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Questionnaire from the Health Committee to the Department of Health
PUBLIC EXPENDITURE 1998 (EX98/4)
[NB MNew material and questions are indicated by bold type.)
l. INTRODUCTION
Key Issues and Initiatives:

.1 Expenditure

Would the Department list the special monies set aside since May 1997, together with the purposes for which
they are intended and details of how their use for these specific purposes is being audited? Would the Department
provide a commentary detailing the impact these allocations have had? Would the Department indicate how such
allocations, and in particular those earmarked to reduce waiting lists, are justified in the light of efforts to allocate
resources in an equitable manner across England? (p 7)

1.2 Research and Development

What redistribution of R& [ resources between NHS providers, if any, has resulted from the first bidding round
for “R&D support for NHS providers™? (p 10)

1.3 Resource Accounting and Budgeting

Could the Department provide a commentary, incloding its current timetable, on the implementation of
Resource Accounting and Budgeting within the wider Department? What will be the cost of implementation?
What progress has been made in developing agreed performance measures and valuing fixed assets? Could the
Department provide a commentary on the conclusions and recommendations of the report of the House of
Commons Procedure Committee (see Second Report from the Procedure Committee, Session 1997-98,
Resource Accounting and Budgeting, HC 438), and in particular comment on the accounting issues raised in
paras 1417 and the feasibility of the timetable as discossed in paras 18-25. (p 10)

2. NHS anp P55 EXPENDITURE ISSUES

2.1 Overall Expenditure { formerly Al)

Will the Department provide an updated version of table Al.1 of HC 297 [ Trends fn Actual and Planned
Expenditure on the Health and Personal Social Services 1993-94 to 1998-99 by Area of Expenditure], and of
the Department’s commentary which accompanied it? Can the Department provide a brief commentary,
explaining what expenditure is included under each section of the Table? (p 12)

Significant changes between forecast and actual outturn for 1996-97 and between the planned level of
spending and forecast outturn for 1997-98 should be identified, by comparing figures in HC 297 with current
figures. For each programme the planned level of spending in 1996-97 and actual outturn expenditure should
ke shown in tabular form.

Please identify differences between the 1998 Departmental Report and the figures in the new table 2.1.1,
and explain these differences.

Any commentary which the Department wishes to append would be welcome, including information about
efficiency gains and a table showing changes in the HCHS cost-weighted index of activity for the latest 10
vears for which figures are available,

What is the Department’s assessment of ¢ach programme’s performance in 1996-97 against plans for that
year and anticipated performance in 1997-98 against plans for that year and outturn in 1996-977 (p 12)

Can the Department provide a table showing for each health authority: the planned Purchaser Efficiency

Indicator (PEI) for 1997-98 and the latest estimated PEI Outturn for 1997-98. Could the Department provide
a commentary on any progress towards a replacement measure? (p 12)

2.2 Programme Budgers [ formeriy A3)

Can the Department update the information on expenditure on Programme Budgets provided in tables
A3l of HC 297. (p 24)

2.3 Expenditure on Compumity Care { formerly A4)

Can the Department provide a table showing, by service, net expenditure in real terms by central and local
government on community care, broken down by residential and non-residential care (taking into account
relevant service pay and price increases), over the most recent five year period for which such data are
available? Could this data include Social Security and Housing expenditures contributing to Community
Care objectives? (p 32)
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2.4 Care of Mental Health and Learning Disability Patients { formerly C5)

2.4a Would the Department update the information provided in HC 297, tables C5.1 to C5.8, on patients
under the care of a learning disability or mental illness consultant, discharges by length of stay, ages and
destination, and residential and other places available, (p 34)

2.4b Would the Department provide a table showing:
(i) number of people sectioned, by HA;
{ii) number of people sectioned in proportion to HA population;
(iii) number of people sectioned in proportion to number of admissions;
{iv) proportion of people who appeal against being sectioned and the outcomes of the appeals. (p 41)

2.4¢ Could the Department provide a table showing, over the last four years, the numbers of people with
mental health problems and with learning disabilities who have been in special hospitals, prisons and regional
secure units? (p 47)

2.5 Paymenis to voluniary organisations

How much has the Department allocated to voluntary organisations each year for the past five years? (p 47)

3. PuBLic HEALTH

31 “Owur Healthier Nation™ Green Paper

3.1a What are the specific public health targets, how will they be monitored and what are the current baselines?
How does the Department intend to monitor local target setting and achievement? How will it make information
on local targets available to Parliament? (p 49)

3.1b Does the Government intend to estimate the costs to other Departments of implementing the proposals
in Our Healthier Nation? (p 51)

3.1¢ Could the Depariment provide information about former Health of the Nation key areas which have been
set as local targets and give the baseline performance figures for the new Health Action Zones? (p 51)

4. NHS: RESOURCES AND ACTIVITY
Resources:

4.1 HCHS Current Resowrces | formerly A1)

Could the Department provide tables showing Health Authority gross expenditure on HCHS by service sector
and age group Tor the latest vear for which data are available? (p 53)

4.2 Capital Resources (formerly Al)

Could the Department provide a table showing planned capital spending from 1997-98 to 1995997 (p 54)

4.3 FHS Current Resowrces | formerly A1)

Could the Department provide a table showing gross expenditure on Family Health Services (including
spending by GFP fundholders on drugs) in 1996977 What fundholder surpluses have been wsed for capital
development in primary care? Could the Department provide information on the arrangements for the provision
and payment of P premises, including the “notional rent™ scheme? (p 54)

4.4 Inflation (formerly 42)

Can the Department provide a breakdown of the components of the health specific inflation indices for
revenue spending on HCHS and FHE respectively, together with capital spending on HCHS, for 1995-96 and
199697, together with estimates for 1997-987 The tables for the HCHS should show separate inflation

indiges for Review Body stail and non-Review Body stall pay, and whatever other breakdowns of stafl are
available. (p 37)

4.5 HCHS HA Allocations and Distance from Targets { formerly BI and B2)

Can the Department provide a table showing 1998-99 Distance from Targets (DFT) in cash and percentage
terms and the percentage growth increases for each HA? Can the Department include a commentary
explaining the key factors that determined those percentage growth increases shown in the table? (p 58)
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Can the Department provide a table showing for cach health authonty allocations for resident populations
for 1997-98 (cash) and 1998-99 (cash and at 1997-98 prices)? (p 58)

4.6 Developments in HCHS Aflocations | formerly B3)

Can the Department update the Committee on recent developments in the allocation of HCHS resources
and provide the timetable for any planned changes? (p 62)

4.7 Steering Group on HCHS Capital—CPAG { formerly B4)

Can the Department notify the Committee of progress with the current review of the capital allocation system?
(p 62)

4.8 Long-Term Capital Projects and PET ( formerly C4)

4.8a Would the Department provide a table showing all publicly funded capital projects with a total cost
above £10 million which are under construction during 1998-99, Could this also show the original and current
estimated completion dates along with a percentage figure for any additional time overrun/saving. Likewise,
the original total cost and current estimated out-turn cost should be provided along with a percentage cost

performance figure. (p 64)

Would the Department provide a commentary on cases where there are significant discrepancies between
original estimates of completion dates andfor expenditures and current estimates? (p 64)

4.8b Would the Department provide details of PF1 projecis with a capital value of £10 million or over
approved since 1991, including their current status. (p 66)

4.8c Could the Department provide tables showing the planned and actual annual contribution to capital from
PF1, and the forecast level of investment generated by schemes over £10 million plus an aggregate of those below
£10 million, between 199697 and 2000-01? (p 67)

4.8d Could the Department provide a table showing the increases to the capital cost of schemes since the last
expenditure questionnaire and provide a commentary on changes of more than 10 per cent? (p 72)

4.8e Could the Department provide data on the revenue consequences of schemes which have reached financial
close and represent long-term contractual commitment over the next 25 years? Could the Department provide
an update of the Departmental Report table showing the source and applications of HCHS capital, giving the
out-turn position for 1997-987 (p 72)

4.8 Would the Department provide a breakdown of the net present value caleulations upon which decisions
about the private finance option are based? Would the Department indicate the sensitivity of these estimates to
assumptions on factors such as risk, rate of interest, length of contraci? (p 76)

4.8g Where benefits of the PFI option are indicated, for some schemes it appears that like-with-like
comparisons are not being made. How is the “comparable” public sector option arrived at? (p 79)

4. 8h What information does the Department have about the amount of money raised each year by Leagues
of Friends, or similar groups, for capital spend in the NHS? (p T9)

4.9 FHS Expenditure an Prescribing ( formerly D2}

The Committee would like to receive information on total FHS expenditure on prescribing for each year
from 1991-92 to 1997-98, on the average expenditure per capita, on the total number of items prescribed and
average number per capita, and the average cost per prescription. The Committee would also like to receive
this information, for appropriate years, by non-fundholders and fundholders. Any commentary which the
Department would wish to append would be welcome, including an assessment of progress in meeting its
stated target of restraining “the growth in the drugs bill 1o sustainable and affordable limits™? What
information will the Depariment hold on prescribing expenditure data for Primary Care Groups and Trusts?
What level of reserve funds does the Department intend to hold so that where Primary Care Groups and Trusts
go over their prescribing budgets their GPs will be able to continue to prescribe drugs to their patients? (pp 85-86)

4.10 Allocations to National Specialist Services (formerly BS)

What was the total allocation in 1996-97 and 1997-98 to each of the supra regional services and what 15
the planned allocation for 1998-99; and what significant changes have their been in the overall pattern of
expenditure? (p 87)
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4.11 Management Costs

What action is the Department taking to improve the way NHS management costs are measured and what
progress is being made to reduce these costs in line with the commitment n *The New NHS™ White [-"a_per'?
Could the Department provide data relating to trends in management costs, including the current expenditure
on management costs and the baseline figure which is to be used for future comparisons? How will the
proposals in the New NHS White Paper help reduce management costs? Have there been any changes to the
definition of management costs? How does the Department define the difference between management and
treatment? (p 90)

Activity:

.12 Activity Data | formerly CI )

The Committee would like to receive tables showing activity data by region for 1996-97 and 1997-98,
including: total activity, with trends; activity by In, Day-Case and Outpatient; maternity and simple access
data (formerly table C1.5). Can the Department provide figures for the ratio of Finished Consultant Episodes
{FCEs) to hospital spells by Region for the same period? To what extent do a relatively small number of
providers depart from the overall patiern? What value does the Department place on the collection of data
on FCEs? (p 92)

4.13 Average Daily Number of Beds ( formerly C3)

Could the Department provide information on 10 vear trends in bed availability and patient throughout
for each major hospital sector and for each Trust? Could information on bed occupancy (collected for the
first time in 1996-97) and occupancy rates alzso be included? (p 99)

Could the Department provide figures for the number of delayed discharges of patiénts from acute séttings
and a commentary on how these delays are being addressed. (p 99)

4.14 Maternity Hospital Episode System | formerly C2)

How many maternitics were registered in each NHS region in 199697 and how many records in the
Maternity Hospital Episode System had (1) maternity tails and (1) maternity tails contaming data? (p 101)

Could the Department also provide tabulations for 1996-97 in the same format as those provided to the
Committee for 1989-90, which were published on pages 372-378 of HC29-11 and which were subsequently
provided for the years 1990-9] to 1995-967 What action is being taken to improve quality and completeness
of the data? (p 101)

4.15 Waiting Lists and Times | formerly D4)

Could the Department provide information about waiting lists, both distribution by waiting time as well
as mean and median average time, on a district of residence basis and on a provider unit basis? Could the

Department show graphically changes in mean and median waiting times since March 1988 and include a
table of figures? (p 104)

Would the Department provide an update of Tables D4.47 to D4.87 on outpatient waiting times? (p 104)

How many people were removed from waiting lists for day case treatment and for in-patient treatment (a)
because of admission for treatment (b) for reasons other than treatment, and how many people were self-
deferred in each six-month period since September 19887 Has the Department made any assessment of the
extent to which people removed for reasons other than treatment in that hospital had either been admitted,
died, treated in another hospital, or no longer required treatment? (p 104)

Cwlheﬂenmnentmﬁdemmlﬂﬂwﬁmmmmmmemmyndmwﬁﬁw
have moved with waiting lists sizes in the 1990s? (p 104)
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4.16 Performance against Key Patient's Charter Standards ( formerly D3)

The Commitiee would like to receive an updated version of Table D3.1 together with appropriate
commentary. (p 114)

5. PERSOMAL S0CIAL SERVICES

5.1 Provision through PSS §8A4s for vear ahead

Can the Department set out the Standard Spending Assessments (SSAs) for social services in the latest year,
by local authority, and S5A sub-block, both in cash and per capita, and per capita of relevant population? Can
the Department also provide a table comparing the change in the total PSS 5SA between the last two years
for each local authority? Would the Department describe any changes to the SSA formulae introduced in this
year and provide details of any plans the Department has to review PSS S8As further? (p 127)

5.2 Comparison of Budgets with SSAs (formerly A5)

Can the Department provide a table comparing PSS S5As with the corresponding budget for each local
authority for the latest two years for which comparable information is available? Would the Department
illustrate how the total of PSS SSAs and budgeted expenditure in PSS have compared at the national level
over the latest five years? Would the Department provide a commentary on any trends shown by these figures?
(p 127)

5.3 Variations between authoritics in unit costs

Would the Department set out in a table how the unit costs of the main social services for children and
adults have changed over time? Would the Department quantify the degree of varation in these unit costs
between authorities? Would the Department provide a commentary on these figures? (p 131}

5.4 Independent sector provision

Can the department provide a table showing for each authority the latest information on the proportion
of social services for adolts which are purchased from the independent sector rather than being provided
directly? Could the Department supply a commentary on these figures? (p 137)

3.5 Care for children

Could the Department provide a table, by Local Authority, comparing the number of children fostered,
with the number of children placed in community homes. (p 141)

5.6 Fariations in service delivery (formerly C6)

Can the Department provide figures showing how the delivery of non-residential social services has
changed over the last five years and comment on these trends? (p 144)

5.7 PSS demographic pressures (formerly B7/A2)

Can the Department provide details of the specific inflation index calculated for social services, and an
assezsment of the financial effect of demographic pressures on social services. (p 146)

5.8 PSS Programme Budgets { formerly A3.2/43.4)

Can the Department provide a breakdown by client group of gross expenditure for the latest available two
years on the main items of social services activity. Can the Department also update table A3.5 of last year's
response? (p 146)

5.9 Capital spending on social services

5.9a Can the Department provide figures on the acquisition, upgrade and sale of personal social services
assets, for the years 1993-94 to 1997-957 (p 149)

5.9b Can the Department comment on the outcome for personal social services of the Capital Challenge
Pilot Fund scheme? (p 149)

5.9c What are the Department’s criteria for supporting PFI projects in personal social services? (p 149)
5.9d Can the Department comment on the use of PFI to date? (p 149)
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MEMORANDUM

Memorandum by the Department of Health
PUBLIC EXPENDITURE QUESTIONNAIRE 1998

[MN.B. New material and questions are indicated in bold type.
Other question numbers are as last years questionnaire.

1. KEy ISSUES AND INITIATIVES

1.1 Expenditure

Wonld the Department list the special monies set aside since May 1997, together with the purposes for which
they are intended and details of how their use for these specific purposes is being audited? Would the Depariment
provide a conmmentary detailing the impact these allocations have had? Would the Department indicate how such
allocations and in particular those earmarked to reduce waiting lists, are justified in the light of efforis to allocate
resources in an equitable manner across England

I. This response covers the two areas where additional funds have been made available to the NHS
{“winter pressures” and waiting lisis), and use of additional funds for breast cancer services and paediatric
intensive care found from redeploying existing resources.

Breast Cancer Services

Amount and Purpose

2. £10 million has been made available recurrently to be used specifically for breast cancer services.
Resources were made available through Regional Offices on an indicative weighted capitation basis to reflect
the 35—80 female population. Health authorities and trusts were asked to work up proposals focusing on
initiatives which supported rapid access to high quality diagnostic services and the provision of high quality
care by multi-disciplinary site-specialised teams.

Monitoring and Audit

3. Health authorities are monitoring achievement of the projects. Interim reports were submitted in
January 1998 which showed that spending plans were in line with projected expenditure. Health Authorities
will be submitting comprehensive reports 12 months after the funding was received (Autumn 1998) which
will report on the improvements made in the services provided and allow a tangible measure of progress to
be made.

Impacr

4, £10 million was available in the first year to fund a mixture of non-recurrent and recurrent projects with
£10 million available recurrently for subsequent years. This is being used to support over 300 initiatives
around the country to improve the speed of access to diagnosis and high quality treatment of breast cancer.
Specific projects include increasing the number of breast specialists—surgeons, oncologist, pathologists,
radiologists; breast care nurses or clinic managers; establishing or developing “one stop” triple assessment
clinics; providing local chemotherapy services; developing audit procedures; investing in additional
equipment such as mammography sets or ultra sound machines; reducing waiting times by investing in
increased surgical, oncological, radiotherapy sessions; or improving links with primary, palliative and
hospice care to improve referral and discharge arrangements. In particular, funding has been used in many
cases to establish or improve “one stop” services for breast abnormalities. This allows women fo receive a
number of tests on the same day from which a diagnosis can be made. Establishment of this “one stop™ service
will reduce waiting times and will help achievement of the White Paper cancer target for breast cancer
(April 1999).

Paediatric Intensive Care

Amount and Purpose

5. £5 million was made available in 1997-98 and £10 million in 1998-99 to support implementation of the
report of the National Co-ordinating Group for PIC “Paediairic Intensive Care: A Framework for the Future”
and the associated report on nursing standards and qualifications “A Bridge to the Future ", This funding was
allocated to Regional Offices in line with health authority (HA) initial general allocations.
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6. The priorities for funding are to:
build up the capacity and capability of “lead™ PIC centres;
provide for safe 24 hour retrieval services;
increase the number of medical and nursing staff within lead centres trained in specialist PIC skills
{eg ENB 415 for nurses); and stafl in general hospitals skilled in stabilising critically ill children prior
to transfer,

Maonitoring and Arudit

7. Funds were allocated to Health Authorities through the regional co-ordinators of paediatric intensive
care. Applications were scrutinised by the regional coordinator and officials responsible for paediatric
intensive care policy, with Ministers giving their approval of the spending plans. Monitoring the use of the
funding is the job of the regional co-ordinators of PIC who report back on a regular basis on the progress
made. Reports on expenditure in 1997-98 have been received and the bidding process for 1998-99 is under
way.

Tmpace

8. The full implementation of the recommendations of the paediatric intensive care reports will take a
number of years. However, early indications are encouraging. A questionnaire issued earlier this year on
nurse staffing shows welcome increases in qualified stafl and feed back from the regions indicate that they are
making good progress to fully implementing the recommendations of the reports.

“Winter Pressures™ Funding

Amaovni and Purpose

9. An additional £300 million was made available for the NHS in winter 1997-98, of which £269 milhon
was for the NHS in England, The bulk of this (£159 million) was allocated to health authorities, with the
remainder being used for Family Health Services and other measures. Resources were allocated through
Regional Offices in line with shares of 1997-98 Health Authority initial general allocations.

10. The purposes of the additional £159 million were:
(i) toease the pressures on the health and social care system during the winter period, in particular 1o

help hospitals cope with medical emergencies which are already known or likely to oecur during the
winter months, for example by improving staffing levels at times of peak pressure and through
seTvIces opening extra hours;

reduce delays in discharging patients, for example by improving rchabilitation and recuperation
services, funding increased care at home, extra nursing and residential home places and more social
SETVICES SUppOrt;

reduce the need for people 1o be admitted to hospital in the first place by strengthening primary,
community and social services, providing more specialist nursing and therapy for people—
particularly older people—in their own homes, nursing and residential homes, and through
improved community and out of hours services.

(i) as resources allowed, 1o restrain the growth in waiting times and waiting lists.

Maonitoring and Audit

11. NHS Executive Regional Offices are responsible for monitoring performance. Health Authorities were
asked to report on performance against plans, giving details of the schemes funded, by 30 April 1998.
Regional Offices have prepared summary reports for the NHS Executive and information on any particular
lessons learnt will be disseminated.

fmpact

12. The £159 million allocated to Health Authorities in England funded almost 1,500 schemes. Over one
fifth (some £35 million) was transferred to Social Services Departments under Section 28A of the 1977 NHS
Act for those projects where the identified service need was specifically for social care.

13. Examples of innovative schemes include:

Bury Health Care NHS Trust appointed an Anti-Coagulant nurse specialist at a cost of £18,000 for
the management of patients with deep vein thrombosis (DVT). Patients attending A&E with DVT
were examined by the nurse and in many cases were able to be treated as an out-patient and
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maintained in the community rather than admitted to hospital. It is estimated that the scheme saved
some 140 in-patient bed days.

In Doncaster ten beds were assigned in order to speed up the discharge process for patients who
were approaching the end of an acute episode. Seven additional nurses and two Senior House
Officers were assigned to the project. T0 patients were assessed during the praject period and all were
dizcharged to their own homes.

In Sandwell the additional funds enabled a fifth intensive care bed to be opened and at times of
pressure the unit was able to open a sixth bed. In previous years Sandwell had transferred out more
paticnts than it took in from other hospitals. This year however the trend was reversed,

Waiting Lists
Amount and Purpose

14. The March 1998 Budget made an extra £417 million available to the NHS in England in 1998-99 for
measures to reduce waiting lists (£500 million for the UK). £320 million will be spent directly on cutting
waiting lists. £288 million was allocated to health authorities at the end of April 1998 in line with their 1998-99
initial general allocations. £32 million will be allocated later in the year to promote innovation, to reward
good performance and to tackle poor performance.

15. £65 million will be used to support “whole systems™ action to achieve sustained reductions in waiting
lists through building on the swecess of new ways of working pioneered during the winter and through
targeted investmentl in primary, community, mental health and social serviees. The money has been
apportioned between the eight regional offices in line with their HAs' 1998-99 initial general allocations.
Regional offices will be responsible for allocating amounts between their health authorities against agreed,
costed action plans.

Monitoring and Awdii

16. Each health authonty is being sel a challenging, individual waiting list and activity target to meet by
31 March 1999 with its allocation of the £320 million. Progress against these targets will be monitored
vigorously by regional waiting list task forces and the national Waiting List Action Team. For the £65 million,
health authorities will be accountable for the implementation of local action plans and Regional Offices of the
NHS Executive, working with Social Care Regions, will performance manage their delivery. Interim progress
reports are to be submitted by 30 September 1998 with outturn reports on performance against plans,
including an evaluation of their costs and benefits and their impact on inpatient waiting lists, due by 30
April 1999,

17, It is too soon to comment on the impact of these additional resources.

18, Details concerming the use of the remainming £32 mullion for England have still to be finahsed although
£10 million for colorectal cancer has been announced. No firm plans have vet been made on how the
additional £10 million will be used. Howewver, it could be used in a similar way to the extra £10 million for
breast cancer services in 199798 and focused on initiatives which support rapid access to high quality
diagnostic services and the provision of high quality care. In this way, the money will contribute to reducing
cancer wailting times. The resources could be made available through regional offices in the same way as the
additional £10 million for breast cancer, with similar robust monitoring systems put in place to monitor
achicvement of spending plans. The remaining resources will be used to support action to tackle waiting lists
by modernising the NHS, for example through extending the piloting of NHS direct, the 24-hour nurse-led
telephone advice line. Further details are 1o be announced later in the year.

Assessment of Allocation

19. The Government uses a range of mechanisms 1o ensure that NHS funding is distributed Fairly. For the
bulk of HCHS recurrent funding the principle is to move towards equity based on the health care needs of
populations as measured by weighted capitation formulas. These formulas are used to set weighted capitation
targets and the speed at which HAs are moved closer 1o target is the subject of annual decisions about the
deployment of growth monies. In distributing growth monies a proportion goes to all HAs to recognise
universal pressures.

20. For tackling specific problems using non-recurrent funding, fairness is best achieved through using an
effectiveness criterion, that is, by targelting resources to where they will do most good. In the case of waiting
list funding the universal nature of the pressure was recognised—waiting lists are by some distance patients’
greatest concern and all parts of the NHS need to play their part in meeting the public’s legitimate
expectations by reducing waiting lists and achieving the reduction in waiting times that will result from
shorter lists—so the general allocations of all HAs were topped up accordingly. A Turther tranche of waiting
list funding was distributéd to ROs in line with their HAs" initial general allocations, thus achieving a broad
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geographical equity. Effectiveness will be pursued by ROs who will use their local knowledge to target this
funding to meet specific local pressures.

1.2 Redisiribution of R & I} Resources

What redistribution of R&D resources between NHS providers, i any, has resulted from the first bidding round
Jor “R&D support for NHS providers".

1. For the first time in 1998-99, R&D support funding for NHS providers is distributed through a new
competitive process which secks to improve the use made of R&D resources in supporting research of good
quality and providing value for money for the NHS and benefit to patients. The process was based on ten
published assessment criteria in accordance with the Strategic Framework for the use of the NHS R&D Levy.
The redistributions achieved in the first round provide a balance between avoiding destabilisation of some
trusts, and change especially to support developing R&D by primary care providers who for the first time
this year have access to R&D support funding. The overall effect of redistributing R&D resources is to better
target funding on providers who have demonstrated the potential to make the best use of it. Funding is subject
to written agreements which put obligations on providers to ensure good use of public funds, and which
include arrangements for monitoring and review of performance by the WHS Executive. The new system for
funding R&D is being evaluated.

2. The first bidding round for funds from the budget which provides R&D support funding for NHS
providers has resulted in a significant redistribution of resources. The objective of ensuring that R&D support
funding goes to those providers who are able to make best uses of it means that some providers are getting
more this year, or are receiving funding for the first time, with those who cannot getting less, In particular,
55 trusts and primary care providers who previously received no funding have been allocated £2 641k this
vear, and 38 trusts who received £667k last yvear and who bid for funds have received nothing—although they
may be entitled to lunding te cover the service support costs of externally funded non-commercial R&D
which they nevertheless host. Other providers saw changes in their allocations both as a result of
redistributions to secure best value from R&D resources, and as a consequence of a reduction in the size of
the budget.

1.3 Resource Accounting and Budgeting

Could the Department provide a commentary, including its curreni timetable, on the implementation of Resource
Accounting and Budgeting within the wider Depariment? Whar will be the cost of implementation? What progress
has been made in developing agreed performance measures and valuing fixed assets? Could the Depariment
provide a commentary on the conclusions and recommendations of the report of the House of Commons
Procedure Commiltee (see Second Report from the Procedure Committee, Session ]997-98 Resource
Avcounting and Budgeting, HC 438 ), and in particular conument on the accounting issues raised in paras 14-17
and the feasibility of the timetable as discussed in paras 28-35,

Resource Accounting

I. Implementation of Resource Accounting in the Department is progressing to plan. In March 1998, after
taking evidence from the Department and the National Audit Office, the Treasury concluded that progress
was generally satisfactory—though the timetable to deliver the considerable amount of work which remained
was tight. The Department is preparing Resource Accounts for the current year (1998-99), but on a trial basis
only. These accounts will be subject to a dry run audit by the National Audit Office and will be made available
to the Health Committee for scrutiny. The Department expects the first year of live running to be 1999-2000.

2. Bringing together figures from over one hundred constituent bodies (eg Health Authorities and
Executive Agencies) remains the most substantial challenge in delivering resource accounting, but the
Department is working to develop the appropriate procedures and policies.

Resource Budgeting

3. On Resource Budgeting, the Department’s implementation timetable is dependent on progress more
widely on developing new procedures and guidance for the planning and control of Government expenditure.
Subject to these procedures receiving full Parliamentary approval, the Department’s first resource based
Estimate will be presented to Parliament for 2001-02 and, from that year, resource accounts will replace cash
Appropriation Accounts.

4. The new procedures are expected to be developed across Government through a programme of pilots
and trials. The first pilot took place in 1997-98. There will be a more extensive in-year live test during 1998-99,
building on the information available from departmental resource accounting systems, and probably further
exercises in subsequent years. DH will be playing its part in these activities to help ensure that, where
necessary, the new budgeting regime takes account of any particular features of the Department’s business.
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The trials will also provide an opporiunity for the Department to become familiar with the new arrangements
before they go live.

5. The Department expects to be able to present the Health Committee with dry run Estimates on a
resource basis belore the first live year of Resouree Accounting and Budgeting (RAR) in 2001-02,

Project Costs

6. Because of the uncertainty about resource budgeting at the time, the Department’s original project only
dealt with resource accounting. Between 1995 and 1997, as planned, around £876,000 was spent on the
project. The work to be done is now better defined and the project scope has been revised to include resource
budgeting. The timetable has also been extended to 2002 (when full RAB is expected to be live). The full
project includes firm costs of around £3 million (including money already spent) and outline costs (mainly in
the NHS) of around £5 million. The outline cosis are incomplete and will be firmed up as the requiremenis
become clearer,

Performance measures

7. The Department is also required to demonstrate whether it is using its resources effectively to achieve
its ohjectives. Progress against a series of performance measures and targets will be presented in the OPA
(Output and Performance Analysis), a companion volume to the resource accounts. The first published OPA
will be for the vear 19992000,

Valuation of Assets

9. As a guide, some £2.7 billion of fixed assets are expected to fall within the Department’s resource
accounting boundary. Of these, around 95 per cent have already been valued. Around £1.5 billion of the assets
are held by Health Authorities and Executive Agencies who already include the values in their published
accounts. On the assets of the Department itself, all NHS assets held by Regional Offices (around £1 billion)
have been valued, as have around 80 per cent of the remaining administrative assets (mainly the estate). Work
is in hand to value the Department’s office information system, which will very largely complete the picture.

Report on RAB from the House of Commons Procedure Committee

Accounting [ssues

10. Inits report on RAB, the Procedure Committee identified three specific outstanding accounting issues
which, unless satisfactorily resolved, could introduce unnecessary uncertainty into the figures presented for
Parliamentary approval. These issues were: whether 1o adopt commercial accounting practice in respect of
prior period adjustments; the treatment of contingent liabilities; and a proposal from the Government on
accounting for the effect of general price inflation.

11. In general, the process of piloting and live testing of resource budgeting referred to in Paragraph 4
above is expected 1o inform the design of budgeting and control procedures so that uncertainty in each of
these areas 1s minimised. More specifically, departments’ treatment of contingent hiabilities will have to ben
line with generally accepted accounting practice (as reflected in the Resource Accounting Manual, which
details how departments should prepare their resource accounts) and draft resource accounts will provide an
indication of the likely scale of the issue. The Government will be keeping the operation of contingent
liabilities under review in its programme of live testing, and if a particular budgeting problem emerges in this
area, it will be addressed. The Government is also examining how prior period adjustments might impact on
expenditure control under RAB, and how they might be accommodated within the Supply process.

12. On accounting for the effects of general price inflation. the Government believes that its proposal is
correct in principle, since it would reflect more accurately the cost of holding assets and so provide an
improved framework for resource allocation. As part of the piloting work on resource budgeting, the
Treasury will be examining how the change should be introduced. Through the NHS, the Department has
considerable experience of accounting for changing prices and will seek to contribute this to the work being
done by the Treasury.

Tinnetable

13, The timetable for implementing RAB, though tight, is achievable for the Department. The project
costs referred to above are based on an assumption that the new procedures for resource budgeting are
finalised well before the first live vear of RAB.

14. The Procedure Committee accepted the Government’s proposals for monitoring the implementation
of resource accounting and budgeting on the condition that Parliament is fully involved in assessing progress
towards implementation. Three trigger poinis have been defined to provide Parliament with reassurance
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£ million
1993-94 1990495 [905-9% [996-97 JO97-9F J998-99
ouffurn  ouffurn  ouffurn  outfurn  forecast

ouirn plan
Local Authority Personal Social
Services
Total
A. Net spending 5,771 6,778 7,478 8,093 8,521
B. Charges and receipts 692 933 1,121 1,365 1,531
C. Total spending 6,469 7.710 8,509 9458 10,052
D. Change over previous year in cash 14.6 19.2 1.5 in.n0 6.3
{ per cent }
E. Change over previous year in real terms 1.3 17.4 8.5 6.9 3.5
{ per cent)
Local Authority, Health and Personal
Social Services
Total ([4)
A. Net spending 34,752 37379 39465 41,146 43,235
B. Charges and receipts 2,145 2338 TU26397 30807 320
C. Total spending 36,898 39,716 42,104 44196 46,528
D. Change over previous year in cash i3 7.6 .0 30 N |
{ per cent )
E. Change over previous year in real terms 23 .0 32 20 2.5
{per cent )
Change in GDP deflator (per cent) 291 1.51 277 293 2.70 290
{17 March 1998 assumption)
Footnotes:

1. Cash figures have been rounded to the nearest £ million and therefore totals may not sum.

2. Percentages are rounded to one decimal place.

3. Real terms growth figures differ from those given last year because of subsequent changes in GDP
deflators. Where not otherwise specified, percentage change figures are calculated on gross expenditure
figures and therefore differ from the Departmental Report, where increases are calculated on net expenditure,

4. HCHS figures differ from those used for allocations to health authorites, which include monies for
minor capital items between £1,000 and £5,000 within HCHS current for accounting purposes.

5. HCHS and NHS current exclude funding for that element of trusts’ capital expenditure which they fund
from charges to healthcare purchasers (£696 million in 1993-94, £975 million in 1994-95, £1,053 million in
1995-96, £1,106 million in 1996-97, an estimated £943 million in 1997-98 and a provisional £966 million in
1998-99). This funding is included within HCHS capital.

6. Includes trust charges and receipts (for current, £165 million in 1993-94, £300 million in 1994-95, £331
million in 1995-96, £388 million in 1996-97 and an estimated £388 million in 1997-98; for capital, £37 million
in 1993-94, £51 million in 1994-95, £72 million in 1995-%6, £116 million in 199697 and an estimated £206
million in 1997-98). Figures for charges and receipts in 1998-99 are provisional estimates.

7. HCHS capital includes NHS trust capital expenditure, ie that funded from charges to health care
purchasers (see footnote 5) and that financed from their EFLs (£303 million in 1993-94, £590 million in
1994-95, £401 million in 1995-96, £83 million in 1996-97, an estimated £83 million in 1997-98 and
provisional figures in 1998-99). Capital investment under the Private Finance Initiative is not included in this
table, which details central government’s own expenditure only.

8. FHS non cash limited expenditure includes expenditure, met from cash limited funds, on drugs
prescribed by GP fundholders of £628 million in 1993-94, £1009 million in 1994-95, £1,296 million in

iﬁ;g@‘;ﬁg-g 1,794 million in 1996-97, an estimated £2,204 million in 1997-98 and a provisional £2,895 million
1n £
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9. The cost of collecting the NHS element of NI contributions is shown as non—voied expenditure in
Annex B of the Departmental Report (Cm 3912),

10. The MCA became a trading fund on 1 April 1993, It previously operated under net Running Costs
control. Prior to 1993-94 MCA figures are included in DH admin. The MCA is funded from fees from the
pharmaceutical industry.

11. There are no centrally generated “plan”™ figures for local authority expenditure, including that on
personal social services. However, the Government provides a view of what it considers 1o be an appropriate
level of expenditure in PSS standard spending (current expenditure) and Annual Capital Guidelines,
supplementary credit approval and direct capital grants (capital expenditure). For 1995-99 these are as
follows:

£ milfion
PSS standard spending 8.292.90
Annual capital guidelines 45.0
Supplementary credil approvals 14.7
Direct capital grants 8.2

Local authorities may additionally finance capital from receipts and transfers from revenue.

12. The Department has not been able to update the index on PSS inflation at this stage. (See question 5.6).
It has therefore not been possible to produce figures on the changes in input unit costs.

13. Included within the LA PSS Capital expenditure figures is the capital value of leased assets of £14
million for 1993-94, £15 million for 1994-95, £16 million for 1995-96, £15 million for 1996-97 {provisional)
and £15 million for 1997-98 (provisional).

14. Local Authority, Health and Personal Social Services Tolal excludes Central Government (Specific
and Special) Grants to Local Authorities and Credit Approvals (LA Capital) to avoid double counting. The
total does still include an element of double counting (unguantifiable) with regard to joint working between
hospitals and local authorities.

3. Table 2.1.2 gives a brief explanation of the main areas of expenditure in table 2.1.1.

Table 2.1.2

EXPLANATION OF MAIN AREAS OF EXPENDITURE IN TABLE 2.1.1

Area af Expenditure Description

NHS Hospitals, The mamn ¢lements of these are the provision of hospital services, and certain

community health, community health services, such as district nurses, which are not provided by the

family health (cash family health services (FHS). These are services purchased by health authorities

limited) and related and provided in the main by NHS wrusts. HCHS provision is cash-limited and

services (HOHS) also includes funding for some FHS spending (general medical services (GMS)
cash-limited expenditure). It also covers related activities such as R&D and
education and training purchased centrally from central budgets.

Capital Capital expenditure is that used on the acquisition of land and premises,

individual works for the provision, adaption, renewal, replacement or demolition
of buildings, items or groups of equipment and vehicles etc. where the
expenditure exceeds £35,000,

MNHS Family Health

Services provided in the community through doclors in general practice, dentists,

Services (FHS) (non- pharmacists and other dispensing contractors, optometrists and ophthalmac

cash limited) medical practitioners, all of whom are independent contractors. Their contracts
are set centrally by the Department following consultation with representatives
of the relevant professions, and administered locally by health authorities.
Funding of the FHS is largely demand-led and not subject to in-year cash limits
at health authority level, though FHS expenditure has to be managed within the
overall national cash limits.

Departmental The administrative costs of running the Department of Health, including the

Adminisiration NHS Execcutive.

MCA Trading Fund The Medicines Control Agency (MCA) is a DH executive agency. It safeguards

public health by ensuring that all medicines on the UK markel meet appropriate
standards of safety, quality and efficacy. This is achieved through a system of
licensing and inspection. '
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Area of Expenditure Deseription

Central health and These are a wide range of activities funded from the Department of Health’s
miscellaneous services  spending programmes whose only commeon feature 15 that they receive funding
(CHMS) direct from the Department and not via health authorities. Some of the services

are managed directly by Departmental staff, others are run by non-departmental
public bodies, or other separate executive organisations.

Other NHS Capital Includes the capital elements of departmental administration and CHMS.

MHS Total The sum of HCHS current and capital expenditure, FHS, Departmental
administration, MCA Trading Fund, CHMS and other NHS capital.

Personal Social Personal care services for vulnerable people, including those with special needs

Services because of old age or physical or mental disability, and children in need of care

and protection. Examples are residential care homes for the elderly, home help
and home care services, and social workers who provide help and support for a
wide range of people.

Central Government  Cash grants targeted at services which require a higher priority, where pump-
(specific and special) priming is appropriate or where the service 15 needed in only some authorities.
grants to local

authorities

Credit Approvals (LA Central government permission for individual local authorities to borrow or raise
capital) other forms of credit for capital purposes,

Health and Personal  The sum of WHS total, central Government personal social services, central
Social Services Total ~ Government (specific and special) grants to local authorities, credit approvals
(LA capital), and civil defence.

Local Authority, The sum of Health and Personal Social Services Total and Local Authority
Health and Personal Personal Social Services Total,
Social Services Total

CHANGES BETWEEN PLANNED AND OUTTURN EXPENDITURE

4. Table 2.1.3 details significant changes between forecast outturn in 1996-97 and planned expenditure in
1997-98 from HC 297 with the outturn position in 1996-97 and forecast outturn position in 1997-98 in
Table 2.1.1.

Table 2.1.3

COMPARISON OF NET EXPENDITURE PLANS FOR 1996-97 AND 1997-98 WITH THOSE ON
PAGES 9-13 OF LAST YEAR'S HEALTH COMMITTEE WRITTEN EVIDENCE (HC 297)

£ million
199697 199708
HC 297 Table 2.1.1
Forecast Table 2.1.1 HC 297 Forecast
Outturn  difference Outerern Plan  difference Chateurn
HCHS current 22,313 o 23412 24,368 474 24 842
HCHS capital 1,520 =202 1,318 1.315 =229 1.086
FHS current 7,501 — 26 7.475 7.873 a5 7,068
Dept admin current 278 = 277 268 bt 1] 258
CHMS current 523 ] 517 219 - 13 506
Other health capital 19 4 23 16 5 21
PSS } 3l =1 30 iz i 32
Spﬁ:llﬁl: grants G644 =8 638 466 (%1 534
Credit approvals 105 0 105 68 ! 69
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Cost Weighted Activity Index

10. The index (Table 2.1.5) provides a broad measure of the overall growth in HCHS activity, in which
the contribution of the individual components are weighted by their costs. Following changes in accounting
practice within the NHS it has been difficult to guage the increase in expenditure in both volume and real
terms. However, estimaies have been made using broadly comparable data and are shown in Table 2.1.5 and
its associated graph (Figure 2.1.1), Over the 10 years since 1986-87 overall activity level increased by around
31 per cent. Over the same penod, the volume of inputs—that is expenditure after allowing for increases in
HCHS pay and other input unit prices—increased by around 17 per cent, suggesting an increase in efficiency
of around 12 per cenl.

11. Improvements in HCHS efficiency are dependent on several factors, An important driver is medical
advance supporting new patterns of care delivery. For example, the introduction of minimally invasive
therames has reduced hospital stays for many tréatments and thereby improved efficiency. The relocation of
much long stay care to community settings has also had a similar effect. Each has contributed to significant
gains in labour and capital productivity. On the other hand, we can be reasonably sure that the ageing of the
population works againsl improvements in efficiency. Elderly people tend to require more expensive care, and
their increasing numbers have placed upward pressure on average unit costs. Additionally efficiency measures
which have been adopled in the past—such as the movement towards delivery of care in a Day Case or
Qutpatients setting and the closure of long stay psychiatric hospitals—have begun to reach the limits of their
potential,

12. Trends in efficiency are the inverse of trends in unit costs. The efficiency gains recorded are therefore
consistent with umit costs which have fallen compared to HCHS speaific inflation, Inflation, over the past
year, within the HCHS has been equal to inflation in the economy as a whole.

13. The Cost Weighted Activity Index growth for 1995-96 differs from that presented to the Committee
last year. Analysis has revealed errors in activity data reported by some NHS trusts (see Question 4.12
paragraph 2). The CWAI figures for 1995-96 and 1996-97 are estimates, removing the effects of the errors,
Work continues to collate fully corrected figures. Revised time series of activity data will be published in late
Summer, and the CWAI can be revised at that time.

Table 2.1.5
HCHS COST WEIGHTED ACTIVITY INDEX

HCHS Cost Weighted Expenditure Adjusted for Expenditure in real terms
Activicy Index changes in inpur unit costs
Triclex %4 [Merease over Tndex %% INCrease aver Index %4 increase over
1986-87 =100  previous year 1986-87 =1} previous year  [986-87 = 1N} previous year

1986-87 100.0 100.0 100.0
198 7-88 101.6 1.6 100.8 0.8 103.8 18
1988-89 102.5 0.9 101.5 0.7 108.4 4.4
195950 104.8 22 103.3 1.7 109.6 11
1990-91] 106.1 1.3 104.2 0.9 111.3 1.6
1991-92 111.6 5.2 106.9 2.6 118.2 .2
1992-93 115.2 il 110.3 3.1 125.0 58
199394 119.7 4.0 1120 1.6 127.6 2.1
1994-95 124.7 4.2 113.6 1.4 130.4 2.2
1995-9G 128.7 32 115.6 1.8 124.3 3.0
1996-97 1309 137 117.3 1.5 136.1 1.3

Footmales:
1. 1996-97 figures are estimates.

2 Following changes reported to hospital activity data For 1995 the percentage increase for HOHS Cost Weighted Activity Index
was revised from X8 per cent 1o 3.2 per cent, This is Murther explained in paragraph 11 of the commentary
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Figure 2.1.1

HCHS Cost Weighted Activity Index
(Index 1986-B7 = 100)
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PurcHaser EFFICTENCY [NDEX

14, The PEI is a measure of the year on year change in a purchaser’s efficiency. The index is calculated as
the percentage change over time of a cost weighted sum of activity divided by the percentage change over time
of deflated expenditure, using unaudited fast track data. The index atlempts to cover some parts of technical
efficiency. The index uses FCEs and community contacts as the measure of efficiency. Thus, it does not take
account of casemix, appropriateness, effectiveness or quality of treatments, but taking the activity profile as
given calculates the change in efficiency with which this is purchased. The index does not include primary care.

15. The Government's view is that priorities and performance in the NHS have been distorted by an
obsession with measuring changes in the Purchaser Efficiency Index without the same regard for
improvements in other areas. Its manifesto claimed that “the Tories ‘so-called Efficiency Index’ counts the
number of patient ‘episodes’, not the quality or success of treatment™ and that under this Government, “the
measure will be guality of outcome, itsell an incentive for effectiveness”. The Government is therefore
committed to replacing the PEI with a new, broader-based framework for assessing the NHS's performance
in meeting the wider goals of improving health and health services. The new approach will concentrate on
measuring what really counts for patients, by ensuring that the pursuit of quality and efficiency go together.
But there will be not let up in our efforts to tackle inefficiency through demanding targets on unit costs and
productivity. NHS Trusts will be required to publish their costs on a consistent basis to help drive out
unacceptable variations through benchmarking.

16. The latest PEI figures for each health authority are shown in Table 2.1.6. In aggregate, these show that
the service made a 1.7 per cent efficiency gain in 1997-98.

17. It is not possible to compare one health authority’s PEI with another HA's PEI, but it is possible to
track performance of a particular HA over time.
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8. Attendance Allowance and Disability Living Allowance figures have been derived from the outturn
figures for Great Britain in Table 1A of the Social Security Department Report 1997-98 to 1999-2000 by
using point-in-time payload figures for England and Great Britain in conjunction with the weekly rates of
benefits.

9. Mobility Allowance figures have been provided for 1992-93 as Disability Living Allowance did not exist
in 1992-93,

10. Estimate produced by apportioning out-turn figures for Great Britain by the number of beneficiaries
at the end of the year,

Part F

11. The majority of new social housing (including for elderly or disabled people) is now built by Housing
associations rather than Local Authorities.

12. LA are concentrating their funds on renovating existing buildings.

13. Collection of data on for Grants for Disabled Persons under the Housing Act 1985 ceased after the
March quarter 1996.

14. Collection of this data has now ceased.

2.4 Care of Mental Health and Learning Disability Patienis

2.4a Would the Depariment update the information provided in HC 297, rables C5.1 1o C5.8, on patients
under the care of a learning disability or mental illness consultant, discharges by length of stay, ages and
destination, and residential and ather places available.

INTRODUCTION

1. Tables 2.4.1 10 2.4.3 present information on in-patients under the care of a mental handicap specialist
and table 2.4.4 presents information on beds available in WHS and private nursing facilities and places i
residential care for people with learning disabilities. Tables 2.4.5 to 2.4.8 have similar information for patients
in the care of a mental illness specialty. Tables 2.4.1 to 2.4.3 and 2.4.5 to 2.4.7 are derived from the Hospital
Episode Statistics (HES) system. HES data for 1996-97 are still not complete (the introduction to question
4.12 gives further explanation to this) and there are data quality issues with the data that are available. The
figures in tables 2.4.2, 2.4.3, 2.4.6 and 2.4.7 are estimates based on partial data from five regions. It has not
been possible to produce estimates in order to update tables 2.4.1 and 2.4.5 to 1996-97. In order to give a
rounded picture of services provided to patients under the care of a learning disability or mental illness
consultant, data relating to March 1996 (as published in HC 297) have been re-presented.

CaRE OF PATIENTS UMDER A MENTAL HANDICAR/LEARNING DISABILITY CONSULTANT

2. The estimated number of in-patients under the care of the mental handicap specialty at the end of each
year fell from more than 34,000 in 1986 to an estimated 10,500 in 1996 (Table 2.4.1). This is mainly due to the
fall in the number of very long stay patients, from 27,400 to 6,000, over the period resulting from the closure of
long stay units and resettlement of patients. There has however been a substantial increase in the number of
short stay episodes. Provisional estimates show that 76 per cent of patients discharged in 1996-97 had been
in hospital for less than a week compared with 58 per cent of those discharged in 1986 (Table 2.4.2); this
probably reflects an increase in spells of respite care. Table 2.4.3 shows that most patients under 65 discharged
after a length of stay of less than a year return to their usual place of residence (98 per cent in 1996-97); the
estimate for those aged 65 and over is 73 per cent with a further 18 per cent transferring to other NHS Trusts.
Of those under 65 and over is 73 per cent with a further 18 per cent transferring to other NHS Trusts. Of those
under 65 discharged after a stay of a year or more (an estimated 1,100 in 1996-97), about a third returned to
their usual place of residence, about a third to another NHS trust and about a quarter to local authority
homes or other non-NHS institutions. Only an estimated 300 patients aged 65 or over were discharged after
a stay of a year or more in 1996-97; the estimates of destination on discharge are based on small numbers
and are unlikely to be reliable.

3. Table 2.4.4 shows that the average daily number of beds on wards for patients with learning disabilities
in NHS facilities has fallen from 39,500 in 1986 to 13,000 in 1996-97. The decrease is mainly due to the closure
of long stay beds. Beds in private nursing homes and in staffed residential care for adults (excluding small
homes) have almost doubled in the ten year period; at December 1986 there were 22,300 places compared

with 433?0 in March 1997. Residential places for children have declined from about 3,000 in December 1986
to 1,500 in March 1997,
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CARE OF PATIENTS UNDER A MENTAL [LLNESS CONSULTANT

4. There has been a decrease in the number of in-patients under the care of mental illness specialisis at the
end of the year from 60,000 in 1986 to less than 35,000 at 31 March 1996 again due mainly to large falls in
the number of long stay patients (Table 2.4.5). There has nevertheless been an increase in the number of short
stay episodes of in-patient care; there were 116,000 discharges in 1986 with a stay of under one month
compared to an estimated 142,000 in 1996-97 (Table 2.4.6). Most patients discharged after a length of stay
of less than a year return to their usual place of residence (an estimated 87 per cent of those aged under 65
and 74 per cent of those aged 65 and over in 1996-97); about 9 per cent of those aged 65 and over went lo
other NHS Trusts and 7 per cent to local authority homes or other non-NHS institutions (Table 2.4.7).
Patients discharged after being in hospital for a vear or more (estimated 1o be 2,600 in 1996-97) are less likely
to return to their usual place of residence. Of patients under 65, 46 per cent returned home, 27 per cent went
to another NHS provider and 10 per cent went to local authority homes or other non-NHS institutions. OF
those aged 65 and over, a third returned to their usual residence, 40 per cent went to another NHS Trust and
18 per cent went to a local authority home or other non-NHS institution.

5. There has been a fall in the average daily number of beds for mentally ill patients in NHS facilities from
72,400 in 1986 1o 38,800 in 1996-97 (Table 2.4.8), mainly attributable to the fall in long stay facilities. Over
the same period the number of beds in private nursing homes and hospitals increased from 3,200 to 28,500;
most of this increase was in places for elderly or mentally ill patients. Between December 1986 and March
1996, the number of places in staffed residential care (excluding small homes) for adults doubled from 12,000
to 24,000; between March 1996 and March 1997 an additional 10,200 places were recorded bringing the total
number of staffed residential places to 34,250, This was due to a large increase in the number of available
places recorded in private residential care homes (from 13,800 in March 1996 to 22,100 in March 1997); this
was mamly due to two local authonties reclassifying a number of their homes previously wdentified as
primarily catering for the elderly client group to homes catering primarily for the elderly mentally ill client
group. The number of places in the affected homes in 199697 was just over 8,000. In addition a change in
the method of data collection in 1996-97 may also have had an effect on these figures.

Table 2.4.1

PATIENTS UNDER THE CARE OF A MENTAL HANDICAP CONSULTANT AT 31 MARCH BY
DURATION OF STAY: 1986, 1992 TO 1996: ENGLAND

{ Estimated numbers and rates per 100,000 population)

Duration of stay 1986 1992 1943 1944 1995 19896
MNumber of patients'"

ALL DURATIONS 34,200 19,600 16,000 13,200 11,400 10,500
Under 1 year 2,700 2,800 2,500 2,400 2,200 2.000
| to 2 years 1,300 1,100 1,700 1,600 1,200 1.100
2 o 3 years 1,100 200 1.000 1,200 1,000 &00
3 o 5 years 1,700 1,300 1.400 1,300 1,000 200
5 years and over 27,400 13,600 400 7,400 6,100 &, 000
Rates per 100,000 population

ALL DURATIONS 72 4l i3 29 23 21
Under 1 year (4 & 5 5 5 4
| to 2 years i 2 4 3 2 2
2 to 3 years ' 2 2 2 2 2 1
3 to 5 years 4 k] 3 3 2 2
5 years and over 58 28 19 15 13 12
Footnotes:

(1) Figures for 1992 to 1996 have been estimated from the number of unfinished consultant episodes at 31 March. They are
estimates hased on daia obiained directly from R HAs and are not directly comparable with figures for earlier years. Diata for 1986
were estimated from a base year of 1971 and updaied annually.

{2} This table replicates Table C5.1 in HC29T as data relating 1o March 1997 are not available.
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Places in small registered residential - — 1,130 1,610 1,910 2,690
homes { < 4 places)'™
Voluntary - — 170 190 220 --
Private — e 260 1,420 1,700 -
Places in local authority unstafled 1,960 1,840 1,700 1,680 1,660 1,840
{group) homes' "'
Foatmares:

{1} Discontinuity in data due to reclassification of some Elderly homes as homes for Elderly Menially 11l patients.

(2} WNHS residential facilities were reconded for the first ime in 1 996-97, Some of these beds may previously have been reconded
under other headings.

(3) Data relate 1o 31 March except 1986 which refers to 31 December,

{4) Excludes nursing care places in dual registered homies.,

(3} Breakdown into Yoluntary and Private sectors no longer available.

2.4b Would the Depariment provide a table showing:
(1) number of people sectioned, by HA;
(ii) number of people sectioned in proportion to HA population;
{iti) number of people sectioned in proportion to number of admissions;
(iv) proportion of people who appeal against being sectioned and the outcome of the appeals.

MNUMBER OF PEOPLE SECTIONED

1. Itis not possible to produce legitimate figures on the numbers of people sectioned by HA. Data on uses
of the Mental Health Act 1983 are collected from NHS trusts providing care for patients who are “sectioned™.
The data are provided on the aggregate return for each trust and cannot be disaggregated by site or unit. The
catchment area of trusts with headguarters within a particular Health Authority (HA) does not necessarily
cquate to the HA boundanes; trusts with geographically dispersed sites, those serving metropolitan areas or
those providing secure facilities may serve a different or wider population than the HA within which they have
their headguarters. To aggregate the trust data to HA level would not provide meaningful data. Detailed data
are published at Trust level in the publication “Inpatients formally detained in hospitals under the Mental
Health Act 1983 and other legislation: NHS trusts, high security hospitals and private facilities: 1996-97",
The attached Table 2.4.9 presents information on the number of admissions to WHS facilities (trusts and high
security hospitals) where the patient was detamned under the Mental Health Act 1983 at admission and the
number of occasions a patient already in hospital as an informal patient was placed under detention. Table
2.4.10 shows similar information for private mental nursing homes in each HA area (these data are collated
by HAs for return to the Department). There may be double counting of patients where a patient has been
detained more than once in the year.

NUMBER OF PEOPLE IN PROPORTION TO ADMISSIONS

2. In England, in 1996-97, there were 24,200 formal admissions to hospital (including high security
hospitals and private hospitals) under the Act and a further 17,400 changes from informal status to detention
where patients were already in hospital. A patient subject to more than one period of detention under the Act
during the vear will be counted in these figures each time they are admitted to hospital under detention or
have a change from informal status while in hospital so it is not possible to determine the number of people
sectioned. About 9 per cent of all admissions under psychiatric specialties in NHS hospitals in 1996-97 were
formal admissions.

APPEALS

3. Patients detained under the Mental Health Act have a right to have their case reviewed by a Mental
Health BReview Tribunal. In England in the calendar year ending 31 December 1997, 14,942
applications/referrals for Mental Health Review Tribunals were received; subsequently many of these
applications will have been withdrawn, the patient discharged by the responsible medical officer prior to the
hearing or the hearings will have been adjourned. During 1997, 7,473 tribunals were held. While each patient
record holds details of the outcome of their tribunal hearing, these data are not collected centrally and a
manual search over four sites to identify the 15,000 applications last year would take up to six months to
complete. However, in April this year the Department of Health introduced a new information technology
system into the Mental Health Review Tribunal Secretariat offices and it is expected that this will yield some
relevant information relating to calendar year 1999 which could be made available for the Committee's

Inquiry in 2000.










































THE HEALTH COMMITTEE 55

Fundholder Surpluses amnd Capital Expenditure
2. Table 4.3.2 shows General Practitioner Fundholder surpluses used for capital development in Primary
Care in 1996-97 and 1997-98.
Table 4.3.2

GP FUNDHOLDER SURPLUSES USED FOR CAPITAL DEVELOPMENT IN PRIMARY CARE,
1996-97 AND 1997-98

£ million
ENGLAND Y 100697 199798
Expenditure 39 53

Footnotes:

1. Figures for 19%6-97 include GPFH Savings spent on, Premises Impraovements for GMS, Computers to support GMS and
Computers to suppert GPFH.

2. Figures for 1997-98 include GPFH Savings spent on, Premises and Equipment.

3. The source of data is FIS(FHS)M part C for 1996-97 and part D for 1997-98, Figures for 1997-98 are provisional,

Payments to General Practitioners for GMS Practice Premises

3. The Statement of Fees and Allowances (SFA) sets out the arrangements by which patments are made
to general practitioners for the general medical services they make available to their patients. What follows
is a brief description of the arrangements which assist GPs towards the cost of providing practice premises
under the Rent and Rates scheme (SFA paragraph 51) and the Improvement Grant scheme (SFA

paragraph 56).

Renred Premises

4. Under SFA paragraph 51, doctors who rent practice premises for the provision of GMS including those
who occupy health centres, are reimbursed the actual rent charged by the landlord or the current market rent
{(CMR.) as assessed by the District Valuer (DV), whichever is the lesser. The CMR is the rent which the DV
considers might reasonably be expected to be paid for the premises concerned at the valuation date and is
normally reviewed 3-yearly. This assessment is made in the light of knowledge of the area and rents charged
for similar properties to that under consideration. In making the aszsessment, the DV will have regard to the
terms of the standard lease in SFA paragraph 51 Schedule 4. While landlords may carry out upward only rent
reviews, CMR assessments are based on the general nature of the GP property market in the area. This means
that CMRE assessments may go down as well as up.

3. Inthe past, some GPs have rented “shell” property from private sector landlords which the doctors have
had converted into practice premises for the d:]::vcr}r of GMS. However, there is now an mcr-slng interest by
the private sector in providing purpose built premises either for sole occupation by GPs or in joint occupancy
arrangemenis with other primary care providers. The Department is finalising guidance to be issued to Health
Authorities on this type of NHS-private sector partnership which will also provide advice to GPs and private
sector developers. As with any occupancy agreement, GPs should obtain legal and other professional advice
before entering into this type of long term personal commitment, particularly where this will involve multiple
OCCUpAncy Arrangements.

Owner-Occupied Premises

6. SFA paragraph 51 also embraces the Cost Rent Scheme which assists GPs who borrow money to build
new or carry out substantial work on existing practice premises. Instead of a CMR, cost rent reimbursement
provides payments towards the cost of servicing the loan. While the scheme is usually accessed by owner
occupier GPs, the scheme is also available to GPs who rent premises. There are three categories of project
that qualify for Cost Rent and in each case the premises may be main or branch surgeries. The categories are:

(i) MNewly erected purposes-buill premises

{ii) Premises acquired for substantial alteration

{111} Existing premises which are to be substantially altered.
“Substantial alteration” must involve structural work either by extending the premises or by
internal modification of the building.

7. The cost rent a doctor receives is linked to the cost of the capital borrowed. Cost rent reimbursement
levels will be “fixed” or “variable™ normally reflective of the bank interest rates attached to the loan. These
“prescribed percentages” are set using Bank of England rates plus a margin for administrative costs. In this
way, cosl renl payments assist GPs in their borrowing costs and are not varied to reflect any changes in the
value of the property.
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4.8g Where benefits of the PFI option are indicated, for some schemes it appears that like-with-like comparisons
are not being made. How is the “comparable” public sector option arrived at?

1. A number of the PFI options have proposed substantially different solutions to the public sector
comparator. These differences include the proportion of new build compared to refurbishment, the layout of
development, and the speed of construction. Private sector variations on the public sector solution such as
these are regarded as legitimate. The key to a fair comparison is ensuring we companre the same service output.
Thus, a publicly funded alternative may rely heavily on modernisation and refurbishment because of
constraints on public capital. As no such constraints exist in the private sector, they are free to offer the same
output but perhaps in a more efficient and cost effective manner. Such improvements may also be brought
about by greater innovation the private sector sometimes brings to these schemes.

4.8h Denations from Leagues of Friends

What information does the Department have about the amount of money raised each vear by Leagues of Friends,
or similar groups, for capital spend in the NHS?

1. The Department does not collect information on the amount of money raised by Leagues of Friends,
or similar groups, for capital spend in the NHS as they are not NHS bodies. The individual accounts of
Leagues of Friends and similar groups will be lodged with the Charity Commission.

2. The Department does however have information from the statutory accounts of NHS Trusts which
shows the capital expenditure ¢ the amount spent not raised, which has been financed by charitable
donations. Table 4.8h sets out the total amount of expenditure broken down by NHS Trust for 1996-97.

3. The definition of a donated asset:

A donated asset is an asset acquired afler the establishment of the WHS on 5 July 1948, from other
than Exchequer sources which has been:

(i} received as a gift; or
(ii) purchased out of income received as a gift,
provided that consideration is not given in return.

Table 4.8h
DONATED CAPITAL ADDITIONS BY NHS TRUST, 199697
£001
Buildings,
insrallarions Assets under

NHSE truse Land & fittings consiruction  Equipment
Croydon Community NHS Trust 0 0 0 0
Epsom Health Care NHS Trust 0 0 0 127
Royal Surrey County Hospital NHS Trust 0 1} 1] il4
Weston Area Health WHS Trust 0 L] 33 52
East Somerset NHS Trust 0 416 0 29
East Gloucestershire NHS Trust 0 128 0 198
The United Bristol Healthcare NHS Trust 0 0 0 857
Trecare NHS Trust 0 0 0 0
South Devon Healthcare NHS Trust 0 153 41 in
The Freeman Group of Hospitals NHS Trust o 0 0 478
Bradford Hospitals NHS Trust 0 0 0 237
MNorthern General Hospital NHS Trust 0 0 0 187
Doncaster Royal Infirmary & Montagu Trust 0 62 0 167
Anglian Harbours NHS Trust ] ] 1] 0
Southend Health Care NHS Trust 1] ] 11 110
The Royal Free Hampstead Hospital NHS Trust 0 2,049 0 344
The Royal National Orthopaedic Hospital NHS Trust 0 0 0 0
Morth Middlesex Hospital NHS Trusi ) o0 0 46
MNorth Hertfordshire NHS Trust L] 0 (1] 13
The Hillingdon Hospital NHS Trust ] 1] 0 42
Central Middlesex Hospital NHS Trust 0 1 0 27
Lifecare NHS Trust 0 0 ] 0
Kingston Hospital NHS Trust 0 12 (1] 387
St. Helier's WHS Trust ] 100 0 115
Avon Ambulance Service NHS Trust ] 0 0 0
Cleveland Ambulance NHS Trust ] 0 0 0
Essex Ambulance Service NHS Trust 0 1] 0 35
Gloucestershire Ambulance Services MNHS Trust 0 [1] 0 (1]
Mersey Regional Ambulance Service NHS Trust 0 0 0 0
Staffordshire Ambulance Service MHS Trust 0 (1] 0 ]
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MNotes on Tables 4.12.1, and 4.12.3 10 4.12.7

2. Figures for 1995-96 in tables 4.12.1 and 4.12.3 to 4.12.7 differ from those presented to the Committee
last year. Figures for 1996-97 in the same tables differ from those previously published by the Department.
Analysis has revealed errors in data reported by some NHS trusts on numbers of delivery episodes and well
babies, caused by a change to the way data were collected from 1995-96. The figures for ordinary admissions
in the acute and maternity sectors presented in this year's evidence are estimates, removing the effect of the
errors, Work continues to collate fully corrected figures, and revised time series of data will be published in
late summer along with data for 1997-98,

Motes on Table 4.12.2

3. Some of the figures in table 4.12.2 for 1995-96 that have been derived from Hospital Episode Statistics
may differ slightly from those provided in last year's submission. This is because minor changes have been
made to the 1995-96 data in order to improve the accuracy of the HES database.

1996-97 Data Quality

4. The 1996-97 HES data has been affected by a change in the data collection process which was
necessitated by the decommissioning of the Regional Health Authority databases following the Functions
and Manpower Review. HES data now flows via the NHS Wide Clearing Service (NWCS) which has required
and achieved major technical changes of NHS information systems, but has inevitably suffered “teething
troubles”. The 1996-97 data year was a transition year for part of the NHS migrating to the NWCS and the
centre had to cater for mixed data flows through both the old and new transmission systems. As a result the
current provisional HES data for 1996-97 is seriously incomplete for some Regional Offices. However cross
checks suggest the figures are representative enough for the purposes of the tables.

Ordinary and Day-Case Admissions

5. Data in the table 4.12.2 have been uplifted to compensate for known deficiencies by comparing the HES
counts with their recorded equivalent (KP70) counts. Information for each Regional Office is shown below.
For example, for Northern & Yorkshire RO only 76.9 per cent of expected HES records (as measured against
KPT70) have been received so the Northern and Yorkshire figure in the table has been uplifted by a factor of
100/76.9 ie 1.30.

RO Area HES as ' of total KP70 Multiplving factor
Morthern & Yorkshire T6.9 1.30

Trent 96.9 1.03
Anglia & Oxford 60.3 1.66

North Thames T89 1.27

South Thames 9713 1.03

South Western 100.1 0.999

West Midlands < 1000 1.00

Morth Western 08.3 1.02

6. Work is still continuing with Trusts and the NWCS to capture the missing HES records for 1996-97,
and improve the data quality of those records we have received. Once these problems are resolved the NWCS
should provide the future mechanism for faster flowing, better quality data. However, we cannot at this stage
estimate how long it will take to bed in the new system, and we expect that 1997-98 data may be similarly
affected.
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Position/ratio

Position Provider Region Spells FCEs Ratic  in 1995-96
12 Addenbrookes Anglia and Oxford 64,683 T4.618 1.154 5 (1.166)
13 Blackburn Hynd and

Ribble North West 51,838 59.796 1.154 T (1.151)
14 Heatherwood and

Wrmsha.m Anglia and Oxford 41,614 47 988 1.153 29 (1.114)
15 Nottingham University Trent 80,553 92875 1.153 9 (1.154)
Footnotes;

1. Data are provisional and ungrossed.

2. Roval United Hospatal Bath NHS Trusi had a ratio of 3.265 but have been excluded from this 1able because of incorreet recording
practices. This is being followed up by local performance mansgers.

What value does the Department place on the collection of data on FCEs?

10. The finished consultant episode (FCE) is the standard measure of hospital inpatient activity; it was
introduced in the 1980s following widespread consultation with NHS managers and clinicians about
appropriate measures of consultant workload. The FCE represents a completed period of inpatient treatment
under the care of an individual hospital consultant and in about 95 per cent of cases represents a complete
spell in hospital. It was considered a better measure of consultant workload than the previous measure which
related to deaths in and discharges from hospital. FCEs represent a basic count of activity and give no
indication of quality or effectiveness on which the Government i actively secking to introduce new,
supplementary measures.

11. The number of finished consultant episodes (FCEs) is not the same as the number of individual patients
treated. In the course of a year the same person may have several hospital spells, and in any given spell there
may be more than one episode.

4.13 AVERAGE DAILY NUMBER OF BEDS

Could the Department provide information on 10 year trends in bed availability and patient throughput for each
muajfor hospital sector and for each Trust? Could information on bed occupancy (collected for the first time in
199697 | and occupacy rates also be included?

Could the Department provide figures for the number of delayed discharges of patients from acute settings and
a commentary on how these delays are being addressed.

1. Information on 10 year trends in bed availability, bed and patient throughput in each major hospatal
sector is shown in table 4.13.1. Information on bed availability and bed occupancy for each trust is shown in
the publication “Bed Availability and Occupacy 1996-97, England”. A copy of this publication is provided
separately for the Committee.

Delayed Discharges
2. Figures on the number of delayed discharges of paticnts from acute settings are shown in table 4.13.2.

3. Established good practice in hospital discharge seeks to balance the needs and wishes of patients and
their carers with the requirement to make the most effective use of available resources. While it is in no one’s
interest for patients to stay in hospital for longer that they need to, hospital discharge procedures need to be
sensitive to mdividuals’ needs, particularly for older people. The Government want to encourage this patient
centred approach to all the work done to improve services for people who may require long-term care. The
Government's manifesto made a commitment to introduce a charter for long-term care which will set out
what people can expect from health, social services and housing. We will also be issuing further guidance on
hospital discharge procedures, including delayed discharge.

4. In addition, there are many patients who need to be given the time and opportunity to recover properly
from any treatment they have received in hospital. A period of recovery, mtcgqud assessment and
rehabilitation after major hospital treatment is crucial for maximising the opportunities for individuals,
avoiding early admission to residential and nursing homes and supporting people to live safely at home. There
is an increasing awareness of the need for the provision of rehabilitation services and how they might address
the problems presented by delayed discharges and inappropriate hospital admission.

5. The £269 million funding for the NHS in England, announced in October was aimed at helping hospitals
cope with medical emergencies, reducing delays in discharging patients and also reducing the need for peaple
to be admitted to hospital in the first place.
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Table 4.13.2
NUMBER OF PATIENTS WITH DELAYED DISCHARGE

Year Quarter Number of Patients
1994-95 04 5,775
1995-96 Q2 6,690
1995-96 Q4 7.159
1996-96 Ql 6,559
1996-97 Q3 6,455
1996-97 Q4 6,985
1997-98 Q1 6,132
1997-98 Q2 6,774
1997-98 Q3 6,337

Foainore:
1. Figures before 1996-97 were collected by survey. Figures from 1996-97 are taken from Quarterly monitoring returns.

4.14 MaterntTy Hospimar EPisone SYSTEM

How many maternities were regisiered in each NHS region in 1996-97 and how man v records in the Maternity
Hospital Episode System had (i) maternity tails and, (ii) maternity tails containing data?

Could the Department also provide tabulations for 1996-97 in the same format as those provided 1o the
Commitiee for 1989-90, which were published on pages 372-378 of HC29-1I and which were subsequently
provided for the years 1990-9] to 1995-967 What action is being taken to improve quality and completeness of
the data?

1. The data requested are contained in tables 4.14.1 to 4.14.7. In each table the Regional Office Area
tabulated is that in which the delivery took place. Please note that due to delays in the collection of 1996-97
Hospital Episode Statistics (HES) data, the figures presented in tables 4.14.2 to 4.14.7 should be treated as
provisional and may be subject to change. An explanation about the difficulties experienced in connection
with HES data is included in the reply to question 4.12, although data in tables 4.14.1 to 4.14.7 has not
been uplifted.

2. The Department continues to take action to improve NHS data quality. The most significant is
encouraging Trusts to follow through the process known as Data Accreditation, This is a three stage audit
of data management and outputs recommended to trusts in EL(97M47 “Managing Data Quality
Improvements and Data accreditation™. HES data quality improvement should result as a by-product of
trusts undertaking Data Accreditation for contracting flows.

3. Other recent action has included the development of guidance on the effective management of data, the
Data Administration Good Practice Guidelines. A further tool to test the quality of data collected by NHS
Trusts is the Data Quality Audit Framework for Coded Clinical Data, produced by the NHS Centre for
Coding and Classification. This publication is widely available within the NHS. The NHS Centre for Coding
and Classification are about to complete a comprehensive programme of training which includes a module
on auditing clinical data.

4. In terms of HES data in particular, this is now being extracted from in-patient data passing through the
NHS-wide Clearing Service and will be available to the Department on a more timely basis. Data is extracted
quarterly, 3 months after the end of the quarter to which it relates and because of this the Department is able
to feed back more quickly to data providers information about the quality of the data supplied. There have
however been teething troubles, as pointed out in the reply to question 4.12, but the Department does contact
large numbers of Trusts, and many come direct to the Department, with queries regarding HES. Trusts are
generally very concerned to ensure that HES should reflect their data accurately. Over the last few years the
profile and significance of HES has been raised and many Trusts are making significant efforts to improve
the overall quality of their data.

5. Regional involvement in improving HES data has been variable but some have been immensely
supportive, holding workshops and regular meetings and generally making every effort to improve data
quality. For example one region has set up a specific task force to chase and improve the data. Other regions
have been constrained by lack of siall or resources and in these cases the central part of the Department has
intervened to chase up queries with Trusts.

6. There have been significant improvements in general data quality over the years as the Department has
raised the profile of HES, but unfortunately because of the problems with the move to the NHS-wide Clearing
Service 1996-97 has been a transitional year and the data has not been as good as previous years for some
Regions. However, most importantly there has been a change in the attitude of Trusts who are increasingly
keen to help and improve the quality of HES data.
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9. Figure 5.3.1 shows that the weekly unit cost of supporting older people in nursing care in 1995-96, A
number of local authorities (17) reported no expenditure on nursing care for older people. although they did
report supporting residents in nursing care homes (an example of misreporting of data), and these authorities
have been excluded from figure 5.3.1. The average weekly unil cost for England was £243 in 1995-96 ranging
from £100 or less a week in a few authorities to more than £400 a week in others. 43 per cent of the authorities
in figure 5.3.1 had a unit cost between £251 and £350,

Figure 5.3.1

Gross expenditure per week on nursing care in homes for older people
per supported resident, England 1995-96

Mo. of authorities
25 -—l

20 <
15

10 =

1000r less  101-150 151200 201-250 251 =200 301 -350 A51-400 400+
£ per weak

10. The average weekly cost for supporting a resident aged 65 or over in a local authority residential care
home in 1995-96 was £304, with around 45 per cent of authorities having a unit cost between £251-£350. The
methodology for calculating the unit costs of residential care is to take expenditure throughout a year .ml'ul
divide it by the average number of supported residents at 31 March in consecutive years. Local authorities
who have appreciably changed their stock of homes early or late in the year may have divergent costs from
the norm either because of small numbers of residents or because of the “average™ caleulation method used.
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Figure 5.3.2

Gross expenditure per week on residential care in local authority staffed homes
for older people per supported resident, England 1995-96

Mo, of authorities
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11. The weekly cost for a supported resident aged 65 or over in an independent (privaie or voluntary)
residential care home during 1995-96 for individual autherities is shown in figure 5.3.3. For individual
authorities this unit cost varied from less than £100 to over £400 (the average for England was £231), with
about 41 per cent of authorities having a unit cost between £201 and £300.

12. Figure 5.3.4 shows the hourly cost of home help/care for individual authorities in 1995-96. The hourly
cast varied from less than £5 to more than £11, with about 40 per cent of authorities having a unit cost of
between £7 and £9. The average hourly unit cost for England was £8,
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Figure 5.3.3

Gross expenditure per week on residential care in independent staffed homes
for older people per supported resident, England 1995-96
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Figure 5.3.4

Gross expenditure per hour of home help/care for all clients, England 1995-96

Mo, of authorities
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13. The average weekly cost to support a looked after child in a local authority maintained children’s home
in 1995-96 in England was £1,100. This unit cost varied greatly with some local authorities having unit costs
of £800 or less and others with unit costs at over £4,000 a week. Just over a third of authorities had a unit
cost between £800 and £1,200.

Figure 5.3.5

Gross weekly expenditure per child looked after in
local authority maintained homes, England 1995-96

Mo, of authorities
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14. Figure 5.3.6 shows the vanation in weekly unit cosis between authorities for placing a looked after
child with foster parents. The unit cost for the majority of authorities (over 60 per cent) was between £101
and £200, with the average unit cost for England in 1995-96 of £159,
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Figure 5.3.6

Gross weekly expenditure per child looked after by
foster parents, England 1995-96

Mo, of authorities
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|3. VWariations between authorities in unit costs are to be expected as the demand for services varies, prices
will be affected by regional wage rates (for example higher prices in the South East), and supply factors such
as the number of residential care homes will have a bearing. Variations in dependency of clients between
authorities may also be relevant. The Department of Health supports a range of research relevant to trends
and variations in unit costs of personal social services, including an annually updated study to establish
national average unit costs of key health and social care services. Plans are also in hand to commission new
research to bring up to date a study conducted during the 1980s 1o investigate and explain trends and
variations in unit costs, through seccondary data analysis and fieldwork visits to selected local authorities.

5.4 Independent sector provision

Can the Depariment provide a table showing for each authority the latest information on the proportion af secial
services for adults which are purchased from the independent seetor rather than being provided directly? Could
the Depariment supply a commentary on these figures?

1. Table 5.4 shows for each authority the percentage contribution of the independent sector in respect of
three main elements of community based social services for adults (contact hours of home helphome care,
meals provided at home and at luncheon clubs; day centre places) and the percentage of local authority
supported residents in independent sector residential care homes.

2. Use of the independent sector varies considerably between authorities and, within authorities, between
services. A significant number of authorities still make little or no use of the independent sector in the
provision of community based services and particularly meals and day centre services. However, at the other
extreme, a number of authorities use the independent sector to provide all meals services. In the case of the
mieals service, this largely relates to the existence in the area of voluntary bodies who may take a significant
role in the preparation or delivery of meals.

3. Local authorities place and financially support to some degree significant numbers of clients in
independent sector residential care homes—=635 per cent of all local authority supported residents. There is
some variation in the proportions between authorities, but not to the same extent as with community based
services. Over the last few vears a substantial number of authoritics have transferred some of their homes to
independent ownership; some of the variation in proportionate use of the independent sector may reflect the
fact that authorities are at different stages in this process. At 31 March 1997 no authority was placing all its
clients in independent sector homes. These figures do not include clients supported by local authorities in
nursing care homes which are all in the independent sector.
















































THE HEALTH COMMITTEE 153

5.12 Fees and Charges (formerly A6)

Can the Department update table A6.1 of HC297 providing separate figures on residential care for cach client
group? Would the Department quantify the degree of variation in domiciliary charges between authorities. Would
the Department provide a commeniary?

Will the Department provide an analysis, to include chart, tables and commentary, of (i) the recent mational
trend in the percentage of gross expenditure on residential accommodation for older people recouped through
Jees and charges and (i) the recent national trend in the percemtage of gross expenditure on home care/home
help for all client groups recouped through fees and charges.

Wil the Department provide an analysis, to include chart, tables and commentary of (i) the local authority
variations in the latest year in the percentage of gross expenditure on residential accommodation for older people
recouped through fees and charges and (ii) the local authority variations in the latest year in the pevcentage of
gross expenditure on home care/home help for all client groups recouped through fees and charges.

1. Table 5.12.1 updates table A6.1, provided last year and, as requested, now provides separate figures on
residential care for each client group. Figures 5.12.1 and 5.12.2 illustrate the recent national trends in the
percentage of gross expenditure on residential accommaodation for older people recouped through fees and
charges and the percentage of gross expenditure on home carehome help for all client groups recouped
through fees and charges. It is not possible to include 1993-94 and earlier vears in this analysis as the data
for these earlier years were collected on a different basis.

2. The table shows that the percentage of gross expenditure recouped in fees and charges for residential
care for the elderly rose from 30 per cent in 1994-95 to 33 per cent in 1996-97; in absolute terms the amount
recouped rose from £529 million in 199495 to £818 million in 1996-97. The amount recouped for home care
and home help service also rose from £63 million in 1994-5 (representing 7 per cent of gross expenditure) to
£103 million (9 per cent of gross expenditure) in 1996-97,

Variations in charges for domiciliary services

3. Figures 5.12.3 and 5.12.4 illustrate the percentage on gross expenditure recovered in charges by each
local authority for home help/home care and meals on wheels services, the two main items of service provided
in a domiciliary setting. Table 5.12.2 sets out in tabular form the percentage of gross expenditure on home
care/home help recouped through fees and charges.

4. At the local authority level, there is a wide variation in the amounts raised in fees and charges made
from domiciliary provision. Local authorities are free to decide upon the level of charges to raise on
domiciliary services in the light of what it is reasonable to expect the client to pay. A wide range of charging
policies are in operation ranging from flat rate charges to income-related charges.

5. There are a number of instances where local authorities have reported that they raised no fees and
charges income for services provided. At the other extreme, two authorities reported recouping over 100 per
cent of their expenditure for certain services. Such wide variability of individual authority figures points to
issues of data quality and there is a risk that misreporting of data by local authornties has had an effect. The
current Key Statistics exercise initiated by the Department will help to reinforce the message to local
authorities that it is important they report their PSS financial data accurately on the central returns.

6. For England as a whole, 9 per cent of the direct cost of the home care’home help service was recouped
in fees and charges to clients. Within authorities, the actual figures reported varied from zero in the case of
13 authorities to 32 per cent in one authority. 50 per cent of the authorities had recoupment rates between
5 per cent and 12 per cent.

7. For meals on wheels services the overall England recoupment rate is 44 per cent: local authority figures
range from zero in five authorities to over 100 per cent in two authorities. 50 per cent of the authorities had
recoupment rates between 31 per cent and 61 per cent.

Variations in charges for residential services

8. Figure 5.12.5 illustrates the percentage of gross expenditure on residential accommodation for older
people recouped through fees and charges. Table 5.12.3 tabulates these figures.

9. The charges levied to individual residents in care homes are determined nationally. The overall
recoupment rate for residential provision for the elderly in England was 33 per cent. Local authority figures
varied between zero in four authorities and 55 per cent in onc authority. This may again just reflect
misreporting by local autharities. 50 per cent of the authorities had recoupment rates between 13 per cent and
40 per cent.,
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Figure 5.12.3
Fees and charges recoupment rates for all client groups - Home care
1996-97
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Figure 5.12.4

Fees and charges recoupment rates for all client groups - Meals
1996-97
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Figure 5.12.5
Fees and charges recoupment rates, elderly - residential accommodation
1996-97
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Table 5.12.3

PROPORTION OF RESIDENTIAL COSTS RECOUPED IN FEES & CHARGES FOR THE
ELDEERLY, 19956-97

England £ thousands

Fees and charges
as a percemtage of

Fees and (rrogss current (Fross current
pr charges expenditure expenditure
BARKING & DAGENHAM 1,444 B.715 17
BARNET 5.042 14,704 34
BARNSLEY 1,329 10,427 13
BATH & NORTH EAST SOMERSET LA 1,443 7,747 19
BEDFORDSHIRE T.971 23,121 34
BERKSHIRE 10,211 28,181 36
BEXLEY 4,403 10,803 41
BIRMINGHAM 20,994 39.851 35
BOLTON 4. 666 15,124 31
BRADFORD 3,522 26,538 13
BRENT 3,522 10,336 33
BRISTOL UA 9,895 27,841 36
BROMLEY 1,497 10,025 15
BUCKINGHAMSHIRE 8 770 25.243 39
BURY 6,027 15,058 40
CALDERDALE 6,256 14,803 42
CAMBRIDGESHIRE 0 17,289 L]
CAMDEN 3,071 14,491 21
CHESHIRE 22,716 55487 41
CITY OF LONDON 159 515 31
CORNWALL 8409 20,480 41
COVENTRY 3,065 £.390 37
CROYDON 1.EBT1 200114 39

CUMBRIA 11,991 28,519 42




















































































