihere a person recetves services arranged by therr cowncil follsuing
am aexesment anad services from a 'g'll:n.r.ur-_,l'iclrnliul.n'lII rolromtary orgamization. This is esti d ai d X} per ceme of the (FY daza. There is alio dowble counting within ihe GFS dara
wibere @ persom receives services from more thoa ene gramd-funded scheme or orgamisanion, but it &5 difficult o extroate bove Large ohis is dvie o data shaning G

Indicator 18.5
Vital Sign Tier 3

Improving access to psychological therapies (IAPT) through the proportion of people with depression
and/or anxiety disorders who are offered psychological therapies — not yet assessed.

Progress

This is a new indicator and IAPT services have been rolled out across 35 PCTs in year 1 (2008-09)
of the IAPT Programme. In year 2 (2009-10), IAPT services will be rolled our across a further 81
sites, bringing the total to 116 PCTs by April 2010. A baseline will be established from quarter 4 key

performance indicator data returns in May 2009.

For more information, visit \-.W.iapt.nhs.uk

Data quality
Amber (disclosure)
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PSA Delivery Agreement 19: Ensure better care for all

Summary assessment

PSA 19 sets out the Government’s commitment to ensure that people have high-quality, safe and accessible
care that is sensitive to their individual health and adult social care needs, and their particular lifestyles and
aspirations. Eight key indicators have been chosen to monitor progress against this PSA.

Overall, PSA 19 is making strong progress with improvement in 6 out of the 8 indicators.

Indicator 19.1

Vital Sign Tier 2 and Local Government Nartional Indicator 127.

Self-reported experience of patients and users — improvement.

Progress

The baseline is drawn from the 2007-08 survey programme, and results for 2008-09 will be drawn
from the accident and emergency services survey, adult in-patient survey, ambulance services (category
C) survey, and mental health in-patient survey. Baseline results for 2007-08 were published on the
Department’s website in November 2008 and the next update will be published in June 2009.

For more information, visit the publications and statistics section of the Department’s website.

Data quality

Green (disclosure)
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Indicators 19.2 (admitted) and 19.3 (non-admitted)
Viral Sign Tier 1.

This is linked to the SR 2004 commitment: To ensure that, by December 2008, no one waits more
than 18 weeks from GP referral to the starr of hospital treatment (for clinically appropriate patients who
choose to start their reatment within 18 weeks). The minimum operational standards that the NHS

is expected to deliver against are 90 per cent for admitted patients and 95 per cent for non-admitted
patients — improvement.

Progress

From 1 January 2009, 90 per cent of patients who require admission to hospital and 95 per cent of
patients who do not require admission to hospital can expect to start their consultant-led trearment
within a maximum of 18 weeks from referral, unless it is clinically appropriate to do so or they choose
to wait longer. As set out in The Operating Framework 2009-10, delivering treatrment within a maximum
of 18 weeks continues to be a priority for the NHS. Every PCT and trust needs to achieve this standard
across all services and specialties, monitoring waits over of 18 weceks so that patients do not wait for
reasons other than choice or clinical exception.

The baseline figure for admitred patients was 48 per cent in March 2007, and for non-admirted partients
it was 75.5 per cent in August 2007, In February 2009, the NHS delivered the operational standards for
18 weeks for the seventh month since August 2008. Some 92.7 per cent of admitted patients and 97.3 per
cent of non-admitted patients began treatment within 18 weeks of referral. The median time waited for
admitred patients was 8.7 weeks, and for non-admitted patients it was 3.7 weeks (refer to figure C.3.)

Reducing waiting times for diagnostic tests has been pivotal in delivering treatment within a maximum
of 18 weeks from referral. Stage of treatment waiting time darta for the 15 key diagnostics tests show thar
the number of waits over 6 weeks art the end of February was 3,500 — which is 0.8 per cenr of the rotal
number of waits. This compares with 276,800 in February 2007. Partients can expect to wait around 2
weeks for one of the 15 key diagnostic tests, compared with 6.1 weeks in April 2006 when data were first
puHishf:d (refer to ﬁgure C.4.)

For more information, visit the publications and statistics section of the Department’s websire.

Data quality

Green (disclosure)
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Indicator 19.4
Vital Sign Tier 2 and Local Government Indicator 126

The percentage of women who have seen a midwife or maternity healthcare professional for assessment of
health and social care needs, risks and choices by 12 complered weeks of pregnancy — not yet assessed.

Progress

This is a new indicator in 2008-09. The proxy, unvalidared data for quarter 3 2008-09 shows thar
nationally around 78 per cent of women in England are seen by the 12th completed week of pregnancy,
although wide variation exists berween SHAs. The first full assessment of performance improvement will
be made in quarter 2 2009-10, when quarter 4 2008-09 12-week assessment data are compared with
quarter 2 2009-10 birth dara and performance in quarter 3 and quarter 4 2008-09 can be compared.

Data quality
Amber (disclosure).
Figure C.5: Access for

% of maternities assessed by 12th

completed week of pregnancy

Strategic health authority {quarter 3, 2008-05)
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Indicator 19.5
Vital Sign Tier 3 and Local Government Mational Indicaror 124

Percentage of people with a long-term condition (LTC) supported to be independent and in control of
their condirion(s) — not yet assessed.

Progress

Change in the number of emergency bed days is used as a proxy measure for this indicator during
2008-09. In 2007-08, there were 28.2 million emergency bed days and 74 per cent of people with an
LTC reported feeling either fully (45 per cent) or partially (29 per cent) supported to manage their
condition. Updated results for the proportion of people with LTCs feeling supported will be published
by February 2010.

Data quality

Green (disclosure)

Indicator 19.6
Viral Sign Tier 1.

Patient-reported experience of access to GP services, as measured by an average of five indicarors in the
GP Patient Survey (GPPS) covering telephone access, 48-hour access, advanced booking, seeing a specific

GP and opening hours — improvement.

Progress

The GPPS showed that overall satisfaction aggregated from the five indicators was 84 per cent in 2006-
07 and 85 per cent in 2007-08 (refer to figure C.6).

The 2008-09 GPPS will cover a broader range of questions covering overall patient experience of
GP practice, and a new baseline will be established using new survey questions in the 2008-09 survey
prior to publishing the latest data in July 2009.

For more information, visit the publications and statistics section of the Department’s website.

Data quality

Green (disclosure)
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Figure C.6: UF Patient Survey results
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Indicator 19.7
Viral Sign Tier 1.

Healthcare-associated infection (HCAI) figures — MRSA — improvement.

Progress

Baseline figures for 2003-04 show thar there were 7,700 cases. For quarter 2 in 2008-09 there were 725
MRSA cases reported and by quarter 3, 676 MRSA cases had been reported. These data bring the total
of MRSA cases for quarter 1 to quarter 3 in 2008-09 to 2,239. Darta for quarter 4 in 2008-09 will not be
published until June 2009; however, indications are that MRSA cases continue to fall.

For more information, visit the Health Protection Agency website (www.hpa.org.uk).

Data quality
Green (fit for purpose)

Indicator 19.8
Vital Sign Tier 1.

Healthcare-associated infection (HCAI) figures — Clostridium difficile — improvement.

Progress

Baseline figures show that in 2007-08 there were 55,499 C. difficile cases. For quarter 2 in 2008-09 there
were 8,948 cases (all cases for age 2 and over) reported, and by quarter 3, 7,906 cases had been reported.
These data bring the toral of C. difficile cases for quarter 1 to quarter 3 in 2008-09 to 27,737. Dara for
quarter 4 in 2008-09 will not be published until June 2009; however, indications are that C. difficile
cases continue to fall.

For more information, visit the Health Protection Agency website.

Data quality
Green (fit for purpose)
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Jointly shared indicator DWP 17.5

Local Government Narional Indicator 139.

The extent to which people over 65 receive the support they need to live independently at home — not

}’E‘l’ ESS.ESECd

Progress

This is a new perception-based measure. Data is now taken from the ONS Omnibus Survey that
provides monthly monitoring dara. The rationale for using the ONS Omnibus rather than the Natcen
Omnibus (as originally intended) or Place Survey, is based on frequency of data. The Department’s will
continue to jointly work with CLG and DWP to ensure data quality. A baseline will be set using the
ONS data in June 2009.

DSO 1: Promote better health and well-being for all (including the
Department's contribution to OGD PSAs)

Summary assessment

The Department’s DSO 1 aims to deliver the best possible health and well-being outcomes for everyone.
PSA Delivery Agreement 18 is closely linked with chis DSO, as the five PSA indicators are also DSO
indicators. Progress against this DSO is measured by 19 of the Department’s full set of 44 indicartors, as set
out in the Department Strategic Framework published in July 2008. Where DSO indicators contribure to
the delivery of cross-government PSAs led by other government departments, this is shown in the heading

of the indicaror.

Owerall, DSO 1 is making some progress with some indicators while others require more work which the

Department is putting in place — improvement in 7 out of 19 indicarors:

Indicator DSO 1.3
Vital Sign Tier 2.

Reduce mortality rates from suicide and injury of undetermined intent mortality rate by at least 20 per
cent by 2010.

Progress

This is an SR 2004 commitment. The baseline figure is a three-year average rate for the period 1995
to 1997, which showed 9.2 deaths per 100,000 population. In the period 2005 to 2007, the figure was
7.9 per 100,000 population (a decrease of 13.9 per cent).

For more information, visit the publications and statistics section of the Department’s website.
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Indicator DSO 1.4 and DCSF PSA 12.4
Viral Sign Tier 2 and Local Government National Indicators 50 and 51.

Emotional health and well-being, and child and adolescent mental health services (CAMHS) are the

two sub-measures monitoring progress against this indicator — not yet assessed (emortional health and
well-being) and improvement (CAMHS)

Progress

Emotional health and well-being: The baseline for this sub-measure was established ar December 2008
as 63.3 per cent of school-aged children reporting good emotional health. New data will be collecred
through the DCSF Tell Us surveys due in autumn 2009 and autumn 2010.

CAMHS: The baseline for this sub-measure was established at December 2008 as 15 per cent for PCTs
and 20 per cent (provisionally) for local authorities on reporting maximum scores on their CAMHS
self-assessments. There are four sub-measures in the CAMHS self-assessment which require PCTs to
declare if they provide (1) a full range of CAMHS, (2) access for 16- tol7-year-olds, (3) 24-hour cover,
and (4) a full range of universal services by local authority/PCT (note: this measure was introduced

in April 2008). In quarter 3 2008-09, the number of PCTs in England fully compliant with the four
sub-measures were as follows: (1) 68, (2) 88, (3) 97, and (4) 42. This showed that 22 per cent of PCTs

were cumpfiant with all measures.

Indicator DSO 1.6
Vieal Sign Tier 2 and Local Government National Indicator 121.

Reduce mortality rates by 2010 from heart disease, stroke and related diseases by at least 40 per cent
in people under 75, with a 40 per cent reduction in the inequalities gap between the fifth of areas with
worst health and deprivation indicators (the spearhead group) and the population as a whole.

Progress

This is an SR 2004 commitment and is measured in three-year averages. The baseline figures for the
period 1995 to 1997 showed that the England rate was 141.3 deaths per 100,000 population and the
inequalities gap was 36.7 deaths per 100,000 population. For the period 2005 to 2007, the England rate
was 79.1 deaths per 100,000 population (a decrease of 44.0 per cent) and the inequalities gap was 23.5
deaths per 100,000 population (a decrease of 35.9 per cent).

For more information, visit the publications and statistics section of the D‘Ep;‘nrrmcnt’s website.

249



Indicator DSO 1.7

Vital Sign Tier 2 and Local Government MNational Indicator 122.

Reduce mortality rates from cancer by 2010 by at least 20 per cent in people under 75, with a reduction
in the inequalities gap of at least 6 per cent berween the fifth of areas with the worst health and
deprivation indicators (the spearhead group) and the population as a whole.

Progress

This is an SR 2004 commitment and is measured in three-year averages. The baseline figures for the
period 1995 to 1997 showed that the England rate was 141.2 deaths per 100,000 population and the
inequalities gap was 20.7 deaths per 100,000 population. For the period 2005 o 2007, the England
rate was 115.5 deaths per 100,000 population (a decrease of 18.2 per cent) and the inequalities gap was
18.0 deaths per 100,000 population (a decrease of 13.2 per cent).

For more information, visit the publications and statistics section of the Department’s website.

Indicator DSO 1.8
NHS Operating Framework national priority, 2008-09 to 2010-11.

Preparedness against pandemic influenza is measured by the requirement for all NHS organisations to
have robust plans in place to respond to a flu pandemic by December 2008.

Progress

INHS organisations are reviewing the pandemic influenza plans put in place by December 2008 via

a self-assessment, with results due in spring 2009. Procurement of antivirals had commenced and

the stockpile should be increased to provide treatment to half of the population, in the event of an
influenza pandemic. Procurement of the antibiotic stockpile is scheduled o commence during 2009 and
a Narional Pandemic Flu Line Service will be established to operate during a pandemic with the first
release due to take place by summer 2009.
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Indicator DSO 1.9 and DWP PSA 17.3

Vital Sign Tier 3 and Local Government MNational Indicator 137,

Healthy life expectancy (HLE) ar age 65. This is a composite measure of actual life expectancy morrality
dara and the self-reported health question in the General Houschold Survey (which the Office for
Nartional Sratistics will run as the Integrated Household Survey in the future) — not yet assessed.

Progress

The HLE indicator is measured over a three-year average. The latest data (reflecting the period 2004 to
2006) put healthy life expectancy at 12.9 years for men and 14.7 years for women and reflects a trend of
sustained improvement over the last 20 years. This means that approximately 75 per cent of life after 65
is spent in good or fairly good health. The baseline data for this indicator (2005 to 2007) are expected in
February 2010.

For more information, visit the UK Narional Statistics website (www.statistics.gov.uk).

Indicator DSO 1.11

Vital Sign Tier 3 and Local Government National Indicator 125.

Proportion of older people aged 65 and over discharged from hospital to their own home or to a
residential or nursing care home or extra care housing bed for rehabilitation who are at home or in extra
care housing or an adult placement scheme three months after the date of their discharge from hospital.

Progress
This is a new indicator and work is under way to finalise the dara collection so thar the baseline will be
available in aurumn 2009,

Indicator DSO 1.1

Vital Sign Tier 3 and Local Government Nartional Indicaror 119.

Self-reported measure of people’s overall healch.
Progress

This is a new self-reported measure in the Department for Communities and Local Government's Places
Survey; the baseline will be established in spring 2009 when the new data is published.
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Indicator DSO 1.13 and DCSF PSA 12.3

Vital Sign Tier 2 and Local Government National Indicator 55.

Levels of childhood obesity: To hold the rate of obesity among children under 11 to a maximum of 18.1
per cent by 2011, with the aim of reducing the proportion of overweight and obese children to 2000
levels by 2020. This indicator supersedes the SR 2004 commitment — not yet assessed.

Progress

In 2008, the HSE showed that the estimated prevalence of obesity among 2- to 10-year-olds has
increased very slightly to 15.4 per cent in 2007, from 15.2 per cent in 2006. This change on its own is
not considered statistically significant and, taken with the fall from 16.8 per cent in 2005, suggests tha,
as the HSE reports from its own data, “there are indications that the trend in obesity prevalence may
have begun to flatten out over the last two to three years” (NHS Information Centre). Confirmation of
this change will require at least one more year's dara. HSE 2008 will report around the end of 2009 and
early 2010.

For more information, visit the website of the NHS Informarion Centre.

Indicator DSO 1.14 and HO PSA 25.2

Vital Sign Tier 3 and Local Government Nartional Indicator 39.

Rate of hospital admissions per 100,000 for alcohol-related harm — improvement.

Progress

The baseline rate for 2006-07 is, 1,384 admissions per 100,000 with a baseline rate of increase, based
on dara for 2002-03 to 2006-07, of 119 admissions per 100,000 per annum. The figures for 2002-
03 to 2006-07, of 119 admissions per 100,000 per annum. The figures for 2002-03 to 2006-07 have
been revised since publication of the Autumn Performance Report 2008 to bring the indicator in line
with published research on alcohol attributable conditions and with standard pracrice regarding the
production of hospital episode staristics.

The rate for 2007-08 is 1,473 admissions per 100,000 — an increase of 89 admissions per 100,000 from
2006-07, showing an improvement on the baseline rate of increase.

For more information, visit the website of North West Public Health at www.nwph.net
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Indicator DSO 1.15 and HO PSA 25.1
Vital Sign Tier 2 and Local Government National indicaror 40.

Percentage Ehange in the numbers ufdmg users recorded as hclng in effective treatment — improvement.

Progress

The baseline figure in 2007-08 recorded 156,387 drug users in effective treatment. For the period July
2007 o July 2008 158,595 persons were recorded as being in effective treatment, a 1.4 per cent increase

on the baseline.

Indicator DSO 1.16 and DCSF PSA 12.1
Vital Sign Tier 2 and Local Government Narional Inicaror 53.

Prevalence of breastfeeding at 6 to 8 weeks — not yet assessed.

Progress

Initiation of breastfeeding is used a proxy measure and shows a steady increase from 66.2 per cent in
2005-06 to 69.9 per cent in 2007-08. The Department has been collecting 6-8 week breastfeeding
centrally for three quarters in 2008-09. During the first year of collection, the emphasis is on getting
PCT systems up-and-running and getting dara coverage up to a high level. At quarter 3 2008-09, the
data show thar among PCTs breastfeeding prevalence ranged from 78 per cent to 13 per cent.

The Department published a report on 6-8 week breastfeeding by PCT each quarter. For more
information, visit www.dh.gov.uk/infantfeeding
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Indicator DSO 1.17 and DCSF PSA 13.3

Vital Sign Tier 3 and Local Government Mational Indicator 70.

Emergency hospital admissions caused by unintentional and deliberate injuries to children and young
people aged 0 to 17 years (per 10,000 population) — improvement.

Progress

The baseline figure for 2006-07 was 123.1 admissions per 10,000 and the latest 2007-08 data show
121.5 admissions per 10,000 population aged 0-17, in England a decrease of 1.3 per cent in the
admission rate. Refer to figure C.7.

esulting from deliberate and unintentional injury
Year Admassions per 10,000 %% change in admassion rate
00304 1161
200405 1162 01 1%
205006 1206 3.80%:
007 1251 2.07%:
2007-08 1215 -1.50%:
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Indicator DSO 1.18 and DCSF PSA 14.4
Vital Sign Tier 2 and Local Government National Indicator 112.

Reduce the under-18 conception rate by 50 per cent by 2010 — no improvement.

Progress

The baseline figure for 1998 showed there were 46.6 conceprions per 1,000 females aged 15 o
17-years-old. In 2007, there were 41.7 conceptions per 1,000 females aged 15 to 17 years old showing
that England’s rate fell overall by 10.7 per cent berween 1998 and 2007. Within the overall reduction in
conceptions, there has been a steeper decline of 23.3 per cent of conceprions leading to births. However,
the latest annual dara shows a reversal in trend as the 2007 under-18 conceprion rate was 2.6 per cent
higher than the 2006 rate. The 2008 abortion data shows a 4.5 per cent reduction in the abortion

rate for under-18s. As the increase in 2007 was as a result of all conceptions leading to abortion, the
reduction in abortion rate may suggest thar the rate of conceptions is returning to a downward trend.

Nonetheless, meeting the 2010 target remains a significant challenge, bur work is underway to support
PCTs to successfully reduce teenage pregnancy rates.
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Indicator DSO 1.19

Vital Sign Tier 2 and Local Government Mational Indicator 113.

Prevalence of chlamydia in under-25-year-olds is measured by a proxy of the percentage of the
population aged 15 to 24 accepting a test/screen for chlamydia.

Progress

The baseline figure screened in 2007-08 was 4.9 per cent of the target population. Work is under way
with PCTs to increase the numbers screened in order to establish the pre»-nlrnce baseline.

Indicator DSO 1.20 and CO P5SA 16.4

Vital Sign Tier 3 and Local Government National Indicator 145.

Proportion of adults with moderate to severe learning disabilities known to councils with adulr social
services responsibilities in settled accommodation — not yet assessed.

Progress

This is a new indicator and the baseline will be established in 2008-09 with the aim to report dara
covering 2008-09 in July 2009. The Department has identified resources in 2009-10 for the regional
level to help deliver accommodation outcomes for the learning disability client group.

Indicator DSO 1.21 and CO PSA 16.7

Vieal Sign Tier 3 and Local Government National Indicator 150.

Proportion of adults in contact with secondary mental health services in employment — not yet assessed.

Progress

This is a new indicator and the baseline will be established in 2008-09 with the aim to report data
covering 2008-09 in July 2009. Work is under way on an employment strategy for the mental health
client group, developed by cross-government teams including input from the Social Exclusion Taskforce
at the Cabinet Office and DWP, among others. The employment strategy will be completed by summer
2009. In addition, the Department has identified resources in 2009-10 for the regional level to help
deliver employment outcomes for the mental health client group.
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Indicator DSO 1.22 and CO PSA 16.3

Vital Sign Tier 3 and Local Government National Indicator 149.

Proportion of adults in contact with secondary mental health services in seuled accommodation — not

yet assessed.

Progress

This is a new indicator and the baseline will be established in 2008-09 with the aim to report data
covering 2008-09 in July 2009. The Department has identified resources in 2009-10 for the regional
level to help deliver accommodation outcomes for the mental health client group.

Indicator DSO 1.23 and CO PSA 16.8

Vital Sign Tier 3 and Local Government National Indicator 146.

Proportion of adults with moderate to severe learning disabilities known to councils with adulr social
services responsibilities in employment — not yet assessed.

Progress

This is a new indicator and the baseline will be established in 2008-09 with the aim to report data
covering 2008-09 in July 2009. Work is under way on an employment strategy for the learning disabiliry
client group, developed by cross-government teams including input from the Social Exclusion Taskforce
at the Cabiner Office and DWP, among others. The employment strategy will be completed by summer
2009. In addition, the Department has identified resources in 2009-10 for the regional level to help
deliver employment outcomes for the learning disability client group.

DSO 2: Ensure better care for all (including the Department'’s contribution
to OGD PSAs)

Summary assessment

The Department’s DSO 2 aims to deliver high-quality, safe and accessible care for everyone. PSA Delivery
Agreement 19 is closely linked with this DSO, where the eight PSA indicators are also DSO indicarors.
Progress against this DSO is measured by 8 of the Department’s full ser of 44 indicarors, as set out in

the Department’s Strategic Framework published in July 2008. Where DSO indicators contribute to the
delivery of cross-government PSAs led by other government departments, this is shown in the heading of
the indicartor.
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Overall, DSO 2 is making some progress with some indicators while others require more work which the
Department is purting in place — improvement in 6 out of 8 indicators.

Indicator DSO 2.26

Vital Sign Tier 3 and Local Government Nartional Indicaror 131.

Number of delayed transfers of care from all NHS hospitals, both acute and non-acute, per 100,000
population (aged 18 and over).

Progress

The baseline figure in 2006-07 showed 14.9 per 100,000 population, and in 2007-08, this decreased to
13.8 per 100,000 population.

Indicator DSO 2.31

Viral Sign Tier 3 and Local Government Narional Indicator 132.

Timeliness of social care assessment is measured through the percentage of new clients {aged 18 and
over) where the time from first contact to mmp]ctinn of assessment is less than or equal to four weeks.

Progress
The baseline figure in 2006-07 was 76 per cent, and data for 2007-08 show an increase to 79.5 per cent.

For more information, visit the website of the NHS Information Centre.

Indicator DSO 2.32
Viral Sign Tier 3 and Local Government National Indicaror 133.

Timeliness of social care packages is measured through the percentage of new clients (aged 18 and over)
where the time from completion of assessment to provision of all services in the care packages is less than
or equal to four weeks.

Progress
The baseline figure in 2006-07 was 89.3 per cent, and in 2007-08, this increased to 90.9 per cent.

For more informartion, visit the website of the NHS Information Centre.
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Indicator DSO 2.33

Vieal Sign Tier 3 and Local Government National Indicator 129.

Proportion of all deaths that occur ar home.

Progress
The baseline figure in 2005 was 18.4 per cent and in 2007 it was 19.5 per cent, showing a steady rise of

people choosing to die at home.

Indicator DSO 2.34

Vital Sign Tier 3 and Local Government MNartional Indicator 130.

Percentage of adults (aged 18 or over), older people and carers receiving social care through a direct
payment (and/or an individual budget) in the year to 31 March.

Progress

The baseline figure in 2006-07 showed that 4.5 per cent of clients received social care through a direct
payment or individual budger; this figure rose to 5.6 per cent in 2007-08.

For more information, visit the website of the NHS Information Centre.

Indicator DSO 2.37

Vital Sign Tier 3 and Local Government National Indicaror 135.

Proportion of carers receiving a ‘carer’s break’ or a spﬁciﬁc service for carers, or advice and information in
their role as carers as a percentage of clients receiving community-based services.

Progress

The baseline figure in 2006-07 showed that 20.7 per cent of carers received a carer’s break, a specific
service or advice and information; this ﬁgun: rose to 21.9 per cent in 2007-08.

Indicator DSO 2.38

Vital Sign Tier 3 and Local Government National Indicator 128.

Patient and user-reported measure of respect and dignity in their treatment.

Progress

The baseline figure in 2002 showed that, when asked if they were always treated with respect and
dignity, of 92,961 respondents, 79 per cent said Yes, always’, 18 per cent said “Yes, sometimes’, and 3
per cent said ‘No’. In 2007, of 74,873 surveyed, the figures showed 78 per cent, 19 per cent and 3 per
cent respectively. The next data from the 2008 National Pacients Survey will be published in May 2009.

For more information, visit the Care Quality Commission website at: www.cqc.org.uk
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Indicator DSO 2.39 and DCSF PSA 12.5

Vital Sign Tier 3 and Local Government Narional Indicaror 54.

Parents’ experience of services for disabled children and the ‘core offer’ — not yet assessed.

Progress

This is a new indicator. The first data for England and from these local authorities who chose this
indicator as a Local Area Agreement target will be published in May 2009, with further data published in
September 2009 to establish the baseline.

DSO 3: To provide better value for all

Summary assessment

The Department’s DSO 3 aims to deliver affordable, efficient and sustainable services by contributing to
the wider economy and nation through providing better value for everyone. Progress against this DSO

is measured by 5 of the Department’s full set of 44 indicators, as set out in the Department’s Strategic
Framewerk published in July 2008.

Overall, DSO 3 is making some progress with some indicators while others are new and require more work,
which the Department is putting in place — improvement in 3 our of 5 indicarors.

Indicator DSO 3.40

Vital Sign Tier 3 and Local Government National Indicator 134.

Reduce emergency bed days per head of weighted population by 5 per cent by 2008.

Progress
In 2007-08, there were 28.2 million emergency bed days (refer to figure C.8). This indicator is linked o
the long-term conditions indicator (see PSA Delivery Agreement 19, indicaror 19.5).

Figure C.8: Emergency bed day:

Period Mumber of emergency bed days % change from baseline

2003-04 324,221

2006405 31,902,650 = 1.8%
200506 30,079,595 5,58
200407 29,254,686 - 9%
2708 28,193,185 —132%

Sewrve: Copyripht 8 2009 Re-used wich vhe permizion of Tie Health and Social Care Informarion Cearre.
Al riphes reverved
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Indicator DSO 3.41
Vital Sign Tier 1.

Financial balance (PCT).

Progress

As reported in the PCT audited financial monitoring and accounts forms in 2007-08, the NHS ended
the 2007-08 year with a net surplus in PCT accounts of £391 million. At the end of 3 quarter of 2008-
09, PCTs are forecasting an overall surplus of £421 million. There is only one PCT forecasting a gross
operating deficit. This totals £7.5 million compared with the last quarter where there were three PCTs
with a combined deficit of £27 million, and to the first quarter where no PCT's were forecasting a gross
operating deficit. The Department is working through SHAs to ensure that the PCT forecasting an
operating deficit develops a recovery plan to return to financial balance while maintaining and improving

services to patients.

The unaudited draft annual accounts information for 2008-09 will be published during June 2009 in

The Quarter on the Department’s website.

Indicator DSO 3.42
Vieal Sign Tier 3.

T—'rtscribing indicaror.

Progress

A set of three better care and better value indicators has been in development in order to provide

a composite measure of this new indicator; these focus on low-cost prescribing of drugs for lipid
modification, low-cost proton pump inhibitor prescribing, and low-cost prescribing of drugs affecting
the rennin-angiotensin system. This set was published in January 2008 and data for quarter 1 of 2008-09
indicate thar, if all PCTs moved to the level of performance achieved by the top quartile of trusts,

£114 million would be saved over a year.

For more information, visit: www.productivity.nhs.uk
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Indicator DSO 3.43
Vital Sign Tier 2.

Public confidence E.n local NHS.

Progress

This is a new indicator and has been in development under three broad headings in order to provide

a composite measure covering an indication thar the organisation: organises services with a focus on

the individual; arranges services with a focus on dignity and respect for the patient; and makes use of
patient and public feedback and learns from experience. The Department is currently working with NHS
performance leads to agree this set with the aim to begin dara collection in 2009-10,

The baseline position as at April 2009 is shown in figure C.9.

Figure |

Area Score
Focus on the individual G678
Digmicy and respect 833
Improving as an organisation 41.1
Owverall score 4.2

Kowree: Vavrioi Jr.'-'.'flh.l'.'rrg thy adfly Jr.'-}l_ll']ll‘.llﬂ AFFPOY, e A I:,:-|r'.l|'1u|'|.i'llﬂ Apervay. o NHES :.l!.r_{rlnrr'fr wiid WHE wrathen .g.a.lm}u'.u.'u.!. kT

MNares:
(1) Seeres our of 100,

Indicator DSO 3.44
Vital Sign Tier 3.

NHS Estates energy/carbon efficiency is measured in two rargers: to reduce the overall level of primary
energy consumprtion by 15 per cent or (.15 MtC (million tonnes carbon) from March 2000 ro March
2010; and o achieve a level of 35-35 GJ/100 m? (gigajoules per 100 m?) energy performance for all
new capital developments and major redevelopments/refurbishments, and 55-65 GJ/100 m? for existing
facilities.

Progress

The baseline is the 1999-2000 Estates Related Information Collection (ERIC). Initial analysis for
2007-09 shows that energy performance has improved by 6.5 per cent since 2000 and roral energy
consumption has increased by 9 per cent as the size of the NHS has increased by 18 per cent; and that
55 per cent of NHS buildings meet the target for new capital development, with an additional 17 per
cent meeting the existing facilities target.

The Department continues to report on the following legacy targets from previous Spending Reviews.
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SR 2004

Targets 1, 3, 4, 5 and 7 have been subsumed into CSR 2007. Targets 6 and 8 have been achieved and final
reporting took place in the 2008 Departmental Report.

Target 2

Reduce health inequalities by 10 per cent by 2010 as measured by infant morrality and life expectancy

at birth.

Progress

Infant mortality - slippage.

The baseline figure is a three-year average for the period 1997 to 1999; the infant mortality rate among
the routine and manual group was 13 per cent higher than in the rotal population. In the period 2005

to 2007, the infant mortality rate among the routine and manual group was 16 per cent higher than in
the total population, a wider gap than ar the baseline. However, the gap has narrowed in recent years

— the rate among the routine and manual group was 19 per cent higher than in the total population in

the period 2002 to 2004, 18 per cent higher in the period 2003 to 2005, and 17 per cent higher in the
period 2004 to 2006.

For more information, visit the publications and statistics section of the Diepartment’s website.

Life expectancy: See under PSA Delivery Agreement 18 Indicator 18.2: Gap in the AAACM measure.

SR 2002

Information on the one remaining rarget is provided below.

Target 11

Reduce health inequalities by 10 per cent by 2010 as measured by infant mortality and life expectancy ac
birth — slippage.

Progress

Infant morra|it}-': See under SR 2004 measure.
Life expectancy — slippage.

Note that the life expectancy targer was revised as part of SR 2004 — the SR 2004 target relates to the
spearhcar.i group of local authorities, while the SR 2002 target relates to the fifth of local authorities
with the lowest life expectancy. The baseline figure is a three-year average for the period 1997 to 1999;
the relative gap in life expectancy between England and the fifth of local authorities with the lowest life
expectancy was 2.67 per cent for males and 1.92 per cent for females. In the period 2005 o 2007, the
relative gap in life expectancy was 2 per cent wider than the baseline gap for males (compared with 1 per

cent wider in 2004 ro 2006), and was 12 per cent wider than the baseline gap for females (compared
with 11 per cent wider in 2004 1o 2006).
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CSR1998

The majority of SR 1998 targets were subsumed within the SR 2002 targets and derails were given in
g g g
previous performance reports. Information on the remaining targets 3 and 4 are provided below.

Target 3

Reduction in the rate of hospital admissions for serious accidental injury by ar least 10 per cent by 2010

— slippage.

Progress

The baseline figure for the financial year 1995-96 was 315.9 admissions per 100,000 population. In
2006-07, this had risen by 3.1 per cent to 325.8 admissions per 100,000 population, showing an
increase in the number of accidents such as falls among people aged over 65.

Target 4
Reduction in the death rate from accidents by at least 20 per cent by 2010 — slippage.

Progress

The baseline figure is a three-year average for the period 1995 to 1997 and showed 15.8 deaths per
100,000 population. In the period 2005 to 2007, the figure was the same as art the baseline.

For more informarion, visit the publications and staristics section of the Department’s website.
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Executive agencies

Medicines and Healthcare products
Regulatory Agency (MHRA)

The MHRA helps to safeguard public health
through the regulation of medicines and medical
devices. It does this by ensuring that they

meer the required standards of safety, quality,
performance and effectiveness and are used safely.
Its main sources of funding are from fees from
the pharmaceutical industry for the licensing of
medicines, and funding from the Department for
the regulation of medical devices.

The main tasks carried out by the MHRA are to
assess medicines before they can be used in the

UK, and to ensure compliance with statutory
requirements for the manufacture, distribution, sale,
labelling, advertising and promorion of medicines
and medical devices.

The agency also operates systems for recording,
monitoring and investigating adverse reports and
incidents, and for E:lkin.g enforcement acton in
order to safeguard public health. The agency
provides advice and support to the Department’s

| ministers on pnlic}' issues, and represents the UK in

' European and other international areas concerning

| the rfgl.lh[iﬂn of medicines and medical devices.

The MHRA has also recently taken 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).

For further informarion, visit the website art:

www.mhra.gov.uk

NHS Purchasing and Supply Agency
(NHS PASA)

NHS PASA was established in April 2000. It works
to ensure that the NHS in England makes the
most effective use of its resources by getting the
best possible value for money when purchasing
goods and services. Its prime target is to release
money that could be better spent on patient care by
achieving purchasing savings and improving supply
performance across the NHS.

For further information, visit the website at:

www.pasa.nhs.uk
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Other bodies (including executive
non-departmental public bodies
and special health authorities)

Executive non-departmental public bodies
Alcohol Education and Research Council (AERC)

WWW.AC |';;_nrg. i I:'i

Appointments Commission (AC)

wWww.appo intmen lS,OT‘g. u k

Care Quality Commission (CQC)

WWW.CC.OTE. LI.]-'.

Commuission for Social Care Inspection (CSCI)
(closed on 1 April 2009 when the Care Quality
Commission took over the work)

WWW.CSCI LOrE.U I:x
L=

Council for Healthcare Regulatory Excellence
(CHRE)
www.chre.org.uk

General Social Care Council (GSCC)

wnm.'.g&;{_'t.urg.uk

Healthcare Commission (HC) (closed on 1 April

2009 when the Care Quality Commission took over

the wark)

www.healthcarecommission.org.uk

Health Protection Agency (HPA)

www.hpa.org.uk

Human Fertilisation and Embryelogy Authority
(HFEA)
www. hfea.gov.uk

Human Tissue Authority (HTA)
www. hta.gov.uk

Indcpcudcnr Regulator of NHS Foundarion Trusts

{Moniror)

www.monitor-nhsfr.gov.uk
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National Institute for Biological Standards and
Control (NIBSC) (became part of the Health
Protection Agency on 1 April 2009)

www.nibsc.ac.uk

F-::-srgraduatc Medical Education and Training
Board (PMETRB)
www.pmetb.org.uk

Special health authorities

Information Centre for Health and Social Care
(HSCIC)

www.ic.nhs.uk

Mental Health Act Commission (MHAC)
(closed on 1 April 2009 when the Care Quality
Commission took over the work)

WIWW. ITI]'IE.C.UTE.'I.II{

Nartional Institure for Health and Clinical
Excellence (NICE)
www.nice.org.uk

National Patient Safery Agency (NI'SA)
www.npsa.nhs.uk

Narional Treatment Agency for Substance Misuse
(NTA)

wWww.nta-n I'IS. Org. L]..Iri

NHS Blood and Transplant (NHS BT)
www.nhsbt.nhs.uk

NHS Business Services Authority (NHS BSA)
www.nhsbsa.nhs.uk

NHS Institute for Innovation and Improvement
(NHSi)

www.institute.nhs.uk

NHS Litigation Authority (NHS LA)
www.nhsla.com

NHS Professionals (NHS )

WIWIWLI I'IEPFDFEEEi{]!'] ElIS.l'.I.I'ISLulE









Tl
",
-
-
)
~
"-,
{ __’:l
3
)

The Department’s Autumn Performance Report
2008 (DH, December 2008) set out the
recommendartions made by the Commirttee

of Public Accounts (PAC) since April 2008.
This can be viewed at: www.dh.gov.uk/

en/Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_091854

Since the Autumn Performance Report, the
Department has responded to two PAC reports:
NHS Pay Modernisation: New Contracts for General
Practice Services in .E'Hga"mmf (The Stationery Office,
2008); and The National Programme for IT in the
NHS: Progress since 2006 (The Stationery Office,
2008).

NHS Pay Modernisation: New
Contracts for General Practice
Services in England

Recommendation (i): Incomplete dara on the cost
of services provided by GPs led the Department to
underestimate expenditure in the first three years
of the contract. Where practicable, major changes
should be piloted before they are implemented so
thar costs can be determined with greater accuracy.

Progress: The Department has already introduced
more robust systems for costing and evaluating
proposals for contract changes. These comprise
internal scrutiny and review by the Department’s
Revenue Investment Branch on all planned
investments with costs over £40 million per
annum. In addition, as part of the Department’s

proposals for introducing an independent process
for reviewing Quality and Outcomes Framework
(QOF) indicators led by NICE, the Department
is proposing that new QOF indicators should

be piloted. This is one of the proposals made in
a consultation document on the new process,
Developing the Quality and Outcomes Framework:
Praposals for a new, independent process (DH)
published on 30 Ocrober 2008.

Recommendation (ii): The Office for National
Statistics’ (ONS) method for estimating
productivity in primary care was not accepred by
the Department as sufficiently robust. An agreed
method for measuring productivity in primary care
should be developed, which has the support of the
NHS, the Department, the Treasury and the ONS.
More specifically, the Department needs to set a
clear strategy and timetable for PCTs to report to
SHAs on how their GP practices have improved
productiviry.

Progress: The Department has commissioned a
three-year research project from the Centre for
Health Economics (CHE) ro take forward work
on measuring NHS producrivity. As parr of this
work, CHE has just published a report on NHS
output growth which presents separately, ourpurs
in primary medical care. In April 2009, a similar
report on inputs was published and from these
two reports it should be possible to produce much
better estimartes of GP productivity. In addition,
the Department continues to work tlusd}' with
the ONS to improve its measures of outpur and
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productivity. ONS is currently developing an
alternative approach to measuring GP input to the
NHS based on the volumes of service delivered by
practices to PCTs under the various contractual
arrangements for primary medical services. This
would enable calculation of NHS productivity
treating GP pracrices as a contracted-out service
but could also facilitate estimation of GP pracrice

productivity.

Recommendation (iii): Many PCTs have failed

to negotiate with their GPs for the provision of
enhanced services to meet specific local needs, and
have not spent to the minimum level set by the
Department for enhanced services. PCTs should use
the standards developed as part of the Department’s
World Class Commissioning Programme to
benchmark their commissioning performance and
identify priority areas requiring improvement.

Progress: The world class commissioning

assurance system was launched on 4 June 2008.

It is a national system to hold commissioners to
account, reward performance and ensure thar health
Ourcomes are improving,

The World Class Commissioning Programme

has set out 11 competences — the skills,

knowledge, behaviour and processes of world

class commissioning organisations. These include
knowledge management and data analysis skills,
investment prioritisation and strategic planning
skills, and the ability to commission collaboratively
with clinicians, patients and the public, local
authorities and other community partners. PCTs’
development and performance are assessed against
[h[‘ﬁ-’l’.‘ c{}mpcn’:nccs das parr ﬂf‘ [h{! dssurance 5}?5“'_‘!'[1.
The system also reviews PCT governance, including
financial management, strategy and board function.
The third strand of commissioning assurance
assesses how PCT's achieve improvement against
local health outcomes, an approach which reflects
the fact thar world class commissioning is driven
by health outcomes and focused on local priorities.
In addition, because the assurance system has a
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strong focus on improvement, PCTs will receive

a commentary on the organisation’s ‘potential for
improvement’, which will review the PCT’s status,
current direction of travel and its development
needs. ﬁ:u:uslng on nrganisatiunal healch issues. The
system will provide a common basis for agreeing
development by PCTs as they move towards world
class performance.

Recommendation (iv): The Minimum Practice
Income Guarantee (MPIG) has stood in the way of
the needs-based funding formula reducing historic
inequality of service provision. The Department
should consider replacing MPIG with a redesigned
global sum allocation in order to move more money
into areas of greatest need.

Progress: The Department agrees thar MPIG,
which was introduced as part of the new contract o
protect GP practices’ historic income for essential
core services, has outlived its purpose and should

be phased out. Through NHS Employers, the
Department has been discussing this with the
British Medical Association (BMA) and on 14
Ocrober 2008 announced changes to the contrace
for 2009-10, which will take the first step rowards
abolishing MPIG, depending on the Docrors” and
Dentists” Review Body (DDRB) recommendartion
for GPs for 2009-10 and the Government's
response. The Government has now accepted, in
full, the Doctor’s and Dentists’ Pay Review Body
(DDRB) recommendation for GPs for 2009-10,
that gross contract payments will be increased by
2.29 per cent to allow for an average increase in
GMS pracritioners net income of 1.5 per cent, after
allowing for movement in their expenses.

DDRB recommendations for GPs for 2009-10
will now be applied differentially, which will

now see every GMS practice receive a national
minimum uplift of 0.70 per cent to their global
sum equivalent. Consequently, 91 per cent of
practices currently reliant on MPIG correction
factor payments in 2008-09 at a cost of £285
million will, in 2009-10, be reduced to 68 per cent



at a cost of £131 million. NHS Employers and the
BMA have agreed the principle thar there should be
a comparable process in future years to conrinue the
phasing our of MPIG.

The formula approach (or a comparable process) is
likely to make significant progress in phasing out
MPIG over a five-year period (subject to the annual
recommendations of the DDRB).

The contract changes agreed for 2009-10

also include moving towards a full prevalence
adjustment for QOF payments by April 2010,

This means that by April 2010 practices will receive
the same weighting per patient with a relevant
disease no marter whar their practice list size. At the
moment, the prevalence weighting is damped down
by the QOF payment formula in order to protect
practices with low prevalence such as university
practices. This will be a major step forward in
ensuring that QOF payments are fairly related to
the relative prevalence of long-term conditions
within a practice population. This will see more
money going to deprived areas and create berter
incentives for identifying patients with conditions
thar need treatment.

More immediarely, the Department has already
initiated a programme of investment and
procurement to deliver 112 new GP practices in
the areas that need them most. This will begin

to deliver new additional services and capacity o
patients in the 50 most poorly served PCTs (in
primary care) in the country during 2009-10, with
additional investment increasing to £120 million
by 2010-11.

Recommendation (v): Access to general pracrice
services has not improved significantly since the new
contract was introduced, although the Department
is taking action to address this. PCTs need to
commission services that are more clearly linked

to local needs, underpinned by a performance
mﬂnag{:ment meﬂ‘-ml'l{ [].'.I.E.t 'I:.'I'Iﬂ.hlll."ﬁ- th{.'ITI Lo

monitor how well GP practices meet this and

other requirements. They must also rackle poor
performance as necessary.

Progress: The organisational competences for
world class commissioning set out the knowledge,
skills, behaviours and characteristics that underpin
effective commissioning. They set out how world
class commissioners will be fully engaged with local
people and communities, aware of their needs and
addressing them in the most effective ways. The
Department is also developing a range of pracrical
support to help PCTs manage contraces with GP
practices and tackle poor performance, drawing
on examples of good practice in PCTs. Earlier chis
year the Department also consulted on proposals
to bring all G’ services within the scope of the
new Care Quality Commission in order 1o assure
standards of safery and quality.

Since April 2008 there have been significant
improvements in access to GIP services, with 72.5
per cent of them now offering extended opening
hours to their patients (as of February 2009),

The 2008 GP Patient Survey (carried out from
January to March 2008), showed thar 87 per cent
of patients are able to get GP' appointments within
48 hours when they want to, up from 86 per cent
the previous year, and that 87 per cent of patients
are satisfied with relephone access and 88 per

cent with the ability to see the GP of their choice.
There was relatively lower performance on advance
booking, with 77 per cent of patients reporting thar
they were able to book appointments more than
two days in advance when they wanted ro. This is
an area where a number of PCTs need to work with

GP practices to secure further improvements.

The Department has secured additional investment
to provide a new GP-led health centre in each PCT.
The new health centres will be open from 8am 1o
8pm, 7 days a week, 365 days a year, offering both
bookable appointments and walk-in services tor any
member of the public; patients may also choose o
register at a health centre if more convenient than

their existing practice. PCTs have been asked to
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work with the local NHS and patients to ensure
that the services provided reflect local needs. The
new centres already will provide over 2.5 million
extra GI® appointments a year. The first centre
opened in Bradford on 28 November 2008;
evidence from centres already open suggest thar they
are being well used and are popular, especially at
times when GPs are closed, eg Sarurdays.

Recommendation (vi): The QOF links GPs’
pay to the quality of patient care they deliver but
requires further enhancement, with less emphasis
on indicators that are easy to measure and more
on improvements in population health. The
Department should:

develop the QOF so that it is berter aligned to

naronal healch priorities;

give more weight to achieving health outcomes,
rather than to clinical practices which are easy to

ITICASLITES E'I.Hd

allow PCTs some discretion to agree the content
of the framework to reflect local priorities.

Progress: The contract changes agreed for 2009-10
include the reallocation of 72 QOF points, worth
around £80 million, to reward GP pracrices for
delivering a range of new interventions for their
patients across seven clinical areas — cardiovascular
disease, contraception, depression, chronic kidney
disease, diabetes, chronic lung disease and heart

failure.

Lord Darzi’s High Quality Care For All: Final
Report (DH, 2008) NHS Next Stage Review
acknowledged that the number of organisational or
process indicators in the QOF should be reduced
and resources focused instead on new or enhanced
indicators to promote health and greater clinical
quality. The reporr also gave a commitment to
introduce a new, independent process to provide
advice on QOF indicators.

The Department published a consultation
document on 30 Ocrober 2008 to seek views from
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professional groups, patient groups and other
stakeholders on how the new process should work.
The Government's response to the consultation was
published on 19 March 2009,

The Department has asked NICE to oversee an
independent, transparent and objective process for
prioritising, developing and reviewing QOF clinical
and health improvement indicators for England
from 1 April 2009 as part of their role in providing
guidance for the NHS based on evidence of clinical
effectiveness and cost effectiveness.

The main elements of the new process are:

» collating informartion to inform the prioritisation
of potential new indicartors, including setting up a
facility on the NICE website for interested parties
to submit ideas for priority topics;

=

carrying out a prioritisation process to decide on

areas for indicaror development and advising on

candidares for new indicators in these areas based
on evidence of clinical and cost effectiveness;

» ensuring that the existing clinical and healch
improvement indicators are regularly reviewed;

serting up a Primary Care QOF Indicator
Advisory Committee, consisting of a range of
experts and representatives from the primary care
field, to consider the relative priority of potential
new clinical and health improvement ropics;

o

appointing a contractor to develop and pilot
potential new indicators and review existing
indicators, applying a methodology for assessing
cost-cffectiveness;

» carrying out a consultation on the developed
indicators during the piloting phase;

« validating the final proposals for new and
reviewed indicators through the Primary Care
QOF Advisory Commirttee and publishing its
conclusions via the NICE websirte; and

» giving advice on:

— time limits for new indicators after which they

should be reviewed;



— the potential lower and upper thresholds for
new indicators based on informarion aboit
baseline uptake and expected increased uprake;

— information based on the assessment of cost-
effectiveness evidence to inform the financial
value of indicators; and

— guidance on the application of existing
indicators in the light of the latest evidence.

At national level, NHS Employers (on behalf of the
Department) would then (as now) negortiate with
the BMA on which indicators should be applied
nationally (or, with the agreement of the devolved
administrations, across the UK as a whole) and whar
the value of those indicarors should be.

Recommendation (vii): While G partners’ pay
has increased l}:r an average of 38 per cent since
March 2003, practice staff have tended just ro get
inflation pay rises and some practice nurses do not
even have appropriate conrracts of employment.
PCTs need to require practices, as part of their
GMS contracts, to have appropriate contracts

of employment in place for all staff, and advise
practices on appropriate pay rates. PCTs should
also, as part of the contract, require GP partners
to provide annual feedback on how they have used
NHS funding to improve practice productivity.

Progress: The contractual and staturory
requirements that GMS practices need to observe
are st out in the standard GMS contract and in the
National Health Service (General Medical Services
Contracts) Regulations 2004 (SI 2004/291).

In particular, this requires a GMS conrractor

to comply with all relevant legislation and have
regard to all relevant guidance issued by the PCT,
the relevant SHA or the Secretary of State for
Health. Employment Equality legislation would

be considered to be ‘relevant legislation” for this
purpose. Contractors are rewarded as part of the
QOF for having a written procedures manual that
includes staft employment policies including equal
opportunities, bullying and harassment and sickness
absences.

Delivering Investment in General Practice:
Implementing the new GMS Contract (DH,
Drecember 2003) stared that salaried staff should
be supported through the introduction of Agenda
for Change (AfC) principles in general practice.
The guidance made clear thar, while AfC was not
mandatory, GMS contractors were expected to
implement its principles and to work with their
PCTs on this.

While practices may approach their PCT for advice
on appropriate rates of pay for practice staff, it is
ultimately a marrer for each practice, as independent
employers, t determine themselves.

PCTs have a range of potential options where a
contractual term is breached. In serious cases, such
as a breach that puts the safery of patients at serious
risk, the contract can be terminated immediately.
For less serious breaches there is a mechanism for
issuing breach and remedial notices; multiple minor
breaches under these procedures can also lead o
termination on notice. There are also alternatives
to termination such as financial penalties, where
termination is disproportionate to the contractor’s
failures.

The GMS and PMS contracts provide thar each
contractor shall submit an annual return to their
PCT. The content of the annual report is not
centrally directed, but each PCT must require the
same categories of information from each of its
contractors. Consequently, PCTs can already seck
information about practice productivity from each

of their contracrors.

On productivity improvements, the Committee
has already noted (PAC conclusion (I1)) thar there
15 no agreed robust methodology for measuring
productivity. As mentioned above, the Department
will work with others to agree such a methodology.
Until that work is concluded, the Department

will keep the final part of this recommendarion
under review.
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The National Programme for IT
in the NHS: Progress since 2006

Recommendation (i): Recent progress in
deploying the new care records systems has been
very disappointing, with just six dcp]n}'mems in
total during the first five months of 2008-09.

The completion date of 2014-15, four years later
than originally planned, was forecast before the
termination of Fujitsu’s contract and must now be
in doubt. The arrangements for the South have scill
not been resolved. The Department and the NHS
are working with suppliers and should update the
deployment timetables. Given the level of interest in
the programme, the Department should publish an
annual report of progress against the timetables and
revised forecasts. The report should include updares
on actions to resolve the major technical problems
with care records systems thar are causing serious
operational difficulties for trusts.

Progress: The Department acceps this
recommendation. While many of the programme’s
systems have been delivered successfully, it is
regrectable that progress has been slower than
anticipated with the NHS Care Record Service ar a
local trust level. Some progress is being made and
the Department continues to work closely with
suppliers to ensure that software is fit for purpose
before deployment. This approach ensures that
quality rakes priority over target dates before go-live,
and thar trusts are fully involved in the testing and
sign-off of products.

The Department agrees the need to revise and
publish new deployment timetables. However,
precise go-live dates will always depend on qualiy
and readiness criteria buing met before dl:p|uymunt

in healthcare settings.

The Department will consider the recommendation
to publish an annual report of progress against

the timetables and revised forecasts. This

may, from 2009-10, take the form of a single
document combining the Annual Reporr and
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the Annual Benefits Statement (see this section,
recommendarion (viii)).

Recommendation (ii): By the end of 2008 the
Lorenzo care records software had still not gone
live throughout a single acute trust. Given the
continuing delays and history of missed deadlines,
there must be grounds for serious concern as o
whether or not Lorenzo can be deployed in a
reasonable timescale and in a form that brings
demonstrable benefits to users and patients. Even
s, pushing ahead with the implementation of
Lorenzo before trusts or the system are ready would
only serve to damage the programme. Furure
plans for deployment across the North, Midlands
and East should therefore only follow successful
deployment and rtesting in the three early adoprer
trusts. This will mean that lessons can be learned
before any decision is taken to begin a general roll-
out.

Progress: The Department accepts this
recommendation, which reflects the current
approach. The plan is for Lorenzo to be deployed
and tested successfully in the three early adoprer
sites and for lessons to be learned before any
decision is made on narional implementation.
Although not deployed fully throughour an acute
trust by the end of 2008, the Lorenzo software
was being used for clinical processes in the South
Birmingham PCT and University Hospitals
Morecambe Bay early adopter sites as part of

the process to deliver software to bring benefits
for patients, clinicians and administrators. The
Department is already taking the approach in the
recommendation te ensure that the implementation
of Lorenzo occurs only when trusts and the IT
system are both ready.

Recommendation (iii): The planned approach
to deploy elements of the clinical functionality
of Lorenzo (Release 1) ahead of the patient
administration system (Release 2) is untested,
and therefore poses a higher risk than previous
deployments under the programme. The



Department and the NHS should undertake

a thorough assessment of whether or not this
approach to deployment will work in practice.

No trust other than the three early adopters should
be invited to take the first release of Lorenzo until
it is cerrain thar Release 1 and Release 2 will work

effectively together.

Progress: The Department’s approach with the
three Release 1 early adopter sites has been to ensure
that the Release 1 software and the existing Parient
Administration System are thoroughly tried and
tested together. Release 2 contains both clinical

and Patient Administration System functionality
and will be a replacement system for Release 1.

This will be a significant upgrade and will be tested
and managed carefully.

A different approach to upgrading will be raken for
Lorenzo from Release 2 onwards. Release 2 offers
the capability to introduce funcrionality to a trust
progressively. This is a tried and tested approach
used regularly in the introduction of large-scale
Enterprise Resource Planning systems in the private
sector. The introduction of this approach will be
carefully tested and reviewed with the early adopter
sites prior to national roll-out.

Any specific issues for resolution will be identified
as the Lorenzo releases are progressed and any
new challenges are encountered. No trusts will

be expected to rake a Lorenzo Release until the
functionality has been demonstrated to work in
practice.

Recommendation (iv): Of the four original Local
Service Providers, two have left the programme and
two remain, both carrying large commitments. CS5C
is responsible for deploying care records systems

to the whole of the North, Midlands and East

after taking over Accenture’s contracts. As well as
deploying systems in London, BT is responsible for
the N3 broadband nerwork and the Spine. In the
light of the experience of Accenture’s and Fujitsu's

-~ departures from the programme, it is vitally

important that the Department assesses BT s and
CSC’s capacity and capability to continue to meet
their substantial commitments. The assessment
should consider the impact on the strength of the
Department’s position of having only two suppliers
responsible for the programme’s major components.

Progress: The Department acceprs this
recommendation. The Department recognises the
need to review suppliers’ performance regularly for
any signs of financial difficulties and has continually
assessed the capability and capacity of its suppliers
to deliver the programme as part of its arrangements
for supplier management. The contracts provide

the Department with the right to undertake audirs,
including financial audits, and these have been
carried out as appropriate. The contracis also
permit action to be taken if a supplier’s credit rating
reduces. Since 2004, NHS Connecting for Health
has engaged independent analysts specifically ro
monitor suppliers in order to identify emerging

financial issues.

The programme’s contracts have proved robust,
and protect the taxpayer through the principle

of payment only on delivery. There are srill two
system suppliers for the NHS Care Records Service
(iSOFT and Cerner) and two system integrators
(CSC and BT). As a contingency, framework
contracts were awarded to a range of companies last
year in order to increase the number of potential
suppliers to the programme, thereby reducing the
risk from supplier failure. Framework contracts were
awarded ro selected suppliers who can now compete
for business if the need arises. These framework
contracts are complementary to the existing suite

of programme contracts and provide contingency.
The procurement exercise demonstrated a high level
of interest among suppliers in developing I'T for

the MHS.

Recommendation (v): The termination of
Fujitsu’s contract has caused uncertainty among
trusts in the South and new deployments have
stopped. One option being considered for new




8
-

=
a

deployments is for trusts to have a choice of either
Lorenzo provided through CSC or the Millennium
system provided through BT. However, there are,
considerable problems with existing deployments
of Millennium and serious concerns about the
prospects for future deployments of Lorenzo. Before
the new arrangements for the South are finalised,
the Department should assess whether it would be
wise for trusts in the South to adopt these systems.
Should either of the Local Service Providers rake on
additional commitments relating to the South, the
Department should rake particular care to assess the
implications of the extra workload on the quality

of services to trusts in the Local Service Providers’

existing areas of responsibility.

Progress: The Department acceprs this
recommendation. Assessments of capability and
capacity are key features in determining the future
arrangements for the provisions of services in the
South, following the termination of the contract
with Fujitsu. Both BT and CSC will have to
demonstrate their capacity and capability to deliver
across the wider area, and be subject to independent
evaluation. However, the Department has not yet
contracted with either of these suppliers and other
options are not yet closed.

No decisions have been made on the placing of
the contracts for the South beyond protecting the
position of those sites thar had previously deployed

systems from Fujitsu.

Recommendation (vi): The programme is not
providing value for money at present because

there have been few successful deployments of the
Millennium system and none of Lorenzo in any
acute trust. Trusts cannot be expected to take on
the burden of deploying care records systems that
do not work effectively. Unless the position on care
records system deployments improves appreciably in
the very near future (ie within the next six months),
the Department should assess the financial case

for allowing trusts to purt forward applications for
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central funding for alternative systems compatible
with the objectives of the programme.

Progress: The Department agrees with some of
the principles behind this recommendation, in
particular that trusts should not be expected to
deploy care records systems that do not work
effectively. However, it does not accept that the
programme is not providing value for money at
present. Many elements of the programme have
been delivered and are working successfully, and
the principle of payment on delivery has provided
protection for the taxpayer for items that are late.

The Department remains confident in the potential
of both Cerner's Millennium and iSOFT’s Lorenzo
systems to work effectively once development

and testing have been completed. Trusts will not
be expected ro take the systems until they work
effectively, and they will be involved fully in the
sign-off processes that lead to the implementation
going live. Lorenzo will be tested fully in the early
adoprer sites before national implementation
begins. In London, an improvement programme for
Millennium has been completed successfully in the
Royal Free Hospital, resulting in the approval by
the NHS of a resumption of deployments to acute
trusts across London.

Although the Department does not agree the six-
month timetable, it does agree thar the position

on the deployment of care records systems needs
to improve appreciably over the coming months,
and it also agrees the principle of checkpoints as
part of firm contract management. In response to
recommendation (i) in this section, the Department
has agreed o publish an annual report on progress.
As the first of these will not be available until

after the end of the 2009-10 financial year, the
Department proposes to provide the Commirtee

with a note on progress of the deployment of the
NHS Care Records Service by the end of 2009.

Recommendation (vii): Despite the Department’s
previous recommendation, the estimate of



£3.6 billion for the programme’s local costs remains
unreliable. The Department intends to collect some
better dara as part of the process of producing the
next benefits statement for the programme. In

the light of thar exercise, the Department should
publish a revised, more accurate estimate for local
costs and, thereby, for the cost of the programme
a5 d WhﬂIE.

Progress: The Department accepts the need

for an accurarte estimate of local costs. In line

with the devolved governance structure of the
programme, local costs are managed by a hierarchy
of local boards. Previous approaches to collate the
informarion in an effective manner have proved
unsuccessful. The Department will consult on how
best to meer the Commirtee’s recommendations

in reporting local costs and benefits withour
introducing an overly complex procedure into the
NHS (see recommendarion (viii) in this section).

Recommendation (viii): The Department hopes
that the programme will deliver benefits in the
form of both financial savings and improvements
in patient care and safery. In March 2008, the
Department published the first benefits statement
for the programme, for 2006-07, predicting total
benefits over ten years of over £1 billion. There is,
however, a lot of work to do within the NHS o
realise and measure the benefits. Convincing NHS
staff of the benefits will be key to securing their
support for the programme, and the credibility

of the figures in the benefits statement would be
considerably enhanced if they were audited. The
Department considers future benefits statements
should be subject to audit by the Comprroller and
Auditor General. The Department should also
review achievements under the programme so that
lessons can be identified and shared where products
and services are working well.

Progress: The Department accepts this

recommendation. The first Annual Statement
of Costs and Benefits (for 2006-07) prompred
questions about the local costs element of the

expenditure and the ability to measure benefits
satisfactorily. It is acknowledged that progress

in n‘sulving these marrers has been difficulr, and
a fresh approach will be developed for 2009-10
alongside the Annual Report — see this section,
recommendation (i) to determine how best to
establish a reliable base for capruring the benefits

of the national programme,

Recommendation (ix): Little clinical functionality
has been deployed to date, with the resule that

the expecrartions of clinical staft have nort been
met. Deploying systems that offer good clinical
funcrionality and clear benefits is essential if the
support of NHS staff is to be secured. For all care
records systems offered under the programme, the
Department and the NHS should set out clearly to
NHS staff which elements of clinical funcrionaliy
are included in existing releases of the software,
which ones will be incorporated in the next planned
releases and by what date, and which will be
delivered over a longer rimescale.

Progress: The Department accepts this
recommendation. It is true that there is

potential for greater clinical functionality o be
deployed. For both Lorenzo and Millennium,
full functionality is planned to be delivered over
four releases. Some systems are already providing
considerable clinical advantages — for example the
Picture Archiving and Communications System
(PACS), which make X-rays and other images
readily available to clinicians and the RiO system
which has brought clinical benefits to mental health
and community health trusts.

The Health Informatics Review Report (DH, July
2008) acknowledged the “clinical five’ elements o
be provided in order to deliver value to clinicians

and patients:

» the Patient Administration System (PAS), with
integration with other systems and sophisticated

reporting;
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Order Communications and Diagnostics
Reporting (including all pathology and radiology
tests and tests ordered in primary care);

lerters with coding (discharge summaries, clinic
and accident and emergency letters);

scheduling (for beds, tests, theatres etc.); and
e-prescribing (including "To Take Our

medicines).

The Department agrees the need to ensure that staff
are aware of the content and timing of forthcoming
releases. Clinicians are engaged in all aspects of the
programme. The Department will consider how
best 1o ensure that clinicians and other NHS statf
are aware of the content of the new systems and
when they will be delivered.

Recommendation (x): The Department has taken
action to engage clinicians and other NHS sratf

but there remains some way to go in securing their
support for the programme. In order to assess and
demonstrate the impact of its efforts to secure
support for the programme, the Department should
repeat its surveys of NHS staff ar regular intervals
(ar least every year) and publish the results.

Progress: The Department accepts this
recommendation. The Department recognises the
importance of the engagement of clinicians and
other NHS staff, and welcomes the Commirtee’s
acknowledgement of the work already undertaken.
The Department did not conduct a survey of

NHS staff in 2008 because it was conducting a
review of health informartics on which it consulted
widely, involving over 1,400 stakeholders including
patients, the public, clinicians, and other front-line
health and social care professionals from every NHS
region in England. The Department intends to keep
under review its work to engage clinicians and other
NHS staff, and has already established a Clinical
Leaders’ Network, aiming to involve at least GO
senior practising clinicians within each SHA.
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Recommendation (xi): Patients and doctors have
understandable concerns about dara securiry.
However extensive the Care Record Guarantee and
other security provisions being put in place are,
ultimately dara security and confidentiality rely on
the actions of individual members of NHS staff
in handling care records and other patient dara.
To help provide assurance, the Department and
the NHS should ser ourt clearly the disciplinary
sanctions that will apply in the event that staff
breach security procedures, and they should report
on their enforcement of them.

Progress: The Department has already directed thar
NHS trusts should publish details of disciplinary
outcomes in relation to confidentiality breaches

and data losses in their annual reports. However,
the Department does not accept that it would be
appropriate or practicable to change the disciplinary
sanctions that should be applied at a local level or
to generalise on which sanctions should be applied
as each case must be looked ar fairly with all facts
and any extenuating circumstances considered.
Guidance has been issued by NHS Employers to
clarify expectations that staft who breach security
procedures should be disciplined appropriately.

As with other employers, NHS bodies must comply
with the statutory dismissal and disciplinary
procedures set out in the Employment Act 2002
and should adhere to the Advisory, Conciliation
and Arbitration Service's (ACAS) Code of Practice
on Disciplinary and Grievance Procedures (ACAS,
May 2009). The law on unfair dismissal requires
employers to act reasonably when dealing with
disciplinary issues, and the ACAS Code states thar
the core principles of reasonable behaviour include
making sure that disciplinary action is not taken
until the facts of the case have been established
and that the action taken is reasonable in the
circumstances.

All NHS rtrusts have documented disciplinary
procedures in line with these legal and best practice
requirements. The code outlines appropriate



sanctions including written warnings, final written

warnings and dismissal.

Recommendation (xii): The Department does not
have a full picture of data security across the NHS
as trusts and SHAs are required to report only the
most serious incidents to the Department. The
Department’s view is that it is not practical for it to
collect derails of all securiry breaches, bur at present
it can offer little reassurance abour the nature and
extent of lower-level breaches thar may be taking
place. Given the importance of data security to

the success and repuration of the programme, the
Department should consider how greater assurance
might be provided through regular reporting. The
Department should also report annually on the level
of ‘serious untoward incidents’, on any penalties
that have been imposed on suppliers for security
breaches, and on the steps being taken to keep
patient data secure.

Progress: The Department recognises the concerns
expressed in this recommendation. The Department
takes all security incidents seriously and will
consider the recommendarion further, including
the implications of publishing annually a report of
serious untoward incidents. In respect of dara loss,
a serious untoward incident is regarded as any event
that involves the acrual or potential loss of personal
information thar could lead to a significant impact
on individuals. In the context of the assurance

that the Committee has recommended, it will be
important to ensure that these reports distinguish
between security incidents relating to systems, and
applications provided by the national programme
and other systems; as one of the purposes of the
programme is to provide a greater degree of securiry
of data over and above that which exists currently
in paper and local I'T systems.

While the Department only receives reports of
significant security incidents, derails of lower-level
breaches are reported to the SHAs and published
in NHS trusts’ annual reports. The Department
accepts that SHAs must take all reasonable steps

to provide greater assurance on darta security and
will direct them to publish, each quarter, details of
dara losses in their areas, im.']uding details of any
disciplinary acrion raken.

Recommendation (xiii): Confidentality
agreements that the Department made with CSC in
respect of two reviews of the delivery arrangements
for Lorenzo are unacceprable because they obstruct
Parliamentary scrutiny of the Department’s
expenditure. The Department made open-ended
confidentiality agreements in respect of these
reviews, with the result that informacion will not be
disclosed even after commercial c{}nﬁnlunrinlit}f has
lapsed with the passage of time. We believe that this
is improper and thar the Department should desist

from entering into agreements of this kind.

Progress: The Department accepts this
recommendartion. The Deparrment will aim

to avoid this situation as far as possible. In this
particular instance, the Department judged that
the circumstances were unusual and that there
were good grounds for accepting confidentiality
agreements, without which it would have been

impnssihlu tioy CUII‘L]JII:I:L' the reviews.

The Department wished to engage independent
analysts to review the work on Lorenzo, but had
no contractual power to impose this measure on
subcontractors of CSC. The parties agreed to the
reviews provided thar a binding confidentiality
clause was included. This enabled an independent
and objective assessment to be obrained leading
to changes managed through a programme of
improvements, which would otherwise not have

been pnssihlc.

Since the Autumn Performance Report 2008 was
published, the Department, has been able to update
progress against a number of recommendations.

Prescribing Costs in Primary Care

Recommendation (i): The NHS could save more
than £200 million a year, withour affecting patient
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care, by GPs prescribing lower-cost but equally
effective medicines. Many drugs are available in
both branded and generic versions, and the latter
is usually much cheaper than the brand-name
drug, for which the manufacturers have to recover

research and development costs.

Progress: The National Audir Office has updared
its original calculations, and has estimated thar
£396 million was saved in 2008 through more
cost-effective prescribing practices.

Recommendation (ii): The proportion of
prescriptions written by chemical name rather than
by brand name, known as generic prescribing,

rose from 51 per cent in April 1994 to 83 per

cent in September 2006. However, only 59 per
cent of prescription items were actually dispensed
as generics in 2005, mainly because nor all drugs
prescribed were available in generic form. For
some common conditions docrors have a choice
af clinically equally effective drugs, some of which
are available in generic form while others are only
available as branded medicines. Where it is clinically
appropriate, GPs should prescribe those available

in generic form.

Progress: The NHS Institute for Innovation and
Improvement’s Better Care Better Value (BCBV)
indicator on statins is already in operation and
will continue. Two new BCBV indicators will be
introduced shortly:

proton pump inhibitors; and

anti-h ypertensive d Tugs.

Recommendation (iii): The proportion of lower-
cost prescriptions for some common conditions
varies greatly berween PCTs, for example berween
28 per cent and 86 per cent for statins. SHAs
should work with the Nartional Prescribing Centre
to spread best practice in prescribing and to help
those PCTs that have difficulty implementing
switching programmes to learn from PCTs chat
have successfully done so.
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Progress: The Department understands thar there
is considerable progress on this recommendation

by PCTs and they are raking action in many areas
to reflect their local circumstances. The BCBV
indicators have generated a lot of publicity — PCTs
are now taking action on their own account, backed
up by the National Prescribing Centre.

Recommendation (iv): Comparing GI* practices
and PCTs on indicators of efficient prescribing is an
cffective way of influencing prescribing behaviour.
The Department, in conjunction with the NHS
Institute for Innovation and Improvement, should
develop more BCBV prescribing indicarors to
measure the proportion of generics dispensed and
the level of potential savings where more cost-
effective prescribing would generate significant
savings, such as for renin-angiotensins used o
treat high blood pressure. SHAs should use these
indicators to hold PCTs to account for prescribing
COSIS.

Progress: See this section, progress for
recommendation (ii).

Recommendation (vii): Hospital consultants’
prescribing choices are bound by agreed
‘formularies’ of cost-effective drugs, but GPs are
generally not subject to formularies. Alchough
prescribing decisions must be sensitive to the needs
of the individual patient, evidence on the cost and
clinical effectiveness of treatments for a particular
disease should apply consistently across the country.
The Department should encourage PCTs to

pilot joint primary/secondary care formularies.
SHAs should work with the National Prescribing
Centre to promote agreement and consistency

of formularies across primary and secondary care,

and across PCTs.

Progress: The National Prescribing Centre

has undertaken some work, as part of the NHS
Constitution activity, to provide advice to PCTs
about local decisions on funding for drugs for which
NICE guidance is not available.



The National Prescribing Centre's supporting
rational local decision-making about medicines (and
treatments), a handbook of good practice guidance,
was published in February 2009.

The Department believes that this will lead to more
collaboration by PCT's on prescribing decisions,
facilitared by SHAs.

Recommendation (viii): Some 88 per cent of
prescription items are dispensed free of charge, and
the remainder for a standard charge not directly
linked to actual cost. The Department should do
more to make patients aware of the costs of drugs,
and hence the importance of not wasting them,
for example by displaying on dispensed drugs
information such as the cost of the specific items
dispensed or an indication of the typical cost of
items to the NHS.

Progress: The Department has commissioned

a joint research team from the York Health
Economics Consortium of the University of York,
and the School of Pharmacy, University of London,
to undertake research into the scale, causes and costs
of waste medicines. The research teams have begun
the preliminary work in undertaking the research
and are due to report in mid-2009,

Recommendation (ix): Unused and wasted drugs
cost the NHS at least £100 million a year. The
Department does not have robust or up-to-date
information on the cost of drugs wastage or a good
understanding of the varied and complex reasons
why patients do not always use their drugs. It
should commission research to establish the extent
to which medicines are not used, and establish the

reasons why patients do not take their drugs.
Progress: See this section, recommendation (x).

Recommendation (x): Generic versions of drugs
can vary considerably in appearance, colour and
packaging. This variation can be confusing for
patients, particularly elderly patients on several

medications, and can increase the risk of patients
taking their drugs wrongly, or not at all. The
Department should explore with the industry the
scope to achieve greater consistency of appearance,
labelling and/or packaging of the more common
drugs supplied to the NHS.

I'mgn:ss: Mo further I..li.'.l-l’.Jl:'.ll'{.‘ to the Department’s
response in the PAC Treasury Minute of March
2008,

Caring for Vulnerable Babies: The
Reorganisation of Neonatal Services
in England

Recommendation (i): PAC recommendation (2).
The reorganisation of neonaral services into clinical
networks has had limited impact in reducing
geographic variations in mortality rates. Prematurity
and illness in newborn babies are associared

with a complex range of factors, including social
L{L'privatiun, cthnicit}r and maternal age. PCTs need
to improve their understanding of the changing
demographics of their local population and model
the impact on demand for neonaral services o
target intervention and prevention strategies on

key high-risk groups.

Progress: The Department accepts the Committee's
conclusion thar the reorganisation of neonatal
services into clinical networks has had limited
impact to date in reducing geographic variations in
mortality rates. It is important that PCTs improve
their understanding of the changing demographics
of their local population and model the impact

on demand for neonatal services. This should be
undertaken as part of the local strategic needs
assessment and capacity planning process.

The Department’s framework document, Maternity
Matters: Chaice, Access and Continuity of Care in a
Safe Service (DH, April 2007), sets out the strategy
for modernised maternity services, placing safery,
quality and improving standards of care at the
heart of its vision. It promotes the provision of

281



co-ordinated maternity and neonatal care delivered
through nerworks. This will ensure that all women
and their babies have equitable access to the whole
range of specialist services where necessary.

Maternity Matters recognises that for the best

health ourcomes, it is important that women access
maternity care at an early stage. The Department
has developed a maternity indicator to increase the
proportion of women who access maternity services
by 12 completed weeks of pregnancy for a health
and social care assessment of needs, risk and choices.
This will enable women from high-risk groups to

be identified at an early stage and an individualised

carc |‘.I]'.1]‘! dﬂ‘r’&!ll'.:l]."'LKL

The Department also published the fmplementation
Plan for Reducing Health Inequalities in Infant
Mortality (DH, December 2007). This plan
featured key interventions to help reduce the infant
mortality rate berween disadvantaged groups and
the whole of the population, and provided examples
of good practice to help narrow the infant mortality
gap — one of the aims of the 2010 national healch
inequalities target. In line with the commitment
made in Health Inequalities: Progress and Next Steps
(DH, June 2008), the Department has established

a health inequalities infant morrality national
support team to help deliver the recommendations

of the plan.

Recommendation (ii): PAC recommendation (4).
There are currently no formal arrangements for
performance-managing neonatal networks. In return
for continued funding of networks, SHAs should
agree a set of performance measures and review
networks’ performance against these objectives.
SHAs should also require the rwo areas withour

a formal managed network to establish them as

a priority.

Progress: The Department accepts the Commitree’s
recommendation that, in return for continued
funding of networks, SHAs should agree a set
of performance measures and review nerworks’
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performance against these objectives. In order to
assist in this local process, the raskforce will develop
a suite of quality standards by autumn 2009, which
can be used locally to create indicarors covering
quality, efficiency and capability, and which will
allow trusts and commissioners to agree and review
achievement against these indicarors.

The Department is working with the NHS to
ensure that both the Northern region and Essex

are covered by formal managed nerworks. The
Northern network is currently working to formalise
its board, appoint a network manager, lead clinician
and lead nurse, while in Essex a review has been
established to assess the options for the furure
network arrangements. Its recommendations

have gone our to public consultation from March
2009, with implementation in the 2009-10
commissioning cycle.

Improving Services and Support for
People with Dementia

Recommendation (i): There are over 560,000
people in the UK with dementia, costing the
economy some £14 billion a year, yer dementia

has not been an NHS priority. In response to a
report by the Comptroller and Auditor General,
the Department is now developing a National
Dementia Strategy. The strategy should have a
clear timetable for implementation and should
include criteria for evaluation and reporting progress
and addressing areas of under-performance such

as poor diagnosis or availability of interventions
recommended by NICE. It will also require an
effective communications strategy to engage patient
groups, health and social care professionals, the
Royal Colleges, health and social care inspecrorates,
and the voluntary sector, all of whom are essential
to improving care for people with dementia.

Progress: The Government’s National Dementia
Strategy was published on 3 February 2009.
This followed wide consultation both before and
during a formal consultation exercise in 2008,



Stakeholder events were held throughour the
country, with representation from NHS and
social care professionals, people with dementia
and their carers, and many others. In preparing
the final strategy, account was also taken of
over 600 written responses to the draft strategy
consultation document.

The published strategy contains 17 objectives,
focusing on:

# raising awareness and understanding of dementia;
» early diagnosis and support;
» living well with dementia; and

¢ delivering the strategy.

Some £150 million is being made available for
implementation of the strategy in the first two years,
as part of PCTs’ overall general allocarions. These
are increasing by 5.5 per cent in each of 2009-

10 and 2010-11 — a toral increase of £8.6 billion
over the two years. This growth in allocations

is new money going into the NHS and the

£150 million is the Department’s national estimarte
of the proportion of this required to implement

the straregy.

Alongside the strategy, the Department has
published an implementation plan based on a five-
year programme of change. This is available at the
Department’s dementia website at:
www.dh.gov.uk/dementia. The plan identifies

the support thar will be offered o PCT, local
authorities, care homes and others in implementing
the strategy. It sets our the arrangements for

local and national support for implementation

of the strategy, and the Department’s intention

to work with a wide range of key stakeholders in
delivering the changes required. The Department
has established an Implementation Working Group
to help deliver the strategy. The Working Group
will co-ordinare the support programme thar will
be delivered regionally. It will also oversee the
evaluation of demonstrator sites and other piloting

work, and the production of materials to support

i[npi::m entation,

Governance arrangements for the strategy will
also include an Implementation Programme
Board, responsible for strategic direction, and an
Implementation Reference Group to ensure that
key stakeholders play a central part in the process.
Membership and terms of reference for all these
groups will be published on the Department's
dementia website. A communications plan for
the implementation of the strategy will also be
finalised shortly.

Recommendation (ii): Unlike cancer and coronary
heart disease, there is no single individual with
responsibility for improving dementia services.
Without clear leadership there is a risk thar
dementia care will continue to lack priority. The
Department should appoint a Senior Responsible
Officer to drive through the dementia strategy,
learning from the model used for cancer services.

Progress: David Behan, Direcror general for Social
Care, Local Government and Care Partnerships, is
the Senior Responsible Officer in the Department
for the development of the National Dementia
Strategy.

The Department is still considering whether there
is a compelling case for a National Clinical Director
as part of the strategy.

Recommendation (iii): Berween one-half and
two-thirds of people with dementia never receive

a formal diagnosis. Diagnosis should always be
made, regardless of whether or not interventions
are available. The rate of diagnosis could be
significantly improved by GP practices receiving
greater support from mental health services; by the
Royal College of Psychiatrists and the Royal College
of General Practitioners developing a dementia care
pathway including guidance on the importance of
early diagnosis; and by the Institute of Innovation
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and Improvement promulgating good diagnostic
practice.

Progress: The Department agreed with the
conclusions reached by the Committee on the need
for the diagnosis of dementia to be made in all
cases and the importance of that diagnosis being
made as early as possible. The second objecrive in
the strategy identifies the need for good-qualicy
early diagnosis and intervention for all, with all
people with dementia having access to a pathway of
care that delivers: a rapid and competent specialist
assessment; an accurate diagnosis, sensitively
communicated to the person with dementia and
their carers; and treatment, care and support as

needed following diugjmsis,

Recommendation (iv): There is poor awareness
among the public and some professionals of
dementia and what can be done to help people with
the disease. The Department should commission a
dementia awareness campaign in order to increase
understanding of the symptoms of dementia,
emphasising that there are interventions and
treatments which can slow the progress of the
disease and help people with dementia and their
carers lead independent lives for longer.

Progress: Objective 1 of the strategy identifies

the need for public and professional awareness of
dementia to be improved, and the stigma associated
with it addressed. Individuals need to be informed
of the benefits of timely diagnosis and care, the
prevention of dementia should be promoted,

and social exclusion and discrimination reduced.
Individuals also need to be encouraged to seek
appropriate help and support.

The Department has already commissioned the
Worried About Your Memory? public awareness
campaign being undertaken by the Alzheimer’s
Society. This was launched in May 2008. The
Society sent a supply of leaflets to all GPs in
England, to be made available to patients in
surgeries. Copies were also made available in
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pharmacies, libraries, community centres and

other appropriate venues. The leafler encourages
people who are worried abour their memory or
someone else’s memory to talk o their GP, call the
Alzheimer’s Society helpline, go to the Alzheimer’s
Society website, or request more detailed
information in an information booklet. The leaflet
and booklet are available in a range of languages and
accessible versions.

The marerials are intended ro raise public awareness
abour dementia; to encourage people to seek
help when appropriate; to enable the diagnosis

of dementia earlier; and to signpost people to
appropriate local help and support. Follow-up
evaluation will survey GPs, people who requested
information, helpline call volumes and booklet
request volumes. Further awareness-raising will
be undertaken by the Department as part of the
strategy’s implementation as part of the work

on objective 1, with support given locally for
awareness-raising by PCTs and local authorities.

Recommendation (v): People with dementia
require support from multiple health and social care
professionals but this is often difficult to manage.
On diagnosis, people with dementia and their
carers should be given a single health or social care
professional contact point in order to improve the
co-ordination of care between the various services
and professionals. The contact point could be a
social worker or a community psychiatric nurse,

for example.

Progress: The Committee rightly acknowledged the
difficulty in managing the course of this complex
illness over the passage of time given the number
of different health and social care professionals
that may need ro be involved as needs develop and
change. The Department agreed that an identified
single point of contact would be desirable for
people with dementia and their carers, in order to
co-ordinate care over time. This was covered in the
consultation document issued in June 2008, and
will be addressed explicitly in the final strategy.



As a result, objective 4 of the strategy identified the
need for the appointment of ‘dementia advisers’

in order to facilitate easy access to appropriate

care, support and advice for those diagnosed

with dementia and their carers. The role of
dementia adviser would not be thart of intensive
case management. Rather, they will provide a
single identifiable point of contact for people with
dementia and their carers, with knowledge of access
to the whole range of local services available. Their
role will therefore be to identify what the problem
might be, and then to signpost and facilitate
engagement with the specialist services thar can
best provide the person with dementia and their
carer with the help, care and support they need,
simply and quickly. As this is a new role, there will
be a need first for the development and generation
of demonstrator projects, and for the piloting and
evaluation of models of service prior to decisions on
implementation.

Recommendation (vi): Berween one-half and owo-
thirds of carer's do not receive the carers assessment
to which they are entitled. Carers often struggle

to cope with caring for a relative with dementia at
home, particularly if the person with dementia has
challenging behaviour, leading to costly admission
to a care home or hospital. The Department should
emphasise to local health organisations and their
social care partners that they need to develop an
action plan, which gives priority to assessing and
meeting the needs of carers. The Department
should develop a commissioning toolkit to help
demonstrate the cost and benefits of the different
options for providing support, including respite
and domiciliary care.

Progress: Objective 7 of the strategy addresses

the need for the provisions of the Carer's Strategy
to be available for people with dementia, and
emphasises the right of carers to have an assessment
of their needs.

The Department accepts that not enough carers
receive the carer’s assessment to which they are

entitled. The Carers Stravegy, Carers at the Heart of
21st-Century Families and Communities (DH, June
2008), recognises the increasingly important role
that carers play in our society and acknowledges
that all carers, including carers of those diagnosed
with dementia, need more help and support than
has been available in the past. The Carers Strategy
contains a number of commirments including
information and advice, new break provision and
a recognition that family carers should be involved
in decisions about treatment and support.

The Department knows that carers need accessible
and reliable information that enables them to access
SEervices H[ld &uppurt F{}r thcmsc]vc.‘s and fhf: |‘.|=:rsnr:
they care for. This may especially be the case for
people caring for someone with a mental health
problem who may feel particularly isolated and in
need of help and advice. The Department recognise
thar, although caring tor someone with menral
health problems can be intermittent, it may be very
intensive and stressful when the need arises.

The Department has therefore established Carers
Direct, an information service for carers. The service
provides advice and support for anyone looking
after someone else — everything from benefits

to local help — via a website, a single national
freephone number, e-mail and post. One of the
aims of the service is to ensure thar carers are aware
of their rights, including the right to an assessment.
The website, hosted by WHS Choices, went live

on 26 January 2009. The Carers Direct helpline is
under development and went live in April 2009 and
will reach full capacity by July 2009.

The Department’s vision is that carers will be
respected as expert care partners and will have access
to the integrated and personalised services they need
to support them in their caring role.

The key to achieving greater integration of services
is the use of more effective holistic assessment,
which enables the person cared for and their carer
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to identify their needs, what matters to them and

how their own outcomes will best be met.

It will also be important that carers (who have a
specific right to an assessment) have their own
individual assessment, to ensure that specific

needs around their own health and well-being are
identified. This approach will enable individuals
and their carers to design care and support which
better meets their individual needs and draws in
contriburions from a range of people, organisations,
family and friends.

Such assessment will be supported by the
development of a Common Assessment Framework
for Adules, in order o share relevant information
berween agencies and encourage close working
between councils, the NHS and other statutory
agencies as well as the third secror.

The Department is supporting a consortium, made
up of stakeholder bodies (The Princess Royal Trust
for Carers; Crossroads Caring for Carers; Carers
UK: the Narional Black Carers and Care Workers
Merwork; the Association of Directors of Adult
Social Services; the Local Government Association;
NHS Confederation; the Social Care Institute for
Excellence; and the Improvement and Development
Agency for local government), to gather good
practice on commissioning for local healcth
organisations and their social care partners.

Significantly, the NHS Operating Framework,
which sets out the specific business and financial
arrangement for the NHS in any given year, in
2008-09 makes specific reference for the first time

1O SUppOrting carers.

There are similar references in guidance on
practice-based commissioning and in the guidance
covering joint strategic needs assessments. The

aim of these various measures is to ensure thar the
new local performance framework recognises the
importance the Government attaches to supporting
carers. Improvements in the identification of cases
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of dementia resulting from the strategy will also
mean thar carers can be identified and appropriate
assessments completed.

Recommendation (vii): Some 62 per cent of care
home residents are currently estimated to have
dementia, but less than 28 per cent of care home
places are registered to provide specialist dementia
care. Few care home staff have specialist-nursing
qualifications or have been trained in dementia care.
There is high turnover of staff and high vacancy
levels, and some staff do not have English as a first
language. Poor standards of care have resulted in
instances of inappropriate medicines management
and complaints that people are not aftorded
sufficient dignity and respect. The Commission

for Social Care Inspection should assess staff
qualifications and training as part of its review of
the quality of care for people with dementia, and
local mental health services should use the findings
when allocating resources to community psychiatric
teams so that they can provide adequate our reach
services to support care homes.

Progress: The issue of registration of care

homes providing for people with dementia is

not straightforward. Guidance issued by the
Commission for Social Care Inspection makes clear
that not all services that provide support for people
who have a diagnosis of dementia must be registered
as providing dementia care. Nor does this mean that
a care home that is not so registered is unable to
support a person with a diagnosis.

Most people with dementia are supported by
general services in their own home, or in a
non-specialist care home, and this is entirely
appropriate. Specialist mental health services should
be targeted at those people who have more complex
needs and who require a higher level of expertise

in their management and treatment. However, the
Deepartment needs to be confident that the services
offered by all care homes fully meet the needs of

all those residents with dementia.



Objective 11 of the strategy identifies the need for
improved quality of care for people with dementia
in care homes, by the development of explicit
leadership for dementia within care homes, defining
the care pathway there, the commissioning of
specialist in-reach services for community mental
health teams, and through inspection regimes.
Objecrive 13 also addresses the need for all health
and social care staff, including staff in care homes,
to have the necessary skills to provide the best
quality of care for people with dementia, to be
achieved by effective basic training and continuous
professional and vocational development in
dementia. Both these objectives will be priorities
for the Department’s Implementation Working
Group and regional support network (as set out
in the Emplummmtiun |J|:|n] in imp]cmcnring the
strategy, engaging with and providing support

for appropriate stakeholders, including third
sector provider organisations, the Care Quality
Commission, Skills for Care and others.

Recommendation (viii): Hospital care for people
with dementia is often not well managed, increasing
the risk of longer stays, admission to a care home
and deterioration in the patient’s health. Hospital
staff generally focus on the physical reason for
admission and can fail to identify or deal with
dementia as a disease, resulting in longer stays

and poorer outcomes than for people who are
psvchiatrically well. In order to improve the cost
effectiveness of acute care, families of people with
dementia should hold a copy of the person’s care
record so that paramedics will be able to make an
informed decision about whether the person needs
10 be raken into hospital or can be treated ar home.
For older patients admitted and known or suspected
to have cognitive impairment, hospitals should
routinely underrake a mental health assessment.

Progress: The strategy addresses the need for berter
leadership on and knowledge of dementia care in
general hospitals. Objective 8s set our the need

for a senior clinician to be identified in general
hospitals to provide leadership on improving the

quality of dementia care; to be responsible for the
development of an explicit care pathway for the
management of care; and to commission specialist
liaison older people’s mental health teams ro work
in general hospirals. Objective 3 of the strategy
sets out the need for good-quality information

to be given to family and carers throughout the
course of the illness. This should include advice
on the progression of the illness, and the care and
medication required for people with dementia.
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Campaign

Tobacco control
Tobzoco control
Tobacco control
Tabaoco concrol
Tobacco control
Tobacco control
Tohzooo contral

Tobascco control

Tobacco control
Tabacon contral
Tabacon cantral
Tobacen contmol
Tobaceo control
Tobacco control
Tobacco control
Tobacco control
Tobaceo control
Tobagcco control
Tohacco concrol
Tobacoo concrol
Tobaces conerol
Tobacon conmol
Sevial health

Sexual healih
Sexual health
Sexual health
Sexual health

Sexual health
Sexuz] health

Sexual health

Eeep warm,
keep well
Kt'l‘ll WATTTh,
keep well
ChangedLife
Changed Life
ChangedLite
ChangedLife
Changedlife
Changedlife
Chanpedlife

ChangedLite
ChangedLife

sponsorship received by the Department of Health from other organisations,

sponsor/Partner  Value (£5) Reach

Monhern Foods
Tragus restaurants
ARAMARK

Unig Prepared Foods
Arla Foods

First Groug

Premier Foads

ASDA

Anchor Trusg
Renokil Pest Control
Uniged Biscuis
Lafarge Cement
Pickfords

MHemo

lecland
Snagecoach
Boberr McBride
Laregps

Teson
Mormons
Superdng
ASTHA

Club 18-30

Escapades
Frecayle
wentys
Marrisons

Cosy Camper/Mates
Company Time [now
Yellow Hammer Bars)

The Em.l_r ﬂh:np
Ladl
The Co-operarive

ASDA

Tesoo

The Co-operative
Convenience stores
Wright Foundation
Kellogg's

Firness Industry
AsSOCEELIORN
PepuiCo

Fic For Spart
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36
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5330
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5275
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124,337

123497

103,021

4,455

52170

97, s

32420

ia

35937

Mifa
Mia
Mia
Mia
Mia
MNia
Mifa

MNia
fu [FY

11,000 employees
5MK} emiployees
13,000 employees
5,000 employvees
5,000 emplayees
38,000 employees
22,000 employees

175,000 employees

10,000 ermployess
1.4MK} employees
700 employoes
1,500 emphovecs
1,300 emplovees

3, 0HH0 -cmplu}'nd-
32,200 employees
25,000 employees
20 employees
22,000 employees
240 pharmacy siores
4 pharmacy stores
260 pharmacy stones
150 pharmacy stores
Mia

Mia
Mia
Wi
Mia
Idfa
Mia
Bia
A sgone
Mia

Mia
Mfa
Mfa
Mia
bfa
Mfa
Mifa

Mifa
Mia
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Support received

Poster space in staff areas, space in staff newslercer and seaff intrancr.
Posrer space in staff arcas across 270 sites.

Poster space in staff arcas and distribution of resouree iems.

Poster space and distribution of resource iems

Poster space in all sices.

Paster space across all sives, aricle in seaff newsderrer. |
Paster space across all sites, quit kivs distributed, articles on intranet and in staff
newsletter, link up with WHS local stop smoking serices.

Poster space in ssaff areas of all ssores, space in newsberers, intranct and link up
with MHS local stop smoking services,

Activity with Bradford Local Stop Smoking Service.

Distribution of Smoke-free marerials.

Distriburion of Smoke-free marerials.

Work with NHS kocal stop smoking services,

Paster space and diseribution of Smoke-free materials,

Paster space and Smoke-free collareral items diseributed across all sives, 1
Poster space in seaff areas.

Paster space in stalf arcas and Smoke-free irems distribued.

Distnbution of Smoke-free marerials.

Diseriburion of Smoke-free materils.

Materials distribured in pharmacses.

Marerials distributed in pharmacies, in-store campaign planned for March 2009,
Marerials distribured in pharmacics. in-store point of sale in January 2006,
Materials diseribured in pharmacies. in store campaign planned for March 2007,
Jonny’ campaign advoeaing condom use on holiday promoted through pre- 1
holiday communications, and collateral, posters and condoms distributed in-resort.
‘Jonny' campaign advocating condom use on holiday promoted through pre-
haliday communications, and collateral, posters and condoms distributed in-resor.
‘Jonny' campaign advocating condorm use on holiday promosed through pre-
haliday communications, and collaceral, posters and condoms distributed in-resort.
“Jonny' campaign advocating condom wse on holiday promoted thiough pre-
holiday communicarions, and collaseral, posters and condoms dissributed in-resor.
A3 inestore poster in 99 stores, visited by an average of 5.5 million customers a
wieek.

30,000 Feseival kits distribaed for free.

Collsteral sampling, and messaging on oiler roll holders, standees, cue cards and '
plasma screens. $MS and e-mail messaging sent out 1o database, and dedicated |
page on cheb website.

Im-store poine of sale, 300,000 leaflees distribured, and branded condom cases
inserted in the Student Guide which sold 5,000 copacs.

Pasters, leaflets and thermomenters distributed 1o 400 stores in England.

In-store [ and il sereen adverising.

E-media, point of sale. staff and customer magarine acriviry.
E-media, point of sale and customer magazine activiry.
Paint af sale and in-stone radio acrivity.

P'ui.nt nr:li-e :.l!li\-'ll}r.

Point of sabe actnary.

Direct mail, e-media, point of sabe and staff activiry.

Direct mail, e-media and scaff acriviry.

E-media activity.
E-miedia acrivry.

fei witkin ohe
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G Glossary

AE (Accident & Emergency)

The emergency department of and hospital thar deals witch
people who need emergeney trearment because of sudden
illness or injury. Sometimes called the casualty deparement.

Acute services

Medical and surgical interventions usually provided in

L
hospital. Specific care for diseases or illnesses thar progress
quickly, feature severe symproms and have a brief duration.

Annually Managed Expenditure (AME)

Toually Managed Expenditure (TME) is divided inte Annually
Managed Expenditure (AME) and Departmental Expenditure
Limies (DEL). AME is public expenditure for which multi-
year spending limits are not seen as appropriate, and which is
instead subject o annual review.

Arm’s length bodies (ALBs)

Government-funded OrEANISAnms which work cl::ﬁchr with
local services, and other ALBs. In the Department they
regul:ﬂ::: the System, impruw: standards, proect puh[ir; welfare
and support local services, The Diepartment has three main
types of ALB: executive agencies, executive non-departmental
public bodies, and special health authoriries.

Atkinson Review

Review of the measurement of government output

and productivity.

Capital

Expenditure on the acquisition of land and premises, and
individual works for the provision, :ld;lpmlin:m. renewal,
replacement and demolition of buildings, items or groups of
tquipm:n: and vehicles, erc. In the NHS, cxp::rtr.iituﬂ: 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 capinal assets, and comprise depreciation and
interest/target return on capital. Capital charges are funded
through a circular Alow of money berween HM Treasury, the
Department, primary care trusts and NHS trusts.

Central health and miscellaneous services

These are a wide range of activities funded from the
Department spending programmes whose only common
feature is that they receive funding direct from the
Department, and not via primary care trusts. Some of these
services are managed directly by departmental seafl; others are
run by executive non-departmental public bodies, or other

SeparIie executive organisations.

Commissioning for Quality and Innovation

(CQUIN)

The key aim of the CQUIN framework is to support a shift
rowards the vision set out in High Quality Care for All of an
MNHS where qu:t[ir}' iz the organising principle. The framewark
helps to make quality part of the commissioner/provider

discussion :-.-:;nwhurg:.

Community care
Care, particularly for elderly people, people with learning
or physical disabilities or a mental illness, which is provided

outside a hospital setting, ie in the communiry,

Corporate governance
The 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.
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Credit approvals

Central government permission for individual local authorities

tor borrow or raise other forms of credir for capial purposes.

Departmental Expenditure Limit (DEL)

Totally Managed Expenditure (TME) is divided into Annually
Managed Expenditure (AME) and Departmental Expenditure
Limits (DELs). The DEL is made up of departmental budgets
for which there are multi-year spending limits. Almost all

the [ln:prmmr_'m hudgv:l:. i|1c|l.|r.1ing allocations to the WHS, is
within the DEL.

Departmental Strategic Objectives (D50s)

The core purpose of the Department = what it is here for — is
enshrined in the Departmental Straregic Objectives so that its
individual and ream objectives and its dcpanmﬂntul targers can

all connect directly 1o them.

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 market changes.

Derogation

The prllri:li revocation of a law,

Distance from target

The difference between a primary care trust’s allocation and
its target fair share of resources informed by the weighted
capitation formula.

Drugs bill

Drugs bill gross expenditure is the amount paid to contractors
{i.e. pharmacists and appliance contractors, dispensing
doctors and non-dispensing doctors in respect of personally
administered irems) for drugs, medicines and certain listed
appliances which have been prescribed by NHS practitioners.
Mer drugs bill expenditure is less Pharmaceutical Price
Regulation Scheme receipts. Funding is subject to local
resource limits and forms part of primary care trusts’ revenue
allecations.

Estimated outturn

The expecred level DF:'EP:L‘I‘II’.“L‘I:E or income for a budger, which
will be recorded in the Department’s accounts.

Estimates
See *Supply Estimare’,
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European Economic Area (EEA)

The European Union countries plus Norway, lceland and
Liechtenstein.

Executive agencies

A discrete unir set up to undertake an executive function of
government. The Department has two execurive agencies; the
Medicines and Healthcare products Regulatory Agency and
the NHS Purchasing and Supply Agency.

Family health services (FHS)

Services provided in the communirty through doctors in
general practice, dentists, pharmacists and opticians, most
of whom are independent contracrors.

General dental services (GDS)

The GDS scheme offers patients personal dental care via
general denral practitioners (GDPs), most of whom work as
independent contractors from high street and local surgeries.
Since April 2006, PCTs have been responsible for the local
commissioning of GDS and other primary dental care
services. Formerly GDPs claimed item of service fees for each
individual treatment provided, bur remuneration is now based
on PCTs agreeing with each dental practice an annual contract
sum for a specified level of dental services, 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 collecred

from patients.

General medical services (GMS)

These are services covered by contract arrangements agreed at
national level by GPs to provide one-to-one medical services:
for example, giving appropriate health promotion advice,
offering consultations and physical examinations, or 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 to deliver patient
care. While it retains the independent contractor status for
GPs, it moves away from remunerating individual doctors to
a practice-based contract funded within primary care trusts’
discretionary allocations.



The new contract provides a range of new mechanisms
allowing practices greater flexibility in determining the

range of services they wish to provide, including rewards for
delivering clinical and organisational quality, modernisation
of GP infrastructure including premises and IT, and
unprecedented levels of investment through the Gross
Investment Guarantee, All these mechanisms are designed o
deliver a wider range of quality services for patients and o
empower patients to make best use of primary care services.

General ophthalmic services (GOS)

The GOS scheme offers priority groups of patients free NHS
sight ests and, where necessary, optical vouchers to help with
the purchase of glasses. NHS sight tests are mainly available
two children, people aged 60 or over, adults on low incomes, or
people suffering from, or who are predisposed 1o, eye disease.
Entitlement to NHS optical vouchers is mainly restricred to
children, adults an 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 streer opricians. Although services are
administered by PCTs, rerms of service are set nationally and
funding iz provided from a national demand-led, or non-
discretionary, budget.

Gershon Programme

An independent efficiency review of Whitchall departments
looking at common core functions.

Green Paper

Green Papers are consultation decuments produced by the
GU\"EII!mtﬂ[. ':"'-H.'I'I Wl.'li:" d EEIWFHI'I'IEH'[ {IEI‘.HH]'I:J'L'H:I'.II: 15
considering introducing a new law or other major policy
clm.ngc. it will put tugl:th:r a discussion document called a
Green Paper. The aim of this document is to allow people
both inside and outside Parliament 1o debate the subject
and give feedback on the proposals.

Gross Domestic Product (GDP) deflator

The official movement of pay and prices within the economy
that is used for expressing expenditure in constant (real) terms.
The series of GDP deflators is produced by HM Treasury.

Gross/net

Ciross ﬂ:p{:ndi[uﬂ' is the total expenditure on health services,
part of which is funded from other income sources, such

as charges for services, receipts from land sales and income
generation schemes. Net expenditure (gross minus income) is
the definition of ‘public expenditure’ most commonly used in
this report, since it is the part of the total expenditure funded
by the Exchequer.

Healthcare Resource Groups (HRGs)

Groupings of similar clinical procedures that require
approximately similar levels of resource input. They provide
a way of categorising the treatment of patients in order to

monitor and evaluate the use of resources.

Health Improvement Programmes

An action programme to improve health and healtheare locally
and led by the PCT, Ir will involve NHS trusts and other
primary care professionals, working in partnership with the
local authority and engaging other local interests.

Hospital and community health services (HCHS)
The main elements of HCHS ﬁlmling are the provision

of both hospital and community health services, which are
mainly commissioned by primary care trusts and provided by
NHS rtrusts or NHS foundation trusts. HCHS provision is
diseretionary and also includes funding for those clements of
family health services spending thar are discretionary (GMS
discretionary expenditure). It also covers related activities
such as research and d.cx'clnpmcn:, and educarion and training
purchased centrally from central budgers.

Independent sector treatment centre (ISTC)

Private sector treatment ceneres that offer pre-booked day
and shnr{-sm}' SUTgery, and diﬂ;ﬂm:ic |er.'-=.'dmr.':i.

In-patient

A person admitted on to a hospital ward for trearment.

MRSA

MRSA (sometimes referred to as the superbug) stands for
methicillin-resistant Errfpf{vfm'nrm.r anrens. 1t 15 a bacterium

from the 5. aurens family.

Mear cash

Transactions that have an impact on cash flow in the short
term, £.g. pay and pension costs, revenue expenditure on
goods and services, or cash payments for the release of

provisions,
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National Service Framework (N5SF)

NSFs arc long-term strategies for improving specific areas of
care. They set measurable goals within st timeframes. Each
NSF is developed with the assistance of exvernal stakeholders
in groups that usually contain health professionals, service
users and carers, health service managers, partner agencies and
other advocares, adopring an inclusive process to engage the

full range of views.

NHS foundation trusts

MNHS hc::-'pit:lls that are run as indq}cnrjtm. Puhl'lﬂ benefic
mrpnm.i_::.m, which are both controlled and run |.u-|:a|lj'.

NHS LIFT

NHS LIFT stands for NHS Local Improvement Finance
Trust. A local LIFT will build and refurbish primary care
premises which it will then own. It will rent accommodarion
to GPs on a lease basis (as well as other parties such as

chemists, opticians dentists).

MNHS trusts

NHS rrusts are hospitals, community health services, mental
health services and ambulance services which are managed by
their own boards of directors. NHS trusts are part of the NHS
and provide services based on the requirements of patients as
represented by primary care truses and GPs,

MNon-cash

ltems thar will either never require a cash payment (e.g. the
cost of using capiral assets, depreciation, bad debrs) or other
items classified as non-cash thar may require cash payments
but in the longer term (e.g. provisions).

Non-discretionary

Expenditure that is not subject to a cash limit, mainly
mpph'ing to certain ‘demand-led’ f:tmil}' health services, such as
the general ophthalmic services, dispensing remuneration for
pharmacists and income from prescription charges.

Outpatient

A person rreated in a hospiral but not admitted on ro a ward.

Outturn

The actual year end position in cash terms.
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Overage

Overage (also called ‘clawback’) is a term to describe a sum of
money in addition to the original sale price which a seller of
land may be entitled to receive following complerion if and
when the buyer complies with agreed conditions.

Payment by results

A transparent rules-based system that sets fixed prices (a tariff)
for clinical procedures and activiry in the NHS, enabling all
trusts to be paid the same for equivalent work.

Performance indicator

Measures of achievement in particular areas used to assess
the performance of an organisation.

Personal dental services (PDS)

PDS schemes initially starred as pilots where dentists offered
patients personal dental care equivalent o that provided
within the general dental services (GDS) scheme, bur within a
more flexible framework of local commissioning arrangements
and alternative payment systems to item of service fees. From
April 2006 most former PDS pilots switched to the new GD5
contract terms. PDS agreements are now generally reserved for
the commissioning of specialist care within the communiry,
for example from practices offering orthodontic services only.
Gross expenditure represents the total cost of the service; net
expenditure represents the proportion of total costs met by the
MHS after taking into account the income from dental charges
collected from patients.

Personal medical services (PM5)

A PMS contract is a system of locally agreed contracts between
practices and PCTs for delivering primary medical services
and is seen as a local alternative to GMS. This means that
primary care service provision is responsive to the local needs
of the population. As a result, PMS has been successtul in
reaching deprived and under-doctored areas. Many PMS
pilots focus on the care of vulnerable groups, including the
homeless, ethnic minorities and mentally ill parients. Funding
for PMS contracts is within primary care trusts’ discretionary

allocations.

Personal social services (PSS)

These are care and support services for people who may
require them as a result of old age, mental or other ill health,
substance misuse, physical or learning disability, and children
being in need of care and protection. Examples are residential
care homes for the elderly, home help and home care services,
and social workers who provide help and support for a wide

range of people.



Pharmaceutical services (PhS)

NHS pharmaceurical services cover the supply of drigs,
medicines and appliances prescribed by NHS practitioners.
Gross 'hS expenditure includes toral drugs bill costs (see
‘Dirugs bill') and dispensing costs which are the remuneration
paid o contracrors {cammu:ﬁny pharmacists and appliance
contractors, dispensing doctors and non-dispensing doctors in
respect of personally administered ivems) for dispensing NHS
prescriptions. Net PhS expenditure is the gross expenditure
less income from prescription charges.

Funding for the rotal drugs bill is subject to local resource
limits and forms part of p:rimary care trusts’ (PCTs) hﬂspitﬁl
and community health services discretionary allocations.
However, funding for dispensing costs is currently provided
from the national demand-led or non-discretionary budger,
and is not subject to local resource limies and is not included

ina PCTs discn:tiunar}r allocation.

Primary care

The initial contact for many people when they develop a
health problem is a member of the primary care team. The
term covers family health services provided by family docrors,
dentists, pharmacists, optometrists and ophthalmic medical
practitioners. NHS Direct and NHS walk-in centres are also
primary care services,

Primary care trust (PCT)

Primary care trusts are responsible for identifying the
healthcare needs of their relevant population from wichin their
available resources, and for securing through their contracts
with providers a package of hospital and community healch
services to reflect those needs. PCTs have a responsibility to
ensure satisfacrory collaboration and joint planning with local
authorities and other agencies.

Private finance initiative (PFI)

An initiative aimed at securing private sector money and
management expertise for the provision of services which have
traditionally been undertaken by the public secror. Tt was
introduced as a means by which private funds can be used

to supplement public investment in capital projects such as
hospitals. The aim is to transfer risks of cost overruns, design
faults, servicing and maintaining over the lifetime of the
contract onto the private sector.

Provisions

Provisions are made when an expense is probable but there
is uncertainty abour how much or when payment will be
required, eg estimates for clinical negligence liabilities.
Provisions are included in the accounts to comply with the
accounting principle of prudence. An estimate of the likely
expense is charged to the income and expendirure account
{for the Department, 1o the Operating Cost Statement) as
soon as the issue comes o light, although acrual cash payment
may not be made for many years, or in some cases never.
The expense is matched by a balance sheet provision encry
showing the potential liability of the organisation.

Public Accounts Committee (PAC)

The PAC is a Committee of the House of Commons
thar examines the regularity and propriety of government
expenditure and how it is aceounted For. 1t also cxamines the

economy, efficiency and effectiveness of public expenditure.

Public Service Agreement (PSA)

P5As accompany the Spending Review and ser our output
targers agreed with HM Treasury detailing the exace outcomes
departments have committed to deliver with the money

provided.

Real terms

Cash figures adjusted for the effect of general inflation as

measured by the Gross Domestic Product deflator.

Reference costs

Heference costs are the average cost to the MHS of providing
a defined service in a given financial year. Reference cost
data allow NHS wrusts o compare their costs with the NHS
average and therefore benchmark their relative efficiency.

Revenue

Revenue is expenditure other than capiral, for example
staff salaries and drug budgers, Ir is also known as current

expenditure.

Secondary care

Sp{-r;ia]isﬂl medical services and -;:ﬂmmullphﬂ: hmpital cire,
including ourpatient and in-patient services. Access is often via
referral from primary care services.
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SNOMED

Systematised Momenclarure of Medicine. It is a common
computerised language that will be used by all computers in
the NHS to facilitate communications berween healthcare

professionals in clear and unambiguous terms.

Social Services

These are local authority departments thar provide direct

services in the communiry to clients.

Special health authority

Independent health authorities thar provide a service o the
public and/or the NHS. They generally provide a service to
the whale population of England and not just to a particular
local communiry. Examples include NHS Direct and the
Marional Patient Safery Agency.

Specific grants
These are grants (usually for current expenditure) allocared
by central government to local authoriries for expenditure

on specified services, reflecting ministerial priorities.

Spending Review

HM Treasury-led review of public funding across all
government departments, leading to the publication of Public
Service Agrecments and the hlegﬂ& :Icpar:mcnm will receive
to fulfil those agreements.

Strategic health authority (SHA)

The local headquarters of the NHS, responsible for ensuring
that national priorities are integrated into local plans, and

that primary care trusts are performing well. There are ten in
England, largely coterminous with Government Offices of the
Regions.

Supply Estimate

The term is loosely used for the Main Estimates, a request
by the Department to Parliament for funds required in
the coming financial year. There are also Supplementary
Estimates. Supply Estimates are subdivided into groups
(Classes) which contain provision (usually by a single
(Ecparmwm} cuwrllag services of a hmmli}' similar nature,
A subdivision of a Class is known as a Vote and covers

a narrower range of services. The Department has three
Votes which form Class II. Vote 1 covers the Department
and conmains two requests for resources = the first covering
expenditure on the NHS, the second other departmental
services and programmes. A Suppl}' Estimare does not of
irself authorise expenditure of the sums requested. This comes
through an Appropriation Act passed by Parliament.
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Telecare

The use of information and communications technology
systems o provide diagnosis, advice, treatment and
monitoring to patients remotely. 1t is being used in both
primary and secondary care sertings.

Third sector

N;m-gmrurnm:ma] organisations that are run on a not-
for-profit basis and are not part of the public sector.

They are motivared primarily by a desire to further social,
environmental or culral objectives rather than w make

a profit for their own sake, and any surpluses they make
are reinvested to further these objectives. This includes the
voluntary and community sector as well as co-operatives
and social enterprises, trade unions, not-for-profit trade

ASSOCIAIONS eic,

Trading fund

Trading funds are government departments or accountable
units within government departments set up under the
Government Trading Funds Act 1973, as amended by

the Government Trading Act 1990. The Acts enable the
responsible minister to set up as a trading fund a body which
is performing a statutory monopoly service and whose fees
are fixed by or under statute. A trading fund provides a
financing framework within which ourgoings can be met
without detailed cash flows passing through Vore accounting
arTangements.

TUPE - Transfer of Undertakings (Protection of
Employment) Regulations

This is an important part of UK labour law, protecting
employees whose business is being transferred ro another

employer.

Voluntary and community sector (VCS)

Groups set up for public or communiry benefit such
as registered charities, and non-charitable non-profic
organisations and associations.

Vote
See "Supply Estimare’.

Walk-in centre

Centres staffed by nurses thar offer patients fast and
convenient access 1o rreatment and information without
an :lppnintmtnt.
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