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Foreword by the Secretary of State

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

The funding announced in the April 2002 Budget represents the largest
ever sustained increase in investment in the NHS and provides an
unparalleled opportunity to improve health care services for everyone.

The substantial investment we are making in the NHS is already paying
dividends through falling waiting times, increased staff numbers,
expanded capacity and greater choice. For example:

s only 73 patients were waiting longer than 12 months for an
operation at the end of March 2003 compared with 21,869 a year earlier

» just 64 patients were waiting longer than 21 weeks for a first outpatient appointment at the end
of March 2003 compared with around 40,000 a year earlier

» nationally 88 per cent of patients now can be offered a GP appointment within two working days
and 91 per cent can be offered an appointment with a primary care professional within one working
day

= 240,000 (4.5 per cent) more elective NH5 hospital admissions in 2002-03
# 17,000 more nurses in 2002

» 2,082 coronary heart disease patients made a choice to be treated at an alternative hospital during
2002-03

» 31,000 patients a year are benefiting from new cancer drugs following NICE recommendations

» 15 diagnostic and treatment centres opened last year.

Investment alone is not sufficient to transform the NHS into the 21st century healthcare system our
nation needs — it has to be matched by reform. We are now in the process of moving from a NHS
controlled nationally, towards a NHS where standards and inspection are national but delivery and
accountability is local. The ultimate aim of the reforms is to improve the quality of service and maximise
the benefits to patients and staff.

The first step is through shifting the balance of power to the NHS frontline. The old system of health
authorities and regional offices has been replaced by local primary care trusts who, in co-operation
with NHS trusts, will plan and provide services for their local community. Strategic Health
Authorities will then ensure the quality of service provision and delivery of local priorities within a
framework of national standards.

In support of this shift of power to the NH5 frontline, the way NHS services are planned locally has
been overhauled. Planning in the past has been done annually and constrained by time pressures and
the requirement for multiple plans. For the first time ever the NHS is now able to plan over a three-
year period through a single local development plan supported by local three-year allocations



We are reforming the system of healthcare delivery though the introduction of payment by results,
wider patient choice and the arrival of new providers. Primary care trusts will play a pivotal role in
implementing these system reforms and in building relationships with the range of new providers,
including Diagnosis and Treatment Centres and NHS Foundation Trusts.

In 2003-04 we will begin to rollout pay reform covering the vast majority of NHS staff. This has three
main elements, Agenda for Change for non-medical staff, a new GP contract and new consultant
incentives. These refarms will deliver improvements in productivity, capacity and skills mix. For example
the benefits of the Agenda for Change reforms, when fully implemented, will include an additional
16,000 qualified staff and 22,000 support workers.

These reforms to NHS systems and pay will help create a radically different health service — one that
remains true to its values but is changed in its structures.

The public demands a lot from the NHS and have the right to expect delivery of high quality services
that are suited to their need. The historic levels of investment we are putting into the NHS coupled
to the wide ranging reform programme means we will deliver the NHS needed to meet the growing
expectations of patients.

Q.;_x.
re

Rt Hon John Reid mp
Secretary of State for Health
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Contents Summary

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

Chapter 1 - Introduction

Introduces the report and the Department’s overarching direction.

Chapter 2 — Delivering Better Public Services

This section outlines the aims and objectives of the Department.
We also list the progress against those targets set following the
1998, 2000 and 2002 Spending Reviews. The 2000 Review was
also informed by 15 cross-departmental reviews of issues that may
benefit from a joint approach invelving two or more Government
departments. Some of these reviews resulted in targets that appear
in our Department’s Public Service Agreement, Progress is also
shown against these as well as our Modernising Government
action plans,

Chapter 3 - Expenditure

Chapter 3 provides information on the Government's expenditure
plans up until 2007-08 and indudes details of expenditure in 2002-
03, Supplementary tables to this chapter can be found in the
Annexes Al to A3,

Chapter 4 — Investment

Investment continues to play a pivatal role in the modernisation
of the NHS. The NHS Plan™" and the Departmental Investment
Strategy™™ set out a planned programme of investment in the
NHS. This chapter serves to highlight those priorities.

Chapter 5 - Delivering the NHS Plan — Next
Steps for Investment and Reform

The NHS Plan set the direction for modemisation and reform. It
set out how an NHS fit for the 21st century will be delivered. The
next steps for investment and reform were published in Defivering
the NHS Plan®™" in April 2002, A summary of the progress to date
in achieving those aims is given.

Chapter 6 — Breakdown of Spending
Programme

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

Chapter 7 - Activity, Performance and
Efficiency

Chapter 7 is broken down into 4 main areas: Activity; Performance;
Efficiency and Personal Social Services activity, performance and
efficiency. It provides such activity data as hospital activity, in-
patient and out-patient waiting trends as well as those services
provided by General and Personal Medical Services. It also
demonstrates how we are making improvements in our
performance and efficiency that will enable the effective delivery
of services,

Chapter 8 — Managing the Department of
Health

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

Annexes

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

1.1 This is the thirteenth annual report of the Department of
Health, providing financial information about its spending
programme. The Department of Health is responsible for the
stewardship of over £72 billion of public funds. It advises
Ministers on how best to use funding and other mechanisms to
achieve their objectives, implements their decisions and supports
Parliamentary and public accountability.

1.2 Chapter 3 of this report provides information on the
Government's expenditure plans for 2003-04, Chapter & provides
a breakdown of the spending programme and Chapter 7 provides
an analysis of the activity, performance and efficiency with which
these resources have been used.

1.3 This report has been produced and published under the new
reporting framework introduced last year. It was developed in
consultation with departments, Parliament and others. The new
framework is intended to give departments more freedom to
produce streamlined reports accessible to a wider audience.

Department of Health

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

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

National Health Service (NHS)

1.6 In his Budget statement of the 17th April 2002 the
Chancellor announced additional resources for the health service
in England for the five years 2003-04 to 2007-08. This provided
the NHS with the largest ever sustained increase in funding of any
5 year period in the history of the NH5. Over the years 2002-03
to 2007-08, the average real terms increase will be 7.4 per cent
a year over and above inflation. This means that over the same ]
year period, there will be an increase of £34 billion taking total net
NHS5 expenditure in England to over £90 billion (£102 billion UK).

Personal Social Services (P55)

1.7 The Chancellor also announced substantial growth in
resources for the PSS in England. Over the three years 2003-04
to 2005-06, the average real terms increase will be 5.3 per cent
a year over and above inflation. This compares to 3 per cent
average annual growth from 1996-97 to 2002-03. This means that
over the three years of the Spending Review (2003-04 to 2005-
06) there will be an increase of £3 billion taking total net P55
resources to £15 billion.

Delivering the NHS Plan - next steps for
Investment and Reform

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

1.9 The funding increase announced in the 2002 Budget will
enable the Government to take forward the next phase of the NHS
Plan. The next steps for investment and reform were published in

5
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Delivering the NHS Plan®® in April 2002. This outlined the
improvements in services that the public can expect to see as the
Pian is implemented. It sets out how the NHS will operate to secure
the best use of resources with services being redesigned around
the needs of the patient. The changes outlined in Delivering the
NHS Plan centre around increasing choice for patients, introducing
greater plurality of health service provision, encouraging health and
social care to work better together, devolving power to front-ling
staff, strengthening local accountability and changing the way in
which money flows around the NHS.

1.10  Chapter 5 of this report sets out how the Department
will implement the NHS Plan and provides further details about
progress to date.

The Modernisation Programme

1.11 The Covernment is transforming the health and social
care system so that it provides faster, fairer services that deliver
better health, and narrow health inequalities. Modernising how
people access health and social care is the key to achieving the
overarching aim of helping people live longer, healthier and more
independent lives. Formed in April 2001, the NHS Modemisation
Agency is designed to support the NHS and its partner
organisations in the task of modernising services and improving
experiences and outcomes for patients. In its first year, the
Maodernisation Agency focused on four areas: improving access,
increasing local support, raising standards of care, and capturing
and sharing knowledge widely. The Agency's focus for the
coming year is to maintain its innovation and to make
modernisation mowve into the mainstream of the NHS.

Department of Health Change Programme -
The New Vision for Health and Social Care

1.12 The health and social care system is being reformed to
deliver a faster, more modern responsive service, The Department
must do the same. Over the next 18 months the Department will
become a smaller, more strategic organisation. It will work
through the 28 Strategic Health Authorities as the local
Headquarters of the MH5 and devolve responsibility through the
system. Ministers and the Department are leading a radical
transformation of the whole of the NHS and social care system.
This means that we need to rethink the core purpose of the
Department of Health and we need to work differently to
support this transformation.

1.13 The new system will place patients and users at the
forefront offering them choice, information and control. There will
be a clear framework of values and national standards combined
with independent inspection and regulation. Clinical teams and
front-line staff are increasingly being involved in decision making
and planning. The Department of Health will set the direction,
provide resources, lead the transformation and oversee the
whaole system, but it will not attempt to manage service delivery.
This is a radical change: far greater devolution than we have at
present, taking functions away from the centre, tuming around the
way we develop and implement policy. The acd test will be

8

whether patients and users experience of getting the services and
support they need improves.

Public Service Agreement

1.14  The aims and objectives of the Department of Health are
enshrined in the Public Service Agreement (P5A) which was
published in the HM Treasury White Paper Public Services for the
Future: Modernisation, Reform, Accountability™ ™ in December
1998. Chapter 2 of this report sets out the aims and objectives and
records progress being made to achieve detailed targets.

1.15  The 2000 and the 2002 Spending Review build on the
success of these PSAs by setting further challenging targets. The
2000 Spending Review set spending plans and Public Service
Agreements for 2001-02 to 2003-04. The 2002 Spending
Review set spending plans and Public Service Agreements for

2003-04 to 2005-06.
116 The P5As are set out in the White Papers:

2000 Spending Review: Public Service Agreements, July 200004
and,

2002 Spending Review: Public Service Agreement, July 2002,

1.17 A summary table for the 5R 2000 and 2002 PSA
targets with progress to date is given in Chapter 2 of this Report.
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Introduction

21 In setting out its spending plans for 1999-2002 in the
1998 Comprehensive Spending Review (C5R), the Government set
new priorities for public spending with significant extra resources
in key services such as education and health, The Government also
made a commitment to link this extra investment to modemisation
and reform, to raise standards and improve the quality of public
services. The White Paper, Public Services for the Future:
Modernisation, Reform, Accountability ©", December 1998 and
its supplement®® published in March 1999, delivered this
commitment by publishing for the first time measurable targets
(PSAs) for the full range of the Government's objectives.

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

The Department of Health Aims and
Objectives

Aim

23 The Department of Health's overall aim is to improve the
health and well being of the pecple of England, through the
resources available, by:

® Supporting activity at national level to protect, promote and
improve the nation's health;

® Securing the provision of comprehensive, high quality care for
all those who need it, regardless of their ability to pay or where
they live or their age; and

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

Objectives

2.4 The key objectives in pursuing these aims are:

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

The Department of Health will do this by:

® VWorking across government and with local agendies and groups
on a range of measures designed to improve the health of the
public;

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

® Encouraging people to live healthily; and

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

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

The Department of Health will do this by:

® Providing family health services which are accessible to people

10

wherever they live;

® Reducing the number of people waiting, and the time they have
to wait, for treatment;

@ Improving clinical and cost effectiveness in the NH5; and
® Ensuring that the NHS prioritises treatments according to dinical

need, not pecple's ability to pay, nor where they live, their age
nar who is their GF.

C. To enable people, who are unable to perform

essential activities of daily living, including those with

chronic illness, disability or terminal illness, to live as

full and normal lives as possible.

The Department of Health will do this through the NHS

programme by:

® Providing care according to individual need regardless of
organisational boundaries;

#® Helping people to live independently, and supporting them
wherever possible in their own homes;

® Civing people who need it access to effective palliative care;

And through Local Authority Social Services, by;

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

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

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

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

® Assume where necessary sufficient responsibility in relation to
individual children.

25 In addition the Department of Health has the following
perfarmance objectives;

El To assure performance and support to Ministers
in accounting to Parliament and the public for the
overall performance of the NHS, Personal Social
Services (PS5) and the Department of Health.

F: To manage the staff and resources of the
Department of Health so as to improve performance.
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¢ uetion in the death rate from cancer amongst

 people aged under 75 by at least 20 per cent by

. 2010 from a baseling of 139.7 deaths per
1%.0&'-‘! population far'thel.lui'umrs 1995 to
1 i

Target 2:

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

Target 3.
Reduction in the death rate from accidents by at
least 20 per cent by 2010, from a baseline of 16.2
per 100,000 population for the three years 1935
to 1997,

Target 4:

Reduction in the rate of hospital admission for
serious accidental injury by at least 10 per cent by
2010, from a baseline estimate of 314.4
admissions per 100,000 population for the
financial year 1995-96.

Measure

Dreath rate from cancer

amongst people aged
under 75.

Dweath rate from heart
disease and stroke and
related illnesses

amangst people aged
under 75,

[Death rate from
accidents and adverse
effects.

Rate of hospital
admissicn for seriows
accidental injury
requiring a hospital
stay of four or maone
days.

‘Departmental Public Service Agreement Targets (CSR 1998) Analysis

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

Progress

Early Stages of Delivery:

Latest avadlable data (for the 3 years 1998-2000) overlap the start of the
OHM health strategy in July 1999, Therefore too early yet to assess the
full effects of Our Healthier Nation and the NHS Cancer Plan, Data for
15998-2000 (3 year average) show a rate of 1309 deaths per 100,000
population - a reduction of 6.3 per cent from the baseline (1995-97).

Target monitoning data for England for 2001 are not yet available
because af the need to incorposate the effects of the 2001 Census on
the population denominator. Death rates for the years 1995-2000 will
then need to be re-based accordingly. Data on the revised basis should
be available shortly,

Early Stages of Delivery:

Latest available data {for the 3 years 1998-2000) overfap the start of the
OHM health strategy in fuly 1999 Therefore too early yet to assess the
effects of Our Healthier Mation and the Coronary Heart Disease
Mational Service Framework (NSF) and the MHS Plan, Data for 1958-
2000 (3 year average) show a rate of 120.5 deaths per 100,000
population - a reduction of 13.7 per cent from the baseling (1995-97),

Target monitoring data for England for 2001 are not yet available (for
further details see Target 1) but data on the revised basis should be
avalable shosthy.

Early Stages of Delivery:

Latest avallable data (for the 3 years 1998-2000) overiap the start of the
OHN health strategy in July 1999, Therefore too early yet to assess the
full effects of the strategy. Data for 1996-2000 (3 year average) show 3
rate of 16.3 deaths per 100,000 population - a very slight rise of 0.5 per
cent from the baseline (1995-97),

Hawever other datasets (eg from HSE and DIT) indicate a dewmward
trend in certiin accidents. The Report of a crods-Government Task Force
on Accidental injuries was published on 11th October 2002, and action is
being taken to implement its recommendations.

Target monitoring data for England for 2001 are not yel available {for
further details see Target 1) In addition, following the tenth revision of the
International Classification of Diseases, the coverage of the target will be
amended to include purely *accidental deaths® and to exclude deaths
from "adverse effects”. Data on the revised basis should be available

shartly.

Early Stages of Deliveny:

These data are single financial year figures, available annually. Latest
available data (for financial year 1999-2000) overap the start of the
OHM health strategy in July 1999 Therefore it is too eary yet 1o assess
the effects of the strategy. However, movement to date is away from the
target. Single year data for financial year 1999-2000 show a rate of
320.9 admissions per 100,000 population = an increase of 2.1 per cent
from the basekine estimate (1995-96).
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P5A Target

Target 5:

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

Target &:

.ﬂu:ﬁw_- the Cowernment's commitment to reduce MHS inpatient
wiaiting lists by 100,000 over the lifetime of the Parliament from
the March 1997 position of 1.16 million, and deliver a
consequential reduction in average waiting times.

T; 7:

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

Target 8:
Establish NHS Direct, so that everyone in England has access o a
24-hour telephone advice line staffed by nurses by December 2000

Target 9:

Imr:!m acoess to and quality of primary care senaces through

investment in lne with localty agreed Primary Care investment

PMans. Key targets are:

) Increase equity in the national distribution of GPs. From growih
of appraximately 0.6 per cent whole-time-equivalent GPs in
1997 over 1996, there will be progress towards a natianal
average annual increase of 1 per cent whole-time-equivalent GPs
by 2002, using a range of new initiatives and with local
wanations to take account of the need to concentrate on
deprived and remole areas;

b} Increase imvestment in practice staff = 500 new practice nurses
will be appointed by 2002;

Target 10:

Improace the quality of primany care premises targeted towards
areas of deprivation, resulting in improvements to 1,000 premises
nationally by 2002

12

Measure

Death rate from suicide
and undetermined

injury.

Humber of patients on
NHS waiting lists.

Percentage of patients
with suspected breast
cancer and other
cancers able to see a
specialist within 2
weeks,

Percentage of the
population with access
to NHS Dhrect.

Percentage national
average annual
increase in GPs.

Number af new
practice nurses.

Mumbser of GP
premises improwved.

Objective I1: To treat people with illness, disease, or injury quickly, effectively, and on the basis of need alone.

_— 1

Stages of Del :
mlavmmmﬂgrﬂuammm-m
overlap the start of the OHN health strategy in July
1999, Therefore too early yet to assess the full effects
of Our Healthier Nation and the Mental Health
Mational Service Framework (M5F} and the NHS Plan.
Data fior 1998-2000 (3 year average) show a rate of
9.4 deaths per 100,000 population = a rise of 4.0 per
cent from the baseling (1995-97). A Mational Suicide
Prevention Strategy was published in 2002
led by the Mational Director for Mental Health, As this
is implemented it will contribute to reducing the
suicide rate.

Target monitoring data for England for 2001 are not
yet available (for further deails see Target 1) Data on
the revised basis should be available shorthy.

Met:

1,027 million, 130,600 below the inherited leved, as at
the end of February 2003, Average inpatient waiting
time is ako decreasing - In 1997 the estimated
median wait was 13.2 weeks whereas in February
2003, the average median wait was 12.6 weeks.

Hearly met:

97.8 per cent of patients referred urgently with
suspected cancer were seen within 2 weeks during
October to December 2002, For the same period for
breast cancer this figure stands at 98,7 per cent.

Met:
MHE Direct has been national since 22 September
2000,

Met:

Based on the latest census data growth between

September 2000 and September 2001 was 1.1 per

cent whole-time equivalent fior all general medical
titioners.

prac

Met:

Based on the latest census data there was an increase
of BOS (WTE), 952 (headcownt) practice nurses
between September 1998 and September 2001.

Aet:

Year end 1999-2000 indicated that 598 improvements
had been made, and year end 2000401 indicated a
further 566. The PSA target was therefore mel a year
eardy with 1,164 improvemnents having taken place by
April 2001 with more schermes underway.



I

t_‘l‘l.rﬂtﬁ:

| Connect all GP surgeries which use clinical computer systems to the
NHSnet by the end of 1999 and all other surgeries by the end of

2002, 5o that more information and services can be offered closer

to people’s homes. As at Movember 1998, less than 10 per cent of

. GP practices were directly connected to NHSmel

A
Target 12:

Improve the quality and effectiveness of treatment and care in the
NHS by establishing the National Institute for Clinical Excellence by
1 April 1959, with a view to it producing at least 30 appraisals of
new or existing technologies per annum and guidance from
2000-01. The impact of the appraisals and guidance will be
assessad by the use of performance indicators.

Target 13:

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

Target 14:

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

Target 15:
The Department to ensure that all NHS Trusts set a target of at
Jeast 3 per cent in 2000-01 for procurement savings and that

delivery of these savings is monitored.
Target 16:
Increase the average generic bing rate of all practices in

Enghndln??peruntbrﬂﬂeer-dofhﬂmhﬂlu.mamdlmhe
position at the quarter ending Seplember 1938 of 63 per cent

Target 17:

Maove at least half of those practices with a generic prescribing rate
mﬁnﬂyb:hw#ﬂpermntm:bweﬂmhdhymmﬁ
March 2002, from a baseline of 598 practices < 40 per cent to 295

practices < 40 per cent.

Target 18:
A 50 per cent reduction in prescription charge evasion {compared
to 1968 levels) by the end of 2002-03.

Measure

Percentage of GP
surgeries connected to
NH5nel.

Mumber of appraisaks
of new or existing
technologies.

Results of surveys.

Owerall delivery of
PSA targets.

Asgessed as part of the
national efficiency
targets (unit costs) and
calewlated on a regional
basis.

Percentage generic
peescribing rate of GP
practices.

Proportion of GP
practices with a generic
prescribing rate below
40 per cent moved
abowe 40 per cent.

Percentage reduction in
prescription charge
evasion,

Progress

Met:

Virtually all computerised GP Practices have been
connected. There are likely to be some dispensations
agreed for a small number of surgeries whire it would
not be practical or cost-effective to install 2
connection for a short perod (e g where the GF is
about to retire, or working from temporiny premises)
increased bandwidth is now being provided to make
IWNHSner services more efficient.

Met:

MICE complated 31 technology appraisals or reviews of
technology appraisals during 2000 and 2001 Between 1
January 2002 and 31 December 2002 NICE completed
23 appraisals (including 1 review of an appraisal) to give
a total of 54 completed appraisals, many of which
covered more than one technology, There are a further
75 appraisals (of which 4 are reviews) in its work
programme for 2003, The Department now assesses
the workboad of NICE using an mproved measure
which applies different weights, known as ‘appramsal
units' to different appeaisalks. These take account of
complexity and the number of technologies covered by
incividual appeaisals. The new measure does nol map
directly to the 1998 PSA target but MICE is estimated to
have produced 31.5 appraisal units in 2002,

Met:

GP Survey results published October 1999,

CHO survey results published in December 2000,
Cancer survey results were publshed in
Spring/Summes 2002,

In 2002, the first survey of acute trsts took place,
which led to each of the 176 participating
prganisations receiving their cwn results later that year,
The 2002 ‘star ratings’ were also informed by the
survey results. Trusts are expected to use the results as
the basis for kocal senvice developments/ improvemnents
and to convey key survey outcomes (and foliow-up
acticomns) within the kocal Patient Prospectus.

The primary care survey also took place in 2002,

CHI is now the bead organisation for development of
the survey programms

Mot
The best measure of health authority efficiency is the
extent 1o whech other targets have been achieved.

Metk:

MHS trusts had their ron-pay budgets reduced by an
equivalent amount. The NHS Purchasing and Supplies
Agency monitored delivery, in conjunction with the
Audit Commission,

Met:

April to September 2001 the average generic
prescribing rate in England was T5.8 per cent.
In 2002 this increased to 78 per cent.

Met:
75 practices < 40 per cent, December 2000 data.
34 practices < 40 per cent, Apail 02 to January 03
data.

On course:
Bebween November 1998 and July 1999, thire was a
reduction in patient prescription charge evasion

wtical patient fraud) of £48 million, around
41 per cent. (A review will be carred out in May 2003,
which should show that this target has been met.)
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SeTvices - progress

PSA Target

Target 1
£15 million savings from action on contractor fraud (representing
£6 million in cash recovenies and £9 million in prevention sawings)
over the perod 1999-00 to 2001-02,

Target 20:

Promate independence by reducing nationally the per capita rate of
growth in emergency admissions of people aged over 75 to an
annual average of 3 per cent over the five years up o 2002-03,
compared with an annual average rate of 3.5 per cent over the last
five years,

Target 21:

Improwve the delivery of appropriate care and treatment to patients
with mental illness who are discharged from hespital and reduce
the national average emergency psychiatric re-admission rate by

2 percentage points by 2002 from the 1997-98 baseline of 14,3 per
cent.,

Target 22;

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

Target 23:

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

by October 1969

PSA Target

Target 24:

Improve the continuity of care given to children looked after by
local authorities by reducing to no more than 16 per cent in all
authorities, the proportion of such children who have three or more
placements in one year by March 2001. As many as 30 per cent of
childsen currently experience 3 or more placements per year in
soms authorities, within a national average of 20 per cent.

Target 25:

Improve the educational attainment of ehildren looked after by
local authorities, by increasing to at least 50 per cent by 2001 the
propartion of children leaving care aged 16 or above with a GCSE
or GNVO qualification and Lo 75 per cent by 2003, Data published
farlhe first time in October 2000 set a baseline figure of 30 per
cent.
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Measure

Increase in amount
recovered from action
on confractor fraud
and reduction in
money lost through
prescription fraud
perpetrated by NHS
contractons.

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

AVETAZE EMEngency
peychiatric admission
rage.

Value of efficiency and
ather value for money
SAVINgS,

Percentage of Local
Authorities with action
plans,

Measure

Percentage of
authorities with more
than 16 per cent of
children looked after
whe have 3 or more
placemeants.

The percentage of
children leaving care at
age 16+ with a GCSE
or GNVG qualification.

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

Progress

Met:

Between December 1998 and February 2002 £7 47
million was recovered from action on contractor
frawd, Prevention savings of £9.3 million have been
made between December 1998 and March 2002,

On course:

From year end 1997-98 to year end 2001-02, annual
Aaverage per capita growth rate of emergency
admissions of people aged 75 and over was 0.8 per
cent.

Hearly met:

Paychiatnc re-admission rate in 2001-02 was 12.7 per
cent narrowly missing the target by 0.4

points, However, with the implementation of new
service models such as assertive outreach, early
intervention and crisis resgluticn, further falls in
re-admission rates are expectad, though this might
not manifest itself until 2002-03 and beyond.

Nearly met:

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

Mt

All Local Authorities had action plans in place by
October 1999 in accordance with the terms of the
‘The Promoting Independence Grant’.

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

Progress

Met:

Final child bevel data show that in 2001-02 65 per
cent of councits met the 2000-01 target [compared to
49 per cent in the previous year]. The target has been
met on a national Evel. with 15 per cent of children
looked after in England having three or more
placements during the year.

Not met (2001 target):
Latest data shaws that for year ending 31 March
2002, 41 per cent of young people leaving care aged
16 or over achieved at least one GCSE or GNVO
qualification. Given that the data is at the
paoint at which the young persan leaves care, this data
ft'l’lerhﬂ GCSE performance in summer 2007 and
earlier,
In the light of the forthcoming SEU report on
education for looked after children the equivalent
foor 2003-2006 has been revised to:
Substantially narmowing the gap between the
educational atfainment and participation of children in
care and that of their peers by 2006,



* Target 25: continued

26
By 2004, ﬂleg?pomon of children aged 10-17 and looked after
continuously for at least a year, who have received a final waming
o conviction, should be reduced by one-third frorm September
2000 position. To reduce the proportion from 10.8 per cent to 7.2

per cent.

Target 27:

Reduce the proportion of children who are re-registered on the
child protection register by 10 per cent by 2002 from the basedine
for the year ending March 1997 of 18 per cent of children on the
child protection register being re-registered (iLe. target of 17.2 per
cent re-registrations to be reached by 2002).

Measure

PAF Performance
Indicator C18, which
cormpares the
prevalence of final
wamings and
conwictions among
looked after children
with their peers.

The proportion of
children registered
during the year on the
Child Protection

Register who had been

previously registened,

Progress

This target wil have been achieved, if by 2006:
+ putcomes for 11 year olds in English and maths are

at least 60 per cent as good as those of their peers;

s the proporion who become disengaged from

education is reduced, so that no more than 10 per
cent reach school leaving age without having sat a
General Certificate of Secondary Education (GCSE)
equivalent exam; and

» the proportion of those aged 16 who get

qualifications equivalent to five GCSEs graded

AR .C has risen on average by 4 percentage points
each year since 2002; and in all authorities at least
15 per cent of young people in are achieve this level
of quakfications.

Target changed:

Following the SR3000. the wording of this target was
changed to “Improve the Life Chances for children in
care by giving them the care and guidance needed to

narrow the gap in offending between looked after

ehildren and their peers®. By 2004, the proportion of
children aged 10-17 and looked after continuowsly for
at least & year, who have recefved a final waming or

conviction, should be reduced by one third from
September 2000 position. This provides a target to
reduce the proportion from 10.8 per cent to 7.2 per
cent. See third bullet of target 7 of the 2000 PSA

Mgt
14 per cent re-registrations, 2001-02 data

Departmental Operations and PSA Productivity Target Analysis

Objective V: To assure performance and support to Ministers in accounting to Parliament and the public for the
overall performance of the NHS, Personal Social Services (P55) and the Department of Health.

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

;mm

28:
Wm efficiency and other value for money gains in
Deparimental equivalent of 2.5 per cent in 1999-00,
2000-01 and 2001-02 while fulfiling the Department’s business
mln the running costs total (measured by the annual rate

Target 2%
Payrnent of all undisputed invoices within 30 days or the agreed

contractual terms if otherwise specified (measured by percentage of

payments paid on time).

Target 30
To corftinue to regularty and systematically review senvices and
over a 5-year period, in line with Government policy in
the handbook Beter Quality Services. It will agree a programme
1999 setting out which services will be reviewed
uﬁmmﬂﬂmmﬁuﬁmmwuhﬂﬁapﬂ:enmf
services by March 2003, -

Measure

Delivery of the Business

Plan objectives within
the running costs
settlerment.

Percentage of
payments made on
tirre,

Percentage of services
reviewed.

Progress

Met:
The Department met its Business Plan objectives
within the three-year running cost settlement agreed

Partly met:
During 2002-03 the Department paid 94.46 per cent
of imvoices within 30 days.

Partly met:

Specific Better Quality Senvices reviews were
overtaken by a fundamental review of services and
activities within the Department carried out in the
spirit of BOS, which generated a programme of
incremental and on-going change that focuses on our
Delivery Contract and aims to improve efficiency and
effectivencss.
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services = progress

PSA Target

Target 31:

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

Target 32:

As part of the new Framewark for Managing Human Resources in
the MHS, targets for managing sickness absence have been set
comistent with the Cabinet Office recommendations of a reduction
of 20 per cent by April 2000. Performance improvement targets will
also be set for NHS Trusts on Managing Violence to Staff in the
MHH35 aimed at reducing the levels of absence due to sickness or
injury cawsed by violence,

Target 33:
To propose targets for reducing staff sickness absence as agresd
with the Cabinet Office.

Target 34:

The Department of Health will also be taking steps to improve the
effectiveness of intemal purchasing, based on the
recommendations of the CSR report on improving civil government
procurement. Mew [T systems will be introduced (o mprove
procurement, and better training and guidance will be given to
staff. Key targets are:

a) Decisions on best use of the Government Procurement Card in
the Department by lanuary 1994;

b} Creation of & procurement database giving information on
suppliers to the Depantment of Health staff by March 1999

c) Creation of a website giving information on Department of
Health procurement to suppliers by December 1999,

16

Measure

Percentage of business
undertaken
electronically,

Measurernent of the
time staff are absent
from woek as a

proportion of staff time
available.

The number of sick
diys per staff year.

Decrion made within
time scale.

Establishment of a
database onto which
suppliers can enter
details through the
Intermet.

Establishment of a
wabsite that is
accessible, by suppliers,
through the Internet.

Progress

Mat:

There are currently 41 Electronic Service Delivery
(ESD) services identified by the Department as
suitable for electronic delwery and progress reports
are made on & quarterdy basis to the Office of the
e-Envoy. Two of these have been transferred fo the
Home Office, and are no longer the respansibility of
the Department of Health. A third was passed to the
DVP on 1 April 2003, OF the remaining 38 key ESD
services, some 42 per cent (a total of 16 services)
were able to be delivered electronically as at 1 April
2003 against the target of 25 per cent to be achieved
by 2002,

Mo change:

Targets have been set for managing violence and
sickness absence:

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

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

Sickness figures collected by calendar year, In 2000,
the national sickness absence level was 468 per cent,
which remained virtually at the same level in 2001.
Figures have been publshed as part of the NHS
Performance Ratings.

Figures on reported incidents of wiolence and verbal
abuse for 2001-2002 will be published shortly with
the results of the NAD suniey on vioénce.

Met:

The Department agreed with Cabinet Office and the
Treasury targets for reducing its levels of sickness
absence. We aimed to bring the absence levels down
to 7.9 days per staff vear by 2001 and down to 6.8
days per staff year by 2003, The Department is
currently piloting a new electromic system for sickness
reporting which will reduce the level of under
reporting in this area,

Met:

Following a pilot scheme, the Government
Procurement card is now available to al cost centre
managers within the Department.

Met late:
Database was established by April 2000,

Met:
Webiite went live Decernber 1998,



Departmental Public Service Agreement Targets Analysis (2000)

The 1998 Comprehensive Spending Review (C5R) made an important step forward in delivering improvements in services, through
the innovation of Public Service Agreements (PSAs). The 2000 Spending Review continued that process by setting out further targets
including targets on improving value-for-money and efficiency. It signalled the Government’s priorities and its strategic agenda for the
next three years,

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

Objective I: Improving health outcomes for everyone.

v
PSA Target Measure Progress
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Target 1: Death rate from heart Heart Disease/Cancer/Suicide & Undetermined
Reduce substantially the mortality rates from major killers by 2010: disease and stroke and  Injury
from heart disease by at least 40 per cent in peaple under 75; from related illnesses Targets monitoring data for England for 2001 are not
cancer by at least 20 per cent in people under 75; and from suicide  amongst people aged yet available because of the need to incorporate the
and undetermined lnl:glb? at keast 20 per cent. Key to the under 75. effects of the 2001 Census &n the population
delivery of this target will be implementing the Mational Service Death rate fram cancer denominator. Death rates for the years 1995-2000
Frameworks for coronary heart disease and mental health and the amangst people aged will then need to be re-based accordingly. Data on
Matignal Cancer Plan. under 75, the revised basis should be available shorily, In
E addition, following the tenth revision of the
D"’:“‘ rafte fm!“;:“"'“d‘ intermational Classification of Diseases, there will be a
and undetermin deseriptive change wherein "suicide” will be replaced
injury with "intentional self-harm”
Heart Disease - Too Soon to Assess:
Latest available data (for the 3 years 1998-2000)
owverlap the start of the CHM health strategy in July
1999, Therefore too early yet to assess the full effects
of Our Healthier Mation and the Coronary Heart
Disease Mational Service Framework [N5F) and the
NHS Flan. Data for 1998-2000 (3 year average) show
a rate of 12005 deaths per 100,000 popudation - a
reduction of 13.7 per cent from the baseline (1335-
97). Movement o date is towards the target,

Cancer — Too S00n to Assess:

Too early yet to assess the full effects of Our Healthier
Mation and the MHS Cancer Plan due to the reasons
stated above, but data for 19598-2000 (3 year
average) show a rate of 130.9 deaths per 100,000
population - a reduction of 6.3 per cent from the
baseline (1955-57). Movement to date is towards the
target.

Suicide and Undetermined Injury - Too Soon ta
Agsess:

Too eardy yet to assess the full effects of Dur Healthier
Mation and the Mental Health National Service
Framework (MSF) and the NHS Flan due to the
reasons stated above, A National Suicide Prevention
Strategy was published in September 2002 and a5 this
is implemented it will contribute to reducing the
suicide rate in line with targets. Data for 1996-2000
{3 year average) show a rate of 9.4 deaths per
100,000 population — a rise of 4.0 per cent from the
9.1 baseline (1995-57}

Target 2: 1. Mortality in infancy Infant Mortality - Too soon fo assess:
Cur is to narrow the health gap in childhood and by social class. The data are updated annually, and national data for
th life between socio-economic groups and between the 2001 were published in November 2002 bul these
Mdep:mamumuumﬂnfunmunuy.smiﬂcmﬁmf owerlap the baseline period, 50 it s too soon to
mmmmﬂmmmwm1 (hased on 1997-99 comment on change. The target i being redefined to
figures): take account of the change to a Mew National Statistics
1. Starting with children under one year, by 2010 to reduce by at Sacio-economic Classification from 2001 omwands,
least 10 Wmmwmmmbetwmmuﬂnew whcﬂthctirge‘twﬂlhﬂelmnmaltdmlemni

manual and the n as a whole, *routine and manaual’ ps. Infant mortality rates are

LApy e higher among, chidresﬁuhm fathers are employed in
manual occupations than among the total population,
and this gap has widened in the most recent years.
Latesst figures for England & Wales (1993-01) show
that the overall Infant martality rate (for all social
classes) is 5.3 per 1,000 live births, compared with 6.0
pm.mfmmm“umulmmgmmmnm
ald basis), The target alms to narrow this gap by 2010,
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PSA Target Measure

2. Starting with local authosities, by 2010 to reduce by at least 10 2. Life expectancy by
per cent the gap between the quintile of aneas with the lowest Local Authority.
life expectancy al birth and the population as a whole.

3. By achieving agreed local conception reduction targets, to 3. The under 18
reduce the national under 18 conception rate by 15 per cent by conception rate.
2004 and 50 per cent by 2010, while reducing the level of {number of
inequality in rates between the worst fifth of wards and the conceptions o under
average by at least a quarter, 1B year olds, per
thousand females
aged 15-17.)

Progress ]

Life Expectancy — Too $0on o access:

The data are updated annually. The mast recent data,
published in February 2002, relate to the period 1998-
2000. They pre-date the setting of the target soitis
too soon to comment on change. Ower the last year,
the gap between the quintile of areas with the lowest
life expectancy and the national average has stayed the
same for both sexes. Changes in MHS structure from
April 2002 induded the abolition of HAs, so the target
has been reformulated in terms of Local Authorities
{LAs). Revised historic data using population
estimates based on the 2001 Census will be available
later in 2003. The revisions will result in signaficant
changes in the life expectancy levels and trends for
some LAs and for the worst fifth of LAs as a whole.

Under 18 Conception Rate = On Course:

The under 18 conception rate fell by 10% per cent
between 1938 and 2001, Every top tier local authaority
is implementing a 10 year local Pregnancy
strategy. These strategies and annual rd action
plans, set out to defiver under 18 conception rate
reduction targets of between 40 and 60 per cent by
2010. This will underpin delvery of the national target
while reducing the level of inequality in rates between
the worst fifth of wards and the average by at least a
quarter. The second full year of implementation of
local strategies ended in March 2003,

All 30 action points set out in the Teenage Pregnancy
Strategy will have been implemanted. On 27 fune
2002, the Government Response to the First Annual
Report of the Independent Advisory Group on
Teenage h‘egnmcypewas launched, buildin; on the
recommendations made by the Advisory Group to set
oul & new farward action plan for the next phase of
implementation. This demonstrates an ongong
collective commitment to continuing a joined -up
approach to tackling teenage pregnancy. The
Advisary Group's Second Annual Report is due to be
published in Spring 2003,

Objective II: Improving patient and carer experience of the NHS and Social Services

PSA Target Measure

Target 3: DH monthly central

Patients will receive treatrment at a time that suits them in data collection from

accordance with their chinical need: two thirds of all outpatient January 03, Supersedes

appointments and inpatient elective admissons will be pre-booked the Modernisaton

by 2003-04 on the way to 100 per cent pre-booking by 2005, Agency monthily
project progress
reports.

Target 4: Humber of patients on

Reduce the maximum wait for an outpatient appointment to MHS waiting lists,

3 months and the maximum wait for inpatient treatment to
& months by the end of 2005,

18

Progress

On Course:

A monthly DH eentral data collection has been
introduced from January 03. The manthly data
collection will capture full bookings and partial
bookings a3 they ane added to the waiting list. This
will allow more rigorous monitoring of progress
towards beaking milestones and targets. A Data Set
Change Motice is being issued to the service in
support of the new monitering arangements.

The Modernisation Agency National Booking Team is
assisting challenged Trusts to work towards achieving
key booking milstones and targets.

From April 2003, SHAs were responsible for
managing and developing booking locally as part of
their Local Delivery Plan.

Walting Times:
Inbesim targets by March 2003:
On Course:
Maximum wait of 5 months (21 weeks)
* September 2002 - 31,622
» December 2002 - 19,203
{ME: Collection of figures for 5 month waiters only
began in 2002-03)

Inpatient Waiting Times:
Interim targets by AMarch 2003:



E»Tamet Measure

Target 5: : Results of Surveys
To Secure year-on-year improvements in patient satisfaction/ Findings of Surveys
ﬂp‘m. H'dl-l’dmsi canverted' into
(i) Standards of cleanliness and food, as measured by independently  summer 2002
audited local surveys. Performance Ratings.
ol S Patient prospectus to
{H) PALS conving (by end April 2002) s e ocal inalings

Finclings used locally,
nationally and within
cancer networks.
Cuarterly Monitoring
Compliance by NHS

Trusts for 2001 targets.

Progress

On Course:

Maximum wait of 12 months
= Spptember 2000 — 50,269
= September 2001 - 44,132
+ September 2002 = 16,689
= February 2003 - 6,717

The MHS Irmplernentation Plan set a target to reduce the
maximurm inpatient waiting time to 12 months by the
end of March 2003, At end February 2003, there were
7 English residents wasting longer than 15 months for
inpatient treatment. The vast majority of Trusts have
eliminated waiting times of over 15 months and are
now concentrating on reduting the number of wailers
waiting more than 12 manths. The subsequent PPF set
a target to reduce 12 month waiters by end Manch
2003, Trusts ane now working towards this target

Sunveys:

The inpatient (acute Trust) and GF Services sunveys
were completed in late speing and the results will
provide a benchmark to measure progress against
future survey data and have been used to inform the
20037 “star ratings’ on a variety of issues, including
haspital food and deanliness, Trusts were asked to
indicate the key findings so that they could be used as
the basis for local action plans as well as provide a
“Havour” of such findings for inchesion in the local
PCT-produced Patiend Prospectus leaflets. produced
last askurmn.

i thie inferim, the Department is Measuring progness
in ceanliness and hospital food throwgh Patent
Ernaronment Action Teams (PEAT) inspections and the
Better Hospital Food Programimd,

Resporsibility for administering the national patient
survey programme has transfemed to CHI. This year
{in time 1o inform the 2003 star ratings), surveys will
take place in the acute sector (outpatients and AKE),
and PCTs. A survey of Mental Health services ic also
under development.
Cleanliness = On Course:
Standards of cheankiness have improved significantly
through the £60 milkon clean up campaign
Independent inspections teams. that include patients,
show that the number of hospitals rated as “green’
standards of cleanlingssh has increxsed from
44 pir cent to nearly 60 per cent of hospitals (464)
since Autumn 2001, The remainder are rated a5
‘amber. Mo hospitals are rated as red” which is a
significant impeovement from three yedrs g0 when
35 per cent (253 hospitals) wene rated as red,
Hospital Food - Partly Met:
The first set of results from food inspections show that
118 hospitals are rated as having good ity food
with 554 (81 per cent) having food rated as
acceptable, Food provided at 2 per cent of hospitals is
poor and are receiving support under the Betler
Horspital Programmi bo raise standards for their
ients

H ng - On Course:

The NHS Plan promised that half of all hospitals would
have ward housekeepers in place by 2004,
Housekeepers will improve the ward enviranment by
making sure the ward is ceaned property and is kept
chean, making surepaﬁcnumwmdedmtlﬂm that
mests their needs, and ensuring that equipment on the
ward works . Ower £14m has been nvested in
introducing . This has been targeted at
trusts whe have demonstrated commitment to
achieving the target, and has released staff and

of, i energy bo make rapid progress. This
approach follows the principles of Shifting the Balance
of Power and eamed autonomy - 280 trusts showing
commitment to the programme have received
non-recurrent funding. As at Movernber 2002, over

31 per cent of hospitals either have an established
housekeeping senics or have pioted services - for larger
hospitals (owver 100 bexds) this rises b0 over 40 per cent.
Patient Liaison Services (PALS)
Mpamnlumemna«hmmuhplace.
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Objective IlI: Effective delivery of appropriate care

PSA Target

Target 6:

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

Target 7:
Improve the life chances for chaldren in care by:

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

= Improving the educational attainment of children and young
people in care by increasing from 4 per cent in 1998 1o 15 per
cent by 2003 -04 the proportion of children leaving care aged 16
and over with 5 GCSES al grade A*-C,

20

Measure

1} Reducing preventable
haspitalisation:
reducing growth of
the per capita rate of
EMETgEncy
admissions and
ensuring that the rate
of emergency re-
admissions within 28
days of discharge
from hospital does
not increase.

i) Reduction in delay:
reduction in the
average number of
beds occupied by
people aged 75 and
over who have their
discharge delayed.

The percentage of
employmeant training or
education amongst
young peaple aged 19
whin were looked after
by coundils on 15t April
in their 17th year as a
percentage of all young
people of the same age
in their area.

O data collection -
the percentage of
children leaving care at
16+ with 5 or more
GCSEs at grade A==C.

Progress ]

N

[

|

1
Emergency Admissions - On Course: ]
From year-end 1997-98 to year-end 2001-02, annual |
average per capita growth rate of emengency
admissions of people aged 75 and over was 0.8 per
cent.

Delayed Transfer of Care and Emergency
Re-admissions = Met:
Both eferments of this target have been met.
In 2002-03 the target for bath Delayed Transfer of
Care and Emergency Re-admissions shifted from
being for over-75s to being for patients of all ages.
From March 2000 to December 2002 the proportion
of ‘acule’ beds occuplied by patients aged over 75 for
which the patient's transfer was delayed fell by 3.9
points. Further reductions have ocourned
i 2002-03 on an all age basis.
The on of patients of all ages occupying an
'uuﬁdﬂvﬂma Delayed Transfer has fallen by 0.7
percentage points between March and December
2002. From 1999-2000 to 2001-02 the rate of
Emergency Re-admission for patients aged over 75
fell by 0.1 per cent. The forecast rate of emergency
readmission for patients of all ages for 2002-03,
based on the Quarter 3 2002-03 information, is 0.1
percentage points higher than the 2001-02 rate for
patients of all ages.

Educational Attainment of Children Leaving Care -
On Course:

On course o achieve the 75 per cent set for 2004,
Data collected and published for the first time in
Movember 2002, In year ending 31 March 2002, 46
per cent of care leavers known to be in education
training or employment on their 19th birthday
compared with 86 per cent of all children, The level
for care leavers is therefore 53 per cent of that for all
young peaple in the same area. This data covers
young people who became care leavers prior to the
Children {Leaving Care) Act being implemented. Data
for year ending March 2003 will be available later in
the: year

Educational Attainment of Children Leaving Care -
Slippage:
Latest data for year ending 31 March 2002 showed
that 5 per cent of care leavers achleved 5 or more
GCSEs at grade A*-C, no change from the previous
year.
Data for year ended March 2003 will be available
later in the year.
This target has been revised and a new SR2002 (PPF
2003-2006) target was anncunced on 31 March:
= Substantially narrowing the gap bebween
educational attainment and p»aﬂmpumn of children
in care and that of their peers by 2006,

The target will have been achieved if, by 2006:

* Qutcomes for 11 year olds in English and maths are
at least 60 per cent as good as those of their peers;

* The propartion who become disengaged from
education is reduced, 5o that no more than 10 per
cent reach school leaving age without having sat a
General Certificate of Secondary Education (GCSE)
equivalent exarm; and

* The proportion of those aged 16 who get
qualificaitons equivalent to five GCSEs graded A®-
C has risen on average by 4 percentage points each
year since 2002, and in all authorities at least 15
per cent of yvoung people in care achieve this level
of qualifications.



 PSA Target

~ * Givin them the care and guidance needed to narmow the gap in

) a-ﬁen%lngbe‘l‘#aen after children and their peers. By 2004,

g ﬂumdmafdmagﬂ1ﬂ-17mmt!diﬂtr
mﬁmmﬁlyfumleaﬂayw,wimhawmimdaﬁnalwamng
‘o conviction, should be reduced by one third from Septerber
2000 position. This provides a targe! to reduce the propartion

" from 10.8 per cent lo 7.2 per cent. This target has also been

adopted as part of the Department of Health's SR2002 P3A targel.

» Maximising the contribution adoption can make to providing
i ¢ families for children without compromising on quality,
" so maintaining current levels of adoptive placement stabality.
i Specifically, by bringing councils' practice up to the level of the
best, by 2004:

- toincrease by 40 per cent the number of looked after children

who are adopted, and aim to exceed this by achieving, if possible,

a 50 per cent incréase, up from 2,700 in 19332000,

— to increase to 95 per cent the propertion of looked after
childhren placed for adoption within 12 months of the decision
that adoption is in the child's best interests, up from B1 per cent
in 2000-01.

Target 8:

Increase the participation of drug users in drug treatment
programmes by 55 per cent by 2004 and by 100 per cent by 2008
and increase year on year the proportion of users successtully
sustaining or completing training programemes.

Objective IV: Fair access

Target o
Guaranteed access to a primary care professional within 24 hours
and to a primary care doctor within 48 hours by 2004.

Objective V: Value for money

 PSA Target

10
mHHEMIM trusts which perform wedll
against indicators of fair access, quality and responsiveness, will
become the benchmark for the NHS. Everyone will be expected o
raach the level of the best cver the nest 5 years, with agreed
milestones for 2003-04.

Measure

Youth Offending.

FAF C18: Final
Warnings &
Comvictions of Children
Looked After.

The number of looked
after children adopted
during the year.

The percentage of
those looked after
children who arne
adopted during the
year wiho were placed
for adoption within 12
maonths of the best
inberest decision.
imieasured using AD
data coflection),

The percentage of those
looked after rer
whose placement for
adoption ended during
the year, whose
placement ended as a
result of an adoption
order bﬂl‘? e,
{Measured through the
SE0A 503 retum).

Retums from the
Mational Drug
Treatrnent Monitoring
System, which provides
details on the numbser
of, drug misusers
entering treakment.

Measure

PCT progress towards
meeting the target is
measured through the
SaFFR process and will
be reflected in the PCT
star ratngs.

The SaFFR incorporates
the Primary Care
Meccess Survey which
requires PCTs to
contact all of their
practices on a specific
day to monitor the
national access target.

Measure

Reference Cost Index.

Progress

Youth Offending - On-going:

Target agrecd Novernber 2001 of reduction from 1008
per cent fo 7.2 per cent, to be reached by 2004,
September 2001 position showed a reduction 1o
10,4 per cent. Data for 2002 will be available in
Spang/Summer 2003

Adoption - On Course:

3,400 children were adopted from care in 2001-02,
25 per cent more than in 1999-2000. There is likely
to be a further increase in the number of adogtions in
200203

20 per cent of looked after children adopted during
200102 were placed for adoption within 12 months
of the decision that adoption is in the child's best
interest, This is a slight drop from B1 per cent in
2000-01, however, it was anticipated since the
introduction of the Adoption Register would resuft in
achieving adoption for children who had already been
waiting for long periods for a suitable family,
Placement stabifity was maintained, with 92 per cent
of placements for adaption that ended in 2000-01
doing 5o as the result of the making of an adoption
arder - the same rate as 1998.2000. We will have
data for 200102 in Spring 2003

Participation in Drug Treatment Frogrammes —

On Course:

Encouraging progress in first year. The latest position
i that in the period 2001-02 there was an incréase
of & per cent In numbers presenting for treatment.
Duata on the proportion of users successfully
sustaining or completing training programmes wil be
available in Summer 2003,

Progress

Primary Care Access = On Course:

The results of the February 2003 survey showed that

natiomally:

— 86 per cent of patients were able to be offered a
GP appointment within 2 working days; and,

-B:?purmﬂnfpalimtsmab!tmbuuﬂmdn
primary care professional appointment within 1
waorking day against the milestone for March 2003
of 50 per cenl.

Progress

Reference Cost Index — On Course:

The MHS Trust Mational Reference Cost Indices for
1999-2000, 2000-01 and 2001-02 provides evidence
on the extent to which variation in performance is
reducing. The dispersion of costs between MHS Trusts
a5 measured by the standard deviation of the
trimmed market forces factor adjusted Reference Cost
Index (RCI) for NHS Trusts, has been decreasing, The
standard deviation has fallen from 24.6.1n 1599-2000
to 21.2 in 2000-01 and to 169 in 2001-02. The
range between the minimum and maximum RCl
scpres has also narrowed over this period, from 225in
1995-2000 to 138 in 2001 -02.
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Departmental Public Service Agreement Targets Analysis (2002)

Further to the 1998 and the 2000 Spending Reviews the 2002 review continued the process of delivering improvements in services,

through the innovation of Public Service Agreement targets (PSAs). The targets from that review are laid out in the table below.
Departmental public service agreement targets (SR 2002) analysis

Objective I: Improve Service Standards

Target 1

Beduce the maximurm sait for an outpatient appointment to 3 months and the mazimum wait for inpatient treatment to 6 months by the end of 2005,
and achieve progressive further cuts with the aim of reducing the maximum inpatient and day case waiting time to 3 months by 2008

Target 2
Reduce to fowr hours the maximunm wait in ARE from arrival 1o admission, transfer or discharge, by the end of 2004; and reduce the proportion waiting
ower ane hour,

Target 3
Guarantee access to a pramary care professional within 24 hours and to a primary care doctor withen 48 hours from 2004,

Target 4
Ensure that by the end of 2005 every hospital appointment will be booked for the convenience of the patient, making it easier for patients and their GPs
to choose the hospital and comsultant that best meets their needs.

Target 5

Enhance accountabshity to patients and the public and secune sustained national improvements in patient experience as measured by independently
validated surveys.

Objective ll: Improve Health and Social Care Oulcomes for Everyone

Target &

Reduce substantially the mortality rates from the major killer diseases by 2010: from heart disease by at least 40 per cent in people under 75; from cancer

by at least 20 per cent in people under 75.

Target 7
Improve Ife outcomes of adults and children with mental health problerms through year on year improvements in access to crisis and CAMHS services,
and reduce the mortality rate from suicide and undetermined injury by at least 20 per cent by 2000

Target 8
Imprawve the quality of life and independence of older people so that they can live at home wherever possible, by increasing by March 2006 the number
of those supported intensively to e at home to 30 per cent of the total being supported by soclal sendces at home of in residential cane,

Target 3
Improwe life chances for children, including by
* Improving the level of education, training and employment outcomes for care leavers aged 19, so that levels for this group are at least 75 per cent of

those achieved by all young people in the same area, and at least 15 per cent of children in care attain five good GCSEs by 2004; (The Government will

review this target in the light of a Social Exclusion Unit study on improving the educatienal attainment of children in care).
* Marrowing the gap between the proportions of children in care and their peers who are cautioned or convicted; and
* Reducing the under-18 conception rate by 50 per cent by 2010,

Target 10

Increase the participation of problem drug wers in drug treatment programmes by 55 per cent by 2004 and by 100 per cent by 2008, and increase year
on year the proportion of wsers successfully sustaining or completing treatment programmes.

Target 11

By 2010 reduce inequalities in health outcomes by 10 per cent as measured by infant mortality and life expectancy at birth.

Objective IlI: Improve Value-for-Money

Target 12
Malue-for-money in the MHS and personal secial services will improve by at least 2 per cent per annum, with annual improvements of 1 per cent in both
cost efficiency and service effectiveness.
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‘Targets from Cross-Departmental Reviews

The 2000 Spending Review was informed by fifteen cross-
| departmental reviews of issues that might benefit from a joint
| approach involving two or more Government departments.
some of these reviews resulted in targets which appeared in the
Department’s Public Service Agreement. The 2002 Spending
Review involved a further seven cross-departmental reviews,
including a review on health inequalities.

Health Inequalities

26 The Government has launched the most comprehensive
programme ever mounted in this country to tackle health
inequalities. This work is led by the newly established Health
Inequalities Unit (HIU) in the Department of Health who have
responsibility for driving delivery of the Government’s health
inequalities strategy working across Departments and agencies at
local, regional and national levels, including the NHS.

ON THE GROUND:

® Bradford Hospitals Trust has been selected as the UK partner
in a European initiative aimed at improving hospital services
for migrants and ethnic minarities. This will help to develop
culturally adequate family support and betier patient
experiences in using hospital services.

2.7 Building on earlier work = particularly the Independent
Inquiry into Inequalities in Health (Acheson) report - bath to
understand the health inequalities problem and to consult across
sectors on actions to tackle health inequalities, the Government
undertook a cross cutting Review on health inequalities. A
surmmary report of the Review was published in November 2002
and can be found at: http://www.doh.gov.uk/healthinequalities.

28 The HIU is now leading work to develop a cross-
Government Delivery Plan focusing on the action needed to deliver
the strategy. It will set out what must be achieved on tackling
inequalities and by whom, the time-scales involved, and how
progress will be monitored. The plan is due to be published in the
summer and will be available on the health inequalities web-site

Action Against lllegal Drugs

29 The aim of this initiative is to create a healthy and
confident society, increasingly free from the harm caused by the
misuse of drugs. The latest position is that in the period 2001-02
there was an 8 per cent increase in the numbers presenting for
treatment. There needs to be a year on year increase of 7 per cent
in those entering treatment to achieve the target of increasing the
numbers in treatment by 100 per cent by 2008. The Department
of Health and the National Drug Treatment Agency continues to
be on track to meet this target. The National Drug Treatment
monitoring System (NDTMS) which provides data on trends in the
use of drug treatment services is currently being upgraded and its
new software will be on-line from April 2003.

Children at Risk

210 As part of the last spending review the Government
conducted a Cross-Cutting Review (CCR) of Children at Risk to
determine spending priorties from 2003-04 to 2005-06. The
principal aim of the review was to address the need for better
focusing and co-ordination of preventative services in respect of
children and young people who face multiple risk factors or difficult
points of transition, Success in this area is crucial to fulfilling the
Government's objectives of raising educational attainment,
reducing youth crime and tackling health inequalities, which
underpin the commitment to abolish child poverty in a generation.
The review makes recommendations advocating change and
improvement to integrate the lessons of targeted initiatives into
mainstream services, to better join up services for children and
young people, to fill gaps in services and to improve poor services.

Cross-Government Initiatives

Sure Start

2.4 Children need the best possible start in life so they can
flourich when they go to school and in their later years. Sure Start
provides services for children, parents and communities across the
country.

212  Sure Start local programmes aim to improve the health
and well being of young children under 4 and families, in the most
disadvantaged areas.

2.3 Each local programme is tailored to meet local needs, but
they all deliver a range of core services: accessible ante-natal
contact and support, not focusing only on the birth, but including
practical and social support; help accessing advice on child
health and development: and enhanced childcare, play and early
learning opportunities. Programmes visit all families following the
birth of a new baby to explain the services available, which is vital
for the early identification of individual needs. Each Programme
also offers parents access to help and advice on issues ranging from
healthy eating to training for work.

2.14 Sure Start's target was establishing at least 500 Local
Programmes by 2004, reaching around 400,000 children under 4,
a third of all those living in poverty.

215  The target will in fact be exceeded, as 450 programimes
are now operational (April 2003) and a further 74 are in
development, so 524 will be up and running by Summer 2003. In
addition, a further 46 ‘mini’ Sure Start programmes are in place in
rural communities and areas with pockets of deprivation and
together they are reaching around 7,500 children under 4.

316  Parental involvement in planning and management Is
high in many programmes, though the nature of the participation
varies, whilst woluntary organisations are directly involved in
delivering services in most programmes.

217 It is still early to report on progress against the Sure Start
Spending Review 2000 targets. More extensive detail will be
available in future years, as more programmes will have been
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aperaling and will have done so for longer, and information will
also be gathened from the Sure Start national evaluation,

2.18 The 2002 Spending Review unveiled substantial
fvestment o expand and reform services for young children and
families, particularly the most vulnerable, by integrating
governmental responsibility for Sure Start local programimes, early
years education (3 and 4 year olds) and childcare (0-14 and 0-16
for those with special needs) into a single Unit (now designated
a8 the Sure Start Unit) part of both DES and DWP, and with a
budgel rsing to £1.5bn - including a more than doubling in
childcare spending - by 2006,

2.19 The SR 2002 settlement sel new aims of increasing the
availability of childcare for all children, and working with parents
o be, parents and children to promeote the physical, intellectual and
socil development of babiles and young children, particulary those
whi are disadvantaged, so thal they can flourish at home and at
school, enalding their parents to work and actively contributing to
the ending of child poverty. We are also encouraging the further
development of integrated childcare, early education, family and
health services. Children's centres will be established in the 20 per
cent most disadvantaged areas, providing good quality childcare
alongside early education, family and health services for at least
650,000 children by 2006, and bullding on existing successful
Initiatives such as Sure Start Local Programmes, Neighbourhood
MWurseries and Early Excellence Centres

2.20 Maore information can be found on the internet at
www surestart. gov.uk,

Soclal Exclusion and Neighbourhood Renewal

2.1 The Department continues to work cosely with the
Social Exclusion Unit on a range of issues including projects on
transport and social exclusion and education of children
in care

d.d41 The Department is meeting its' NHS Plan commitment
by supporting the Neighbourhood Renewal Unit to implement the
Government's Mational Strategy for Neighbourhood Renewal,
which aims to ensure that within 10-20 years no one is seriously
disadvantaged by where they live. The focus of a wide range of
DH activity Is improving health services and tackling poor health
and health inequalities in deprived neighbourhoods. The Cross-
Cutting Review on Health Inequalities (see paragraph 2.7)
identified the Neighbourhood Renewal Strategy as a key
programme to suppart achievement of health inequalities targets.
Work on Neighbourhood Statistics is developing small area
health and social care data to improve knowledge and
understanding at the local level

2.23 The Department is also working with other departments
to develop Local Strategic Partnerships, thereby fulfilling a NHS
Plan commitment, which are key to neighbourhood renewal and
to Government’s intention to rationalise local partnership and
planning arrangements, and will have a key role at the local level
in tackling health inequalities. The role and capacity of Primary
Care Trusts to work within and support Local Strategic Partnerships
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is being developed, for which organisational competences h
been identified. This will support the effective engagement of
communities and the voluntary sector.

Sustainable Development

224 The Government's commitment to embedding
sustainable development at the heart of all its business remain
strong. The profile of this work was further enhanced through th
World Summit on Sustainable Development (WSSD), held
lohannesburg, South Africa in September 2002 which ma
another important step on the road towards achieving sustaina
development globally,

£2.25 The Department has sought to develop its iuttainnl:ié
development activity in line with the Government's overall
commitment. We are committed to raising the profile of
sustainable development at all levels, integrating sustaimhlqé
development into decision-making wherever possible, as well ul
maintaining oversight of the Department’s environmental
performance. The Department now has a sustainable development
web page at: http://www.doh.gov.uk/sustainabledevelopment.

2.26  This year sustainable development was established as an
over-arching aim of the Government's Spending Review process.

227 Melanie Johnson MP (whose other responsibilities are
detailed at the beginning of this report) is a member of the Cabinet
Sub-Committee ENV(G). Dr Gabriel Scally (Regional Director of
Public Health, South West Region) is the Department's nominated
Senior Official for sustainable development. We have established
a Sustainable Development Network of senior Departmental
officials to help promote sustainable development throughout the
Department and its Agencies and set work programmes for the
future. We continue to develop partnership working with the
Sustainable Development Commission whose role is to advocate
sustainable development across all sectors in the UK, review
progress towards it, and bulld consensus on the actions needed if
further progress is to be achieved.

228 Health (“expected healthy years of life”) remains one of
the 15 key headline indicators in the Government's Sustainable
Development Strategy for the UK. The indicator, which is
considered to be a good predictor of mortality, has remained
constant over the last decade. The continuing investment in the
health service will support the basic pillars of the Government's
sustainable development strategy. The health strategy
encompasses social, environmental and economic factors such as
housing, education and nutrition with specific targets for reducing
health inequalities. The strategy, therefore, has sustainable
development aims at its heart,

229  The Department has been involved in important
international initiatives related to sustainable development such as
the development of the European Union's Community
Environment Action Programme (6TH EAP). We also actively
support the WHO European Environment and Health process
which aims to protect and improve environment and health in the
European region. Ministerial conferences at five-yearly intervals




wing together health Ministers and environment Ministers from
40's European Member States. The Chief Executive of the
Health Protection Agency, Dr Pat Troop, is the UK member of the
4igh Level European Environment and Health Committee (EEHC)

.nh_Id'n meets twice a year to implement actions agreed at the
IMHstmﬂI conferences and plan future developments. Officials

from the Department are also members of various other sub-
committees and working groups.

English Regional Assemblies

230  The White Paper, Your Region, Your Choice, Revitalising
the English Regions®" was issued in May 2002. It sets out the
Govemnment’s plans to decentralise power, strengthen regional
policy and enable directly elected assemblies to be established in
regions where people want them. An elected regional assembly
will give people more say about the issues that affect their region.
It can make government more effective and efficient. And it can
enable regions to build on their own strengths, to improve
economic performance and quality of life. The White Paper, to
which the Department of Health contributed, includes spexific
public health responsibilities for the elected regional assemblies,
including a duty to promote the health of the population of the
region; supporting the development and implementation of a
health improvement strategy in conjunction with partner
organisations; and appointing the relevant Regional Director of
Public Health as the assembly’s health advisor.

Modernising Government Action Plans

Corporate Development Programme

21 The Department has continued to implement the

‘organisational changes described in last year's Departmental Report

(2002 Department Report®*, chapter 2, page 24), following a wide

ranging review of its functions in Spring 2001. Achievements since

that time have included:

@ a restructuring of the Department into eleven directorates
focused around the needs of service users rather than service

providers,

® a more unified Department with a single management board,
and strategic health authority chief executives part of the
Department’s top team;

® the introduction of directorate-based corporate development
teams to manage corporate functions (human resources,
finance and business planning) in a way that is responsive o
business needs;

® four Directorates of Health and Social Care providing a
streamlined link between the Department and the health and
social care services, with more decisions devolved to the
frontline, and frontline staff more involved in policy
development;

® reformed pay and job selection systems, and success in
exceeding Government targets on the proportion of women
and ethnic minority staff in senior posts;

® a reconstituted Corporate Development Board, drawn from
across the Department, with a remit to drive forward strategic
change.

232 The Department’s Corporate Development Board
launched a Corporate Development Programme, which builds on
the earlier change initiatives, in October 2002, The Programme
aims to strengthen the Department's capability to deliver agreed
policies, targets and standards of care, while fulfilling its
accountability to Pariament and discharging its duties cost
effectively.

2.33 Initially the Programme is focused on improving the
Department's policy delivery, its people management and its
business systems within a framework of clear roles and
responsibilities. These aims are supported by a series of projects
that will change over time as improvements are made and new
challenges emerge. Plans for 2003 include:

® strengthening the Department's programme and project
management capability by bringing in external expertise,
training existing staff and introducing a standard approach to
programme and project delivery;

® new management development schemes to identify and
nurture talent within the organisation (linked to the NHS
development programme), including improved career
management and development for the “top 1,000 health
service managers including senior Departmental staff;

® a programme to enable staff to develop new ways of working
with the health and social care services, following the
devolution of decision-making;

® identifying and spreading new, more innovative approaches to
policy development and implementation;

® the development of new finance and human resource
management systems and the introduction of a 'balanced
scorecard’ to measure more robustly the Department's
performance;

@ investment in customer service skills and systems to ensure the
organisation is responsive to the needs of service users and the
public when they have contact with the Department

234  This activity will be integrated with the plans to make the
Department a smaller, more strategic organisation. The Corporate
Development Programme will be underpinned by a focus on seven
corporate leaming priorities, which together aim to provide the
Department with excellent customer service skills, robust planning
and resource management, a cadre of project management
experts, and stronger leadership at all levels.

SETVICES — progress
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SEIVices — progress

Policy Making

2.35 The Department continues to work with other
government departments to incorporate an assessment of the
impact their policies may have on the health of the population and
access to NHS services into an integrated policy framework.
Filoting of this tool in several government departments began in
2002 and their experience will be evaluated in Summer 2003,

236  How to achieve excellence in policy making — not
sometimes but always, is the question underpinning the action
learning DH collaborative programme — a key part of the DH
corporate change programme. Much is known about what
good policy making is, much less about how to achieve it, day to
day, in a complex and demanding context. Four existing policy
teams, each with a high priority objective will work with their
stakeholders to experiment with new ways of working. The aim
is to identify some simple rules that can be tested more widely in
a “learn, adopt, and spread™ programme.

Race Relations (Amendment) Act 2000 -

Ensuring the Department meets its responsibilities.

2.37  The Race Relations {(Amendment) Act 2000 has
extended the scope of the legislation outlawing racial
discrimination in all functions of public authorities not already
covered by the 1976 Act. The Race Relations (Amendment) Act
2000 places key public bodies (including all government
departments) under a new statutory general duty to promote race
equality which means authorities must have due regard to the
need to:

& Eliminate unlawful discrimination;
® Promote equality of opportunity; and

® Promote good relations between people of different racial
groups.

238 This applies to both intermal employment practices
and to policy and service delivery. As a result of these changes to
the legislation the Department of Health is required to take specific
actions to help meet its own obligations. The Depariment's Race
Equality Scheme sets out how the Department will do this.
www.doh.gov.uk/race_equality/

239  The NHS Plan®* sets out the Government's ten-year
programme of investment and reform for the health service. The
Plan is intended to design services around the needs of patients,
with crucially, decisions about design and delivery made at the local
frontline. One of its key challenges will be to ensure that services
meet the needs and aspirations of all in the increasingly diverse
society in which we now live. Delivering on this and supporting the
NHS in complying with the Act is a core part of the Department's
vision of equality and fair treatment for patients and staff.

240  The Department’s corporate development programme
to support modernisation and delivery of reform integrates
action on race equality. Progress on delivery of the Department’s
Race Equality Scheme will be reported annually.

26

Rural Proofing

2.41 All Government Departments were charged to
implement a process of "rural proofing” by the Rural White Paper
(Cm 4909 November 2000, para.13.2). This means that as policy
is developed and implemented policy makers will systematically:

® Think about whether there will be any significant differential
impacts in rural areas.

® |f there are such impacts assess what these might be.

® Consider what adjustments/compensations might be made to
fit rural circumstances.

2.42  The Department of Health is fully committed to this
process. It reports regularly on progress to the Cabinet Committee
on Rural Renewal. It also maintains close contacts with the
Countryside Agency, which publishes an annual report covenng
Departments’ progress with rural proofing, and with the
Department of Environment, Food and Rural Affairs on rural
FSSLIES.

2.43 This Department’s activities in 2002-03 included:

® |nitiating a rural proofing of the Mental Health National Service
Framewark, to be carried out by RuralMinds.

® Funding a project to develop a rural proofing toolkit for local
health bodies, which is being carried out at the Institute for
Fural Health,

2.44 Full details of the Department's rural proofing activities
in 2002-03 are given in Rural Proofing in 2002/2003: A report to
Government by the Countryside Agency (Countryside Agency,
June 2003).128

Better Regulation and Regulatory Impact
Assessments (RIAs)

2.45 There is a strong commitment throughout the
Department of Health (including its Agencies) to improving the
quality of regulation and to regulation that is necessary, fair,
affordable, simple to understand, and which will command
public confidence. The importance of publishing good quality
Regulatory Impact Assessments is accepted as an integral part of
the Department's work. But we continue to maintain a careful
balance of interests between protecting public health and safety,
the vulnerable and those at risk whilst aveiding unnecessary
burdens on business, charities, voluntary organisations or the public
sector,

246  The Department of Health is not a major regulatory
Department. Of the one Bill and 178 regulations (this includes
Orders, etc, that are not laid before Parliament) introduced by the
end of December 2002, only six regulations imposed costs on
business, charities or voluntary bodies and one resulted in cost
savings. Seven Regulatory Impact Assessments (RIAg) were
published and placed in the House Libraries.

247  The Department made good progress with the reform
measures it had submitted for inclusion in the Government’s




Regulatory Reform Action Plan® " published in February 2002. The
action Plan included over 200 reform measures of which 22
selong to the Department of Health. Eight out of the 22
measures have been delivered. These include the:

® codification of existing European legislation on medicines
making it more accessible for pharmaceutical companies
thereby reducing burden on businesses which will only need
to look in one place for instructions covering licensing and
controls on medicines in the UK

|® legislative changes introduced which changed the process by
which medicines are reclassified. This change means a
reduction in the time taken to license medicines for general
sale, down from 18 to 6 months;

® the consalidation of a series of Medical Devices Regulations
into a single piece of legislation which will help manufacturers
and others better understand the regulatory regime.

2.48 The joint DH and Cabinet Office reports on Reducing GP
Paperwork (published June 2002)*" and Reducing Burdens on
Hospitals (published July 2002)°* reported on a sizeable number
of outcomes that will need to be implemented over the next two
to three years. The Department is taking a robust approach to
ensure implementation, evaluation and communication of the
outcomes so that a visible and real difference is made out in the
field not only for the front-line staff but also patients. A Task Force
project was announced for each on B8 January and the first
meetings took place during January. The Task Forces will overses
implementation of the outcomes identified and support the
evaluation. The Department and the Cabinet Office also began
work on a project in May 2002 to look at how burdens can be
removed from front-line NHS staff which are attributable to
inspection, audit and accreditation activity, which distract them
from the delivery of patient care. A report will be published in
2003.

249  The Department made good progress following the
review of planning requirements it mandates from councils with
social services responsibilities. The Plans Rationalisation Project,
which reported during 2001, paved the way for significant progress
in cutting the number of these plans. During 2002, the
Department cut a swathe through the centrally imposed burden
of councils preparing complex documents and duplicating
statistical returns by abolishing seven of the current nine plans
associated with ring fenced grants in 2003-04.

Responsive Public Services

250  Care Direct originates from a government cross cutting
review to improve services for older people. It provides a single
gateway, for older people, to get information about social care,
health, housing and benefits and to help them access these services
mare easily. Care Direct is being pilated in six Local Authorities
(LAs) in the South West up to March 2004. The independent
interim evaluation shows a very high level of user satisfaction with
the service and that Care Direct has reduced demand on Sacial
Services by providing callers with quicker initial assessment and

faster routing to practical support. The evaluation also pointed up
some areas where the service could be strengthened, incuding
development of outreach to improve access and use of volunteers.

251 As part of its drive to improve services for older people,
the Government announced in their Manifesto the intention to
develop a Third Age Service. this will be a development of the Care
Direct gateway to enable older people to get access to a much
wider range of services than they could from Care Direct. The
Government has taken the decision, therefore, not to extend Care
Direct beyond the first six pilot sites, but to concentrate instead on
building the Third Age Service. This will be led by the Department
for Work & Pensions and developed using the leaming from, and
principles of, Care Direct.

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

e-Government and IT in the NHS

253  The Department has maintained its close working
relationship with the Office of the e-Envoy and continues to be
fully represented on all e-Government matters, eg through
membership of the full Departmental e-Champions Programme
Board and related bodies, eg the e-Communications Group.

2564  The Office of the e-Envoy has introduced new
streamlined arrangements for reporting progress on key Electronic
service Delivery (ESD) services across Government Departments.
There are currently 41 ESD services identified by the Department
as suitable for electronic delivery and progress reports are made
on a quarterly basis. Two of these have been transferred to the
Home Office and are no longer the responsibility of the
Department of Health. Of the remaining 39 key ESD services,
some 41 per cent (a total of 16 services) were able to be delivered
electronically at the end of the year against the target of 25 per
cent to be achieved by 2002.

2.55 in June 2002 the Department published a document
entitled Delivering 21st Century IT Support for the NHS™
outlining plans for modernising IT services in the NHS. The
Department has subsequently also published proposals for a
national procurement strategy and a consultation document on the
Integrated Care Records Service (ICRS), a key component of the
strategy. As part of the arrangements to support successful
implementation the Department has:
® nominated a Department of Health Director as Senior
Responsible Owner for the Mational Strategy in line with
guidance from the Office of Government Commerce

® appointed a new Director General for NHS IT and nominated
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Expenditure

THIS CHAPTER COVERS:

3.1 INTRODUCTION

3.4 MHS EXPENDITLIRE PLANS

311  HEALTH AND 50CIAL SERVICES PROGRAMMES

3.19 SOURCES OF FINANCE

321 COMPLIMENTARY SOURCES OF FUMDING

329 PERSOMNAL SOCIAL SERVICES EXPEMDITURE
Introduction

31 In 2003-04 the Departmental Expenditure Limit (DEL) for

the Department of Health is £65,488 million. In addition, the
Department is responsible for managing the MHS Pensions
budget of £6 billion;

3.2

Figure 3.1 summarises the resource plans for the
Department of Health for years 1998-53 to 2005-06. More
detailed information is provided in Annexes A2 and A3,
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3. Expenditure

Figure 3.1: Department of Health Public Spending

199899 1999.2000 2000-01 2001-02

outtum
Consumption of Resources
NHS 39,233
Personal Social Services 711
MHS pening” 5,403
Total Department of Health Resource Budget 45,347
O wihich
Department of Health Departmental Expenditure Limit (DELY® 39944
Capital Spending
NHS T00
Personal Social Services &0
Total Department of Health Capital Budget 760
OfF which
Depantment of Health Departmental Expenditure Limit (DEL)Y™ Ja
Total Public Spending in Department of Health™ 45,953
OF which
[ 12 35778
Personal Sodial Services™® 772
MHS Pensions 5,403
Spending by Local Authorities on Personal Sacial Services
Current 9,059
Of which
Funded by grants from the Department of Health 1,053
Capital 0
O wahich
Financed by grants from the Department of Health &0

outturn  outturn  outturn estimated plan
outturm
M0.768 44019 50906 55097 60787
LER 650 1,049 2,127 2,102
7470 4803 13,769 7503 6188
48570 45472 65723 64,727 69.077
41400 d4669 51955 57224 62894 EESID 74719
850 1,173 1.676 1,953 2,892 3,283 4,363
61 &8 a2 QA 107 107 117
511 1231 1,768 2,051 25933 3490 4,479
911 1,231 1,768 2,051 2,999 3,490 4,473
43,116 50412 67198 665445 71680 TR.O23 85,494
41,234 44901 52289 56,728 63,294 E9.374 76390
652 708 1,141 2316 2199 2.0 2153
FA70 4803 13768 £.503 6,188 6,559 6,952
10,050 10.703 11457 12,619
1,000 1,052 1,440 23N
22 15 32 34
&1 58 &0 a8

T 'NHS Pensions' is the resource budget of the Departrent of Health pension scheme, and it is included in the Department of Health tables because it is

part of the Depariment of Health resaurce budget

2 Of which, resource “near cath™ DEL 38242

38,937 43,356 48550 54386 60536 65738 71513

I Total putric spending calculated as the total of the resource budget plus the capital budget, less depreciation of £155/365/ 2917292/ 331394/ 554/ 656m
# INH3 public spending calcwlated as the todal of the resource budget plus the capital budget, fess depreciation of £155/365/291/292/322/384/544/646m
3 Fora muove detailed breakdown of NHS expenditure in England see Figure 3.3a and 3.3b

& P35 public spending calculated as the fotal of bhe resouwrce budget plus the capital budget, less depreciation of £0/0/0/0/9/10/ 10/ 10m

7 Figures may not sum dise o ratnnding.

3.3 This Chapter provides information on the Gavernment's
expenditure plans up until 2007-08. A breakdown of the
spending programme can be found in Chapter 6.

NHS Expenditure Plans
Budget 2002 Announcement

NHS 5-Year Expenditure Plans

3.4 In his 2002 Budget, the Chancellor announced
expenditure plans for the NHS up to 2007-08. For the NHS in
England these represent the largest ever sustained increase in any
5 year period in the history of the NHS; an annual average increase
of 7.4 per cent in real terms between 2002-03 and 2007-08, a
total increase of 43 per cent in real terms over the period.

2.5 The expenditure plans announced by the Chancellor last
year are shown in Figure 3.2,

30

Changes to Expenditure Plans: 2003-04 to 2005-06

36 Since the budget last year, NHS expenditure plans haye
been changed and appropriate adjustments made for the
following reasons:

Pensions Indexation: From 2003-04 onwards the
Departmental Expenditure Limit for the Department of
Health has been increased by a switch from the Exchequers
AME spending to cover the increased cost of pensions. An
addition of over £1.6bn has been made to the NHS DEL
to cover these costs.

Free Nursing Care: From 2003-04 the NHS is responsible
for paying for the cost of providing Free Mursing Care to
those in Mursing Homes.



announced by the Chancellor in Budget 2002

et Revenue Expenditure™
% real terms increase

ot Capital Expenditure™
% real terms increase

Net NHS Expenditure
real termts increase

1 Net of planned depreciation of £326/374/445/534/598/673 million.

Figure 3.2: England Net NHS Expenditure Plans (stage 2 Resource Budgeting), 2002-03 to 2007-08, as

£ billion

2002-03  2003-04  2004-05  2005-06  2006-07  2007-08
plan plan plan plan plan plan
53.5 58.5 (R 70.0 6.7 841

G 6B 6.7 6.8 7.0

1.2 28 3.4 4.4 5.2 6.1

3.7 16.8 25.9 15.5 15.9

55.8 61.3 &7 74.4 81.8 90.2

£ T2 L 73 7l

3 Excludes income from land sale receipts and capital investment generated through the Private Finance fnitiztive (PFI)

Health Care in Prisons: From 2003-04 the Department of
Health s responsible for paying for the cost of providing
health care in Prisons. An addition of over £100m to the
DH DEL has been made to cover these costs,

3.7 These changes mean that NHS Expenditure figures
reported in this chapter are not directly comparable across the
period.

38 The spending plans have also been adjusted to reflect the
reduction in the cost of capital charge from 6 per cent to 3.5 per
cent. Under Resource Accounting and Budgeting (RAB), this
reflects the opportunity and financing costs of capital; and
changes to the discount rate applied to future liabilities. This
adjustment has been treated as a classification change by HM
Treasury. This means that the expenditure figures reported on a
Stage 2 Resource Budgeting basis within this chapter, and in Annex
A2 and A3, have been adjusted for this change.

39 Whilst all of the changes mentioned above affect the
total level of NHS expenditure they do not increase or decrease the
spending power of the NHS. They are all cost neutral and are
merely definitional changes.

P55

310  As part of his 2002 budget the Chancellor also confirmed
central government provision for Personal Sacial Services (P55),
funded by both the Department of Health and the Office of the
Deputy Prime Minister, for years 2003-04 to 2005-06. These plans
mean an average annual growth in resources for PSS of 5.9 per
cent in real terms over the 3 years. These new spending plans are
set out in Figure 3.3 below.

Figure 3.3: Funding announced for PS5 by the Chancellor in the 2002 Budget

£ billion

2002-03  2003.04  2004-05  2005-06
plan plan plan plan
114 125 13.4 146

74 42 6.2
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3. Expenditure

The Health and Personal Social Services
Programmes

31 The health and personal social services programmes
consist of:

Spending on the National Health Service on the following
programmes

® NHS Hospital and Community Health Services, and
discretionary family health services. This covers hospital and
community health services, prescribing costs for drugs and
appliances and discretionary General Medical Services (which
include reimbursements of GMS GPs’ practice staff, premises,
out of hours and IM&T expenses). It also includes other
centrally funded initiatives, services and special allocations
managed centrally by the Department of Health (such as
service specific levies which fund activities in the areas of
education and training and research and development);

® NHS Family Health Service (FH5) non-discretionary. This
covers “demand led” family health services, including the
remuneration of General Medical Practitioners for demand led
items of service payments such as capitation payments,
health promotion and basic practice allowance, the cost of
general dental and ophthalmic services, dispensing
remuneration and income from dental and prescription
charges. For comparisen purposes, the FHS non-discretionary
figures in figure 3.3(a) and (b) also contain FHS discretionary
expenditure on Personal Medical Services (PMS) and Personal
Dental Services (PDS) spend;

32
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® Central Health and Miscellaneous Services (CHMS), providing
services which are administered centrally, for example, certain
public health functions and support to the voluntary sector;

® Administration of the Department of Health.

And expenditure on Personal Social Services by way of:

® funding provided by the Department of Health; and

® funding provided by the Office of the Deputy Prime Minister.

National Health Service, England - By Area of
Expenditure

3.12  Figure 3.3a shows the main areas in which funds were
spent for years 1999-2000 to 2002-03 on a Stage 1 Resource
Budgeting basis.

313 Figure 3.3b shows the main areas in which funds are
spent for years 2002-03 to 2005-06 on a Stage 2 Resource
Budgeting basis. Total NHS expenditure figures are consistent with
those in Figure 3.1. '



Figure 3.3a: National Health Service, England — by Area of Expenditure (Stage 1 Resource Budgeting)

£ million
1559-2000 2000-01 2009 -02 2002-03
outburn outturn outturn estimated
1 . outtum
Departmental Programmes In Departmental Expenditure Limits
 Maticnal Health Service Hospitals cammunity health, family health
tionary) and related services and NHS trusts
: expenditure
I8 " 36,143 39 548 43,951 48,555
| & es and receipts -1.987 -2, 250 -2.234 -2.378
34,156 37.298 41,718 48,177
| expenditure
_ 1,464 1,841 2,140 2,453
- Charges and receipts =593 -621 -394 402 E
Met &7 1,220 1,747 2,050 2
T
i 37,607 41,389 45,082 51,008 E’
‘Charges and receipts -2,580 -2 870 -2.627 =2,781 :
35,027 38.518 A3 464 48,237 g
E
 Mational Health Service family health services {non-discretionany)™
||leluu expenditure
';-.'El'ﬁ: 5,168 5422 5,726 5.5986
- Charges and receipts -804 -845 -#87 =019
- Met 4,365 4 577 4 8239 5 067
Central health and miscellaneaus services™
Revenue expenditure
Gross. 231 957 1,079 1197
Charges and recespts -145 -127 -135 -172
et 786 B30 Q44 1,025
Capital expenditure
Gross a0 29 31 9
Charges and receipts -3 - 0 -6
et a7 16 3 i3
Tatal
Gross o 986 1,110 1,236
Charges and receipts =148 =130 135 -178
Het 823 B5G 975 1058
Total Mational Health Service Revenue expenditure
Liross 42,242 45,927 50,756 85,738
Charges and receipts -2,935 -3,221 =3.255 -3,469
Het 39,307 42 706 47 501 52,269
Net pescentage real terms change(%) - 6.2 B5 6.8
Capital expenditure
Gross 1,504 1,870 217 2,49
Charges and receipts =555 ~62d =394 408
Met 508 1,246 1,778 2,083
Met percentage real terms change( %) = 34.1 39.2 13.8
Total
Gross 43 746 47,797 53,927 58,230
Charges and recei -3.531 -3,846 -3,649 -3.877
Met 2 40,215 43,951 49,279 54,352
Net percentage real terms changed %) - 6.9 5.4 7.0
GDP as at 11th April 2003 95.4 976 1000 103.0

1 Figuves for FHS pon-discrefionary expenditure bebween 1549- 2000 and 2002-03 include resources (narmally funded from FHS Discretionary) to fund
succassive Parsonal Medical and Dental Service Pilots

2 Includes expenditire on key public health functions such as environmental health, health promotron and support to the voluntary secton Also includes
expenditure on the administration of the Depantment of Health.

3 Figures may mot sum due rounding.
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Figure 3.3b: National Health Service, England - by Area of Expenditure (Stage 2 Resource Budgeting)

£ millions
2002-03 2003-04 2004-05 2005-06
estimated plan plam plan
druttuim
Departmental Programmes in Departmental Expenditure Limits
National Health Service Hespitals community health, family health
{discretionary) and related services and NHS trusts™
Revenue expendilure ™
Ciross 51,033 56,284 61,194 66,508
Charges and receipts -2,378 -2.604 -2,514 -2,514
et 48,655 23,679 58,680 63,993
Capital expenditure
Gross 2,331 3,083 3,536 4,472
E Charges and receipts =402 =237 -185 =140
= Mt 1,919 2,856 3,351 4,332
=
§ Total
= Gross 53,364 59,366 54,730 70,980
| Charges and recaipts -2,781 -2.831 =2,699 -2,654
m Met 50,583 56,535 62,031 68,325
Mational Health Service family health services {non-discretionary)™
Revenue expenditure
Grods 5,986 6,333 6,568 7,636
Charges and receipts =319 -858 -898 -858
Mt 5,087 5475 6,070 5,738
Central health and miscellaneous senvices™™
Revenue expenditurne
Giress 1,053 1,248 1,242 1,296
Charges and receipts 0 0 0 0
Met 1,053 1,248 1,242 1.2596
Capital expenditure
Gross 24 36 ER 31
Charges and receipts ] o o (1]
Met 24 36 3 E3
Total
Gross 1,077 1,284 1.273 1.327
Charges and receipts 1] 4] 0 1]
Met 1,077 1.284 1,273 1,327
Total Mational Health Service Revenue expenditure
Gross 58072 63,865 69,404 75,440
Charges and receipts =3,297 -3462 -3.413 -3.413
Met 54,775 0,402 65,952 F2.027
Met percentage real terms change (%) - 74 6.5 6.5
Capital expenditure
Giriris 2,355 3,119 3.568 4503
Charges and receipts =403 =227 ~-185 =140
et 1,953 2,892 3,383 4,363
Het percentage real terms change (%) = 4.2 14.0 258
Total
Gross 60,427 o6 983 7297 79,942
Charges and receipts =3, 700 =3, 689 =3.508 =3,553
Net 56,728 63,294 69,374 76,390
Het percentage real terms change (%) - 8.7 6.8 74
GODF as at 11th April 2003 103.0 105.8 108.5 1113
1 Inclides Departmaental Unallocated Provision (DUP) for 2003-04 to 2005-06,
2 Excluding HCHS Depreciation of (Em): 295 354 511 671
3 Excluding CHMS and Dept Admin Depreciation of (£m): 23 E ] 32 35
4 Figures for FHS non-discretionary expenditure between 2002-03 and 2003-04 include resources (marmally voled as HCFHS) to fund successive Parsong)

Medical and Denfal Senvice Pifods

5 Includes expenditure on key public health functions such as environmental health, bealth promafion and support to the voluntary sector. Also includes
expendiline on the administration of the Depariment of Health,

& Growih in NHS expendituce fn 200304 is distorted by the definitional changes in paragraph 3.6. Once these are adfusted for, groveth in NS
expandifure in 2003-04 i 4.9%

# Figures may not sum due to rounding.
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Expenditure in 2002-03 317  The largest part of NHS spending is on Hospital and
314  Figure 3.4 compares estimated outturn expenditure in Community Health Services, discretionary family health services
2002-2003 with planned expenditure published in last year's and related services. For 2003-04 the planned revenue expenditure

report. is £53.7 billion. Net capital expenditure is planned to be £2.9
billion. Within overall NH5 net expenditure, the total for non-
Figure 3.4: Comparison of NHS Net Expenditure discretionary FHS is expected to account for £5.5 billion in 2003-
for 2002-2003 with those in last year's 04. The remainder will be spent on Central Health and
Departmental Report (Cm 5403) Miscellaneotss Services. Figure 3.6 contains the breakdown of NH5
— v Met Expenditure for 2003-04 (Plan).
£ million

%. nm% zgn:»:nna
'n;....la_g. '.;m;m Figure 3.6: NHS Net Expenditure, 2003-04 (Plan)

Figure 3.4

FHS Mon-Disoreticnary™ 3% CHMS total 2% @
HCFHS revenue 46,177 46,730 -553 5
HCFHS capital 2,050 2,367 317 / //—— HCHS capital 5% T
FHS non discretionary 5,067 3,678 1,389 g
CHMS 1,058 968 90 -
(]

NHS Tatal d 352 53,743 H05

1 Totals may not sum due to rounding.

315  The main areas of change (£10 million or over) to the
spending plans for the various parts of the programme are shown  HCFHS current B4%
in Figure 3.5.

1, inmhudeng PRI dnd POS Pilols

Total: £63,294 million
MHS Expenditure Plans in 2003-04

316  NHS Met Expenditure in 2003-04 is planned to be over
£63 billion.

Figure 3.5: Main areas of change (£10 million or over) to the spending plans presented in last year's
Departmental Report (Cm 5403)

2002-2003 Difference

HCFHS current <853 including: 531 Take up of End Year Flexibility (EYF)
350 Transfers from HCHS capstal
—277 Transfers to FHS non discretionary
-1112 Transfer to FHS non discretionary for revised presentation of
PMS +PDS Expenditure
242 Reclassification of NHS Trusts Depreciation
~200 Transfers to Personal Social Senvices
-7 Transfers to CHMS
HCFHS capital -317 including: =350 Transfer to HCHS Revenue
43 In year addition from Treasury Capital siodernisation Fund
154 PFi schemes taken on balance sheet as a result of FRS5
&9 Take up of EYF
227 Estimated Underspend

FHS non discretionary 1,389 including;: 277 Transfer from HCHS Cument
1,112 Transfer from HCHS for revised presentation of PG +PDS Expenditure
CHMS 50 including: 79 Transfers from HCHS revense

1 Totals may nof sum because anly those changes over £10 million are included.
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3.18 Figure 3.7 shows how NHS Resources are allocated. It
shows that over 75 per cent of the total NHS budget will be
controlled by PCTs in 2003-04. Figures are consistent with
those shown in Table 1 of HSC 2002/-12 announcing 3 years’ PCT
revenue allocations. They are therefore consistent with the NHS
settlement announced by the Chancellor in his Budget 2002
statement. They do not take account of any subsequent changes
in the expenditure plans as a result of changes set out in
paragraph 3.6, such as the effect of the change in the discount
rate.

Figure 3.7: Disposition of NHS Resources

Sources of Finance

3.19  The MHS is financed mainly through general taxation
with an element of National Insurance contributions. In 2003-04
it is estimated that 93 3 per cent of financing from the NHS in
England will be met from these two sources, 73.5 per cent from
the Consolidated Fund, that is, from general taxation, and 20.4 per
cent from the NHS element of National Insurance Contributions
{compared to 81.2 per cent and 10.8 per cent, respectively in
2002-03). The remainder of the NH5 expenditure comes from
charges and receipts, including land sales and proceeds from
income generation schemes.

Total MHS Settlement'™
£61,3bn
[ |
NHS Revenue NHS Capital
£58.5bn £2.8bn
L : : Land Sahl
HCFHS Other programmes! s
£51.9bn by £0.1bn
Plus | |
Capital Charges + other Total NHS Capital available
adjustments £1.8bn to allocate £3.0bn
| 1
| |
Total Available for HCFHS
HCFHS Other Programmes™!
£53.I?bn £3.0bn £0.04bn
[ I '
Unified Allocations to Central Budgets : e
PCTs™ £45bn (73.5%) £8.6bn m“;l#yl:..m s Fr‘ngmrm: Spend E'Injh
| |
Allocations to PCTs fram i To PCTs upm|ml| stm-;;ll Central Budgets’®
Central Budgets™ £1.8bn 2 mﬁhncaplm f-u.;hcfm m ﬂ.n"lbn
| Training!®! +
Total available to PCTs i
£3.9bn Total Capital Availabl, Spend
£46.8bn (76.3% : b
n ) = 1o Trusts, PCTs & PCTs & SHAs™
NHS Litigation Autharity £ o e
£1.1bn ! T S|
Other®
£1.8bn

(1) NHS Settfement announced by the Chancellor in his 2002 Budget Statement and therefore before change in discount rate and other definitional chamges

b out in paragraph 3.6 of tis chapler
{2} FHS non Discretionany, CHAAS and DM Adimin
(3} Unified allocations to PCTs announced on 18th Decentber 2002

gave PCTs control of 73.5% of the NHS Budget. During the year a number of budgets

held centrally (e.g. funding for Mursing Care) will be aliocated to PCTs. This means PCTs will comdved mare than 75% of the NHS budged in 2003-04,
(4} Funding alocated to the Workloree Development Corfederations for the sducation and trasming of doctors, nurses and other NHS workers,
(5} Funding allocated to NHS Trusts, the Modernisation Agency, Universities and ather Statutory Bodies such as the Prescription Priging Authority.
(6) Funding allocited for central spending mainly by NDPBs such as the National Blood Authovity .
(7} Funding to deliver NHS Plan objectives such as cancer, coronary heart diseass, meantal health, and improving access and choice for patients

18] Figures may not sum due fo rounding
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20  Figure 3.8 represents NHS Sources of Finance for
003-04.

figure 3.8: NHS Sources of Finance 2003-04

Charges & Miscellaneous 2.1

Trust Inferest Receipts 3.9%
Capital Receipts ﬂ.!%—\_
‘_

MHS Contribulions
20.4% -\\

Comsolidated
Fund Expenditure
73.5%

Complementary Sources of Funding

New Opportunities Fund (NOF)

3.1 The National Lottery Act®" set out plans for reforming
the National Lottery. This included the creation of a new good
cause, the Mew Opportunities Fund (NOF), which provides
complementary funding for health, education and the
environment. So far there have been three tranches of funding
released for NOF.

3322  The first tranche, was launched in January 1995 with the
Healthy Living Centre (HLC) initiative. The initiative has a
budget of £232.5 million in England (£300 million UK). The
programme targets areas and groups that represent the most
disadvantaged sectors of the population and is on course to meet
its target of making HLCs accessible to 20 per cent of the
population. HLCs influence the wider determinants of health, such
as social exclusion, poor access to services, and social and
economic aspects of deprivation that can contribute to health
inequalities. Projects cover a range of activities including, for
example, smoking cessation, dietary advice, physical activity and
training and skills schemes. Local communities and users are
involved in all aspects of design and delivery of a project. NOF has
allocated £267m through the programme across the UK, through
257 awards in England (349 in the UK). The New Opportunities
Fund is considering ways in which remaining funds could be used.

3.23 A second tranche of £116 million for England (£150
million UK) was made available from the Mew Opportunities Fund
in September 1999, In England £23 million is to fund pallative care
far adults with cancer, and £93 million is to fund the purchase of
equipment for the diagnosis and treatment of cancer including
linear accelerators, MRI scanners and mammography equipment,

3.24 The third tranche of £232 5 million was announced in
November 2000 with the objectives of boosting the fight against
cancer, coronary heart disease (CHD), and stroke. It will also be
used to provide palliative care for adults and children.

3.25  £110m made available for CHD. Of this £65 million is
being used to provide mew angiography labs, which provide
diagnostic facilities for heart disease. The Department has made
available an extra £60 million to enable a total of 77 labs to be
installed, which will speed up diagnosis significantly for patients
with suspected heart disease. The CHD money will also be used
to buy ambulance equipment and defibrillators, and to improve
cardiac rehabilitation and heart failure services.

3.26 £52 million is being deployed to fund nutritional
projects to reduce heart disease and cancer. Of this, £10 millian
is to expand the five-a-day initiative, and £42 million is to bring
forward the targets of the MNational School Fruit Scheme. There will
be 50-60 pilot projects for the School Fruit Scheme, based in PCTs
with the highest levels of deprivation.

327  £48 million is being used to improve palliative care for
children, and £22 million is to improve community palliative care
for adults suffering from life threatening conditions to enable them
to die at home if that is their wish.

328  Announcements of MOF projects are made regularly and
these can be found on the NOF web-site at: www.nof.org.uk.
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Personal Social Services (PSS) Expenditure

3.29  The Department of Health provides resources for the
delivery of high quality social care through local authorities and
other agencies. The resources provided for PSS from the
Department's public expenditure programme are shown in
Chapter 6, section 6.34, which gives details on P55 provision.

330  Flgure 3.9 shows total local authority current and
capital expenditure on PS5. Between 1992-93 and 2001-02 local
authority PSS net curment expenditure has increased by 83 per cent
in real terms.

Figure 3.9: Expenditure on Local Authority Personal Social Services

1992.93  1997.98  1998-99  1999.00

outtum outturm outturn outtum

Current expenditure
gross" 5,470 9984 10,847 12,048
charges™ 502 1,520 1.788 1,998
net
cash 4968 B,454 9,059 10,050
real terms™ 6413 9,600 10,029 10,855

Capital expenditure™

£ross 169 150 140 134
income 38 43 53 51
net 131 107 ar 83

Total local autharity expenditure

Eross 5639 10,134 10,987 12,182
charges/income 540 1,573 1.841 2,049
et 5009 B.561 9,146 10,133

2000-01
outturn

12,848

2152

10,696

11,296

156

93

13.004

22115
10,789

2001-02
outturn

13,598
2.229

11,369
11,714

151
61

13,745
2,290
11,459

Sowrce: PR5 EXT, RO and RA LAs Returns,

T Gross cuvrent expendifuce, income from charges and capital figures are mot available for 2002-03.
£ AL X002-03 prices using the GDP defiator.
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4.

THIS CHAPTER COVERS:

Investment

POLICY CONTEXT
PRIORITIES FOR CAPITAL INVESTMENT IN 2003-04
DIRECT CAPITAL ALLOCATIONS

RESTRICTIONS ON CAPITAL TO REVENLUE TRANSFERS
TREASURY CAPITAL MODERNISATION FUND
CAPITAL PRICRITISATION

PUBLIC PRIVATE PARTHNERSHIPS

NHS LIFT

INVESTMENT TO CONTAIN VCID RISK-REDUCTION
STRATEGY

ASSET DISPOSAL
POOLED BUDGET ARRAMGEMENTS
INVEST TO SAVE BUDGETS

Policy Context

4.1 Investment continues to play a pivotal role in the
modernisation of the NHS to produce faster, fairer services that
deliver better health and tackle health inequalities. The NHS Plan®
and the soon to be updated Departmental Investment Stralegy™
set out a planned programme of investment in the NHS. During
2003-2004 that programme will be taken forward through the
planning and priorities framework to focus on delivery of key
priority investment areas covering:

® Expanding capacity to permit achievement of waiting time
targets and improving emergency care;

® Tackling cancer, cadiovascular disease, mental health, and
narrowing the health gap by improving services,

& Modernising primary care;

® |mproving older people's care; and

® |mproving the patient experience;

4.2 in addition, investment in local prioritised capital
programmes will increase and there will be a major programme of
underpinning investments to support improvement to service
ctandards and efficiency, including major investment in IM&T.

4.3 To meet these investment challenges, NHS capital
investment is set to rise to over £4 billion in 2003-04, including
land sale receipts and investment generated through the Private
Finance Initiative.

Figure 4.1 summarises the Department’s capital expenditure plans
to 2003-04. Figure 4.2 shows the disposition of 2002-03 capital
reSOUTCES.
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Figure 4.1: NHS Capital Spending 2002-03 to 2005-08
(Resources)

£ million
2002-2003

Forecast 2003-2004 2004-2005 2005-2006

Cutturn Plan Plan Plan
Government Spending 2,050 2,892 3.383 4,363
Percentage Real
Tarms Growth EF] 14.0 25.8
Receipts from Land Sales 402 227 185 140
Percentage Real
Terms Growth =450 =206 =262
PFI Investment 556 o901 1,511 1,549
Percentage Real
Terms Growth 57.8 63.5 (]
Total 3,008 4,020 5.079 6,05
Parcantage Real
Terms Growth £ 5 232 163

Real Terms Growth calculated using GDFP deflrtor of 2.5 per cent.

ON THE GROUMND:

The Countess of Chester Hospital has opened a new £4.7m day
surgeny centre. The planning and development of the centre took
into account patient views. Pabients are reviewed for their
fitness for surgery in six pre-assessment rooms. The theatre
cormplex mcludes three thealres and anaesthetic roams and a local
anaesthetic theatre. The centre also contains a three-room
endoscopy suite together with recovery rooms. After surgery,
palients are moved fo a post-anaesthelic recovery area after which
they are faken to the main ward and later to fwo recovery 'recliner!
lounges. Counselling rooms are also provided and the centre has
camera links belween theatres and seminar rooms for training
junior doctors, nurses and other clinical staff. The centre will be
offering patients the convenience and certainly of a booked
admission from the offset. All patients will go home with a full
printout of their treatment, medication and follow-up care from
the centre's electronic discharge system.
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Figure 4.2: Disposition of 2003-04 Capital Resources

Total MHS Capital Investment
Less: PRI Investmant

Cross NHS Capital

Less:

Costs associated with the retained estate 25

HHS Trust Receipts 102

Other NHS Capital 37 =164
HCHS Capital available for allocation 2,955
To be allocated as follows:

Central Budgets a4
MNHS Trusts/Strategic Health Authorities,

Primary Care Trusts

General Allocathons 1.528

Access Fund 100

Delivery of ICT Strategy 370

Junicr Dectors Working Hours i

SIFT = Medical & Dental Undergraduate Support L

Improving the provision of decontamination

services in the WHS 40

PFl Batching schemmes 10

Nursing Home Care Strategy a3

Weo-natal Intensive Care 20

WHS Direct Gateway B
Ambulance Radio Netwiorks 7

Walk in Centres 20

Primary Care Facities/Infrastructure 120
Diagnostic Treatment Centres 184

Mational Crthopaedic Intervention Programme 50

Reducing Waiting Times 37

Audiclogy 25
Accelerated Discharge Programme 14

Mental Health (DSPD) 15

Renal 9

Diabetes NSF 5

Coronary Heart Disease 103

Cancer Equipmeni 100

Pathology Modemisation 7

To be allocated Later a7

Total to NHS Trusts/Health Authorities/

Primary Care Trusts 2,89




\Priorities for Capital Investment in 2003-04

4.4 A key investment priority for 2003-04 is to expand
| capacity so that waiting times for acute elective care and care in
ALE can be further reduced. The key element of this stragegy is
the Diagonsis and Treatement Centre (DTC) Frogramme. DTCs
provide safe, fast, pre-booked surgery and diagnostic tests for
patients, by separating scheduled treatment from emergency
pressures, in some of the spegialties with the highest waiting times
(for example orthopaedics and ophthalmology). They are at the
heart of the drive to modernise the NHS.

45 £184m of public capital has been made available for
2003-04 to progress this programme. Further details on DTCs can
be found in Chapter 5.

4.6 Examnples of capital investments, which will be targeted
at specific health areas in 2003-04 include:

Cancer

£100 million is available in 2003-2004 to continue the programme
of investment in new and replacement equipment, to improve
diagnosis and treatment of cancer. This investment will permit
delivery of new diagnostic equipment (50 MR scanners, 200CT
scanners and 45 linear accelerators) and the continuation of
replacement programmes so that the improved age profile of
equipment can be maintained. This investment is key to delivering
the cancer access targets, improving quality, and ultimately to
delivering the target on improved outcomes.

OM THE GROUMND:

Two new MRI scanner suites and a mobile scanner unit are being
provided at three North East hospitals which are set (o make
diagnosis faster and more accessible. Patients in that area
currently have fo travel to a non-NHS hospital in Newcastle for an
MR scan. The new equipment will cost £2 miflion. An extra 2,000
patients each year are expected to benefit from this equipment

Coronary Heart Disease

£103 million is available in 2003-2004 to continue the expansion
in cardiac capacity. Funding will go into revascularisation schemes
to expand cardiac services with around 12 additional cardiac
theatres and 380 extra beds. This investment will reduce waiting
times for heart surgery patients in the areas served by the units
receiving funding. Capital will also be targeted at expanding
diagnostic angiography to reduce waiting times for tests and
inpatient admissions. The expansion of revascularisation services
will be underpinned by long-term capacity building. The
Department of Health has announced a modemisation and
expansion programme for eight cardiac centres at a cost of £170m
over four years, bringing the number of centres undergoing major
improvements up to 12 costing £251m. Treasury Capital
Modernisation Fund money will provide CHD equipment for
Primary Care. This money (totalling £35m) will also fund cardiac
rehabilitation and treatment of heart failure.

Mental Health

£29 million of public capital is available centrally in 2003-04.
Funding will be invested in improving security at the three high
security psychiatric hospitals and developing DSPD (Dangerous
people with Severe Personality Disorder) facilities and for the
transfer of some patients into more appropriate care settings. There
will also be funding to continue the programme of refurbishment
of acute psychiatric wards, to provide a better environment for
patients to receive treatment.

Primary Care

£120 million is available to support the implementation of NH5
LIFT and for other investments that are necessary to ensure that
the planning and priorities framework targets for modernising
primary care premises and establishing additional One-Stop
Primary Care Centres is met. NHS LIFT is explained in more detail
later in this chapter.

4.7 Examples from the Department’s programme of vital
underpinning investments include:

IM&T — £370 million is available in 2003-2004 for investment in
the NHS' ambitious IM&T programme, which, over the next few
years, will deliver:

® Continuing development of the IMAT infrastructure, to
improve connection of NHS organisations and NH5 staff;

® Further development of electronic clinical communications,
including radiclogy reports, discharge summanies and electronic
prescribing;

® Electronic booking of patient care; and,
@ Electronic patient records.

This programme supports practically the whole range of service
objectives, from care booked around the needs of the patient to
improved value for money. Milestones that will be met during
2003-2004 include: electronic transfer of all radiology reports
{transfer of pathology results will already have been delivered),
every patient with cancer having pre-planned and pre-booked care
and all staff having access to e-mail.

Decontamination and Sterilisation Facilities

£40 million will be spent in 2003-04 on continued improvement to
NHS disinfection facilities. This funding will be spent on state-of-the-
art decontamination equipment and improvements 1o the
environment in which disinfection takes place. This investment,
coupted with a programme of training. standards and inspections will
enable the NHS to achieve uniform high standards of disinfection,
lessening the risk of transmitting vCID and other infectious diseases.

Direct Capital Allocations

4.8 Allocations direct to NHS organisations have been
announced totalling £1,628m under 3 new classifications,
Operational Capital (formerly known as "Block®), Strategic
Capital (formerly “Discretionary”) and an Access Fund, which
supersedes last year's Local Capital Modernisation fund.
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4.9 Al £844m, the amount of Operational Capital is 10 per
cent higher than in 2002-2003. For the first time, Operational
Capital was allocated directly to NHS Trusts and PCTS according
to a national needs-based formula. £684m has been allocated as
Strategic Capital to the new Strategic Health Autharities to fund
schemes that they prioritise.

410  The £100m Access Fund has also been allocated to
Strategic Health Authorities for use to incentivise Trusts and PCTs
to improve performance. The SHAs will devise schemes whereby
the access capital is distributed to the Trusts and PCTs for which
they are responsible only on achievemnent of significant, pre-agreed
improvements in Access. It is a condition of the Access Fund that
at least 50 per cent of any funds awarded must be spent on
schemes put forward by the clinical teams that achieved the
performance improvement.

Restrictions on Capital to Revenue Transfers

4.11 As in previous years, a limit will be set on capital to
revenue transfers in 2003-04 to control the amount of capital
which can be transferred to support revenue expenditure. This will
ensure that capital resources are expended on capital investment
as intended.

Treasury Capital Modernisation Fund

4.12 There is £80 million available from the Treasury's
Capital Modernisation Fund in 2003-04 to support innovative
capital investment projects, The funds available from TCMF are
shown in Table 4.3,

Figure 4.3: Treasury Capital Modernisation Fund

£ million
1995-2000 2000-01  2001-02 2002-03 200304

AKE Modernisation a8 35
Cesanary Heart Disease 0 o 20
Decontamination 5 100
Reducing Waiting Times ER| 7
Looked After Children 10 10
Chiamydia 1.67 2.93
Primary Care of which:

Walk in Centres 15 40

Dental Access 15 50

Modemiing Premises 15 30

MHS Direct 14 20

MHS LIFT 10 10

Jaint venbures with private

sector S0
Cataract Treatrment 12 a
Tatal 114 122 228 16267 7993

Capital Prioritisation

4.13 All major investment schemes are submitted to the
Capital Prioritisation Advisory Croup (CPAGC) for consideration. The
schemes are assessed and prioritised on the criteria of where health
need is greatest. Since the start of its work in 1997, 68 major
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hospital developments worth over £8.8 billion have been given the
go-ahead, 64 under the PFl and 4 using public capital (see
Figure 4.4).

Public Private Partnerships

4.14 PFl continues to help to deliver the biggest hospital

building programme in the history of the NHS. The NHS Plan
committed ws to increasing capacity through the delivery of over
100 new hospital schemes between 2000 and 2010. Currently
thene are 114 hospitals schemes counting towards the 100 target -
104 PFl and 10 under Public capital, The latest tranche of 13 major
PFl schemes approved to go out to tender over 2002 and 2003
will bring 1,500 more beds and 4,500 additional MHS clinical staff.

415  The MH5 Plan stated that of the 34 major PFI hospital
schemes approved between 1997 and 2000, half will be open to
the public by 2003-04, with the remainder under construction. 17
of these schemes with capital values ranging from £22 million to
£158 million are already open (two schemes have opened this year
already at Bromley and Hull). Four more are expected to be
completed and opened by the end of 2003. Of the 30 major new
schemes given the go-ahead under PFl in February 2001, 18 have
now completed their Outline Business Cases (OBCs) and in 2002
were given approval to go out to tender. 13 of these did so during
2002; the balance will do so during 2003, The remaining 12 are
also expected to follow suit by the end of this year.

4.16 PFl continues to successfully deliver medium sized
projects, which include many mental health and community
schemes. 40 medium sized schemes with a total capital value of
over £780 million have been approved of which 11 are already
aoperational. So far in 2003 one scheme at Wansbeck has
become operational with another & expected before the end of the
year.

4.17 In total, 31 of the 100 hospitals schemes announced in
the NHS Plan are already operational. 27 of these have been
delivered under the PFI.

NHS Lift

4.18 One of the newly established Public Private Partnerships
(PPPs) outhined in the NHS Plan is NHS Local Improvement Finance
Trust (NHS LIFT). At a national level a 50:50 joint venture company
was established with Partnerships UK (PUK) in September 2001.
The company, * Partnerships for Health® (PfH) are continuing to
support the development of local NHS LIFT schemes by (e.g.
developing and implementing a standard approach to
procurement) as well as providing some equity investment into
local LIFTs. The Department and PUK have both agreed to provide
an initial £5 million equity investment to PiH.

4.19 Local LIFTs will be set up as a limited company with the
local NHS, PfH and the private sector as shareholders. Priority for
investment has been initially in those parts of the country, such as
inner cities, where primary care premises are in most need of
improvement. There are now a mixture of both rural and inner-
city LIFT schemes being developed. MHS LIFT is already helping
to empower and assist the regeneration of local communities by
providing better healthcare facilities.




420  There are currently 42 LIFT schemes in various stages of
development across the country. In addition to the 18 schemes
announced within waves 1 and 2 (detailed in last year's
Departmental Report), a third wave of twenty-four schemes was
announced in August 2002: Ashfield (North Notts), Ashton, Leigh
and Wigan, Barnet, Enfield and Haringey, Brent and Harrow,
Bristol, Bromley, Bexley and Greenwich, Colchester and Tendring,

Derby, Doncaster, Dudley, Ealing, Hammersmith and Hounslow,
East Hampshire and Fareham and Gosport, Gedling (Nottingham),
Lambeth, Southwark and Lewisham, Leeds, Morfolk, Oldham,
Oxford, Plymouth, South East Sheffield, St Helens, Knowsley and
Warrington, Tees, Wandsworth, Kingston, Richmond and
Twickenham, Wolverhampton.

4.21 LIFT has made good progress, and all schemes have
completed their Strategic Service Development Plans and issued
their OJEC notices. The initial capital investment across the 42
schemes is estimated to be around £1 billion. It is anticipated that
the East London and City schemes will become the first LIFT to
reach financial close in the spring of 2003,

Investment to Contain vCJD Risk-Reduction
Strategy

4372  Asan example of innovative approaches to solving issues
affecting clinical care, the Department of Health announced in
December 2002 that it had purchased the largest remaining
independent US plasma collector, Life Resources Incorporated to
secure long-term supplies of non-UK blood plasma for the
benefit of NHS patients. This transaction was undertaken to ensure
that the current global plasma shortage will not reduce the
availability to NHS patients of life-saving plasma products such as
immunoglobulins and clotting factors. An independent option
appraisal conducted for the Department of Health had shown the
purchase of Life Resources Incorporated to be the most cost-
effective means of securing the sustainable long-term supples of
non-UK plasma the NHS needs.

423  The Department of Health purchased the trade and
assets of Life Resources for an up front payment of £48.8m with
a further £21m tied into the performance of the company up until
the end of 2006, The Department of Health paid a commercial
price for the business assets based on the same analysis as a private
sector purchaser would have undertaken.

424 A US Holding Company — DCI Biclogicals Inc — has been
established to manage the business. DCI Biologicals reports to the
UK Parent Company - Plasma Resources UK Ltd — owned by the
Secretary of State for Health.

425 The current owners and management team of Life
Resources remain with the company to manage the business on
a day-to-day basis. The key individuals are secured on long-term
employment contracts and there have been no senior staff changes
since the acquisition. Life Resources continues to run as a
separate company with all staff remaining on their existing terms
and conditions. They are not employees of the Department of
Health or the NH5.

Figure 4.4: Major Capital Schemes approved to go

ahead since May 1997 - (England)

£ millien

DHSC Scheme

PFl Schemes reached Financial Close which are completed and
operational:

Capital Value

South Dartford & Gravesham NHS Trust G4
Marth Morth Cumbria Acute Hospitals NHS Trust 67
South South Buckinghamshire MHS Trust 45
London CQueen Ekzabeth Hospital NHS Trust B
Merth Calderdale & Huddersfield NHS Trust &5
Marth Horth Durham Health Care NHS Trust &1
Maorth South Manchester University Hospitals NHS Trust &7
Mhidlands & Eastern Morfolk & Norwich NHS Trust 158
Midlands & Eastern Hereford Hospitals NHS Trust &
Midlznds & Eastern Worcestershire Acute Hospitals MHS Trust g7
London Bamet & Chase Farm Hospitals NHS Trust 54
Marth South Durham Healthcare MHS Trust 48
Londan King's Healthcane NH3 Trust 16
South Swindon & Marlborough MHS Trust 100
Morth Leeds Community & Mental Health Services

Teaching MHS Trust 47
London Bromiley Healthcare NHS Trust 118
Morth Hull & East Yorkshire Hospitals MHS Trust 22
17 Total PFI Schemes al Financial Close which

are COmp 1,269
PFI Schemes reached Financial Close with work started on site
Horth South Tees Acute Hospitals NHS Trust 122
Landon 5t George's Hospital MHS Trust 46
London University College London Hospitals MHS Trust 422
London Wiest Middlesex University Hospitals NHS Trust 60
Midiands & Eastern Dudiey Group of Hospétils NHS Trust 137
South Berkshire Healthcare MHS Trust 30
South Cloucestershire Royal NHS Trust 32
Midlands & Eastern University Hospitaks Coventry & Warwickshine

HHS Trust Faa
B Total PFI Schemes reached Financial Close

with work started on site 1,193
5 Total PFl Schemes Reached Financial Close

with work started on site or completed 2,462
PFI Schemes in procurement but not reached financial close
Wave 14
Landon Barts & The London MHS Trust B30
1 Tatal Wave 1A Schemes B20
2nd Wave Schemes Prioritised
Maorth Central Manchester Healthcare/Manchester

Children's Hospitals MHS Trusts 251
Morth Mewcastle Upon Tyne Hospitals/Neweastie

City Health NHS Trusts 124
2 Total 2nd Wave Schemes Prioritised 375
3rd Wave Schemes Prioritised™
North Leeds Teaching Hospitals MHS Trust 125
South Oxford Radehiffe Hospitals NHS Trust 127
London Barking, Havering & Redbeidge Hospitals

MHS Trust 185
Souith Portsmouth Hospitals MHS Trust 173
Morth Blackburn, Hyndibuern & Ribble Valley

Healthcare NHS Trust 109
Midlands & Eastern Southern Derbyshire Acute Hospitals

MHS Trust 177
1 Total 3rd Wave Schemes Prieritised 56
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£ million
DHSC Scheme Capital Value
4th Wave Schemes Prioritised"

H Eastern Uiniverss atal Birrmin ISouth
o airninr;rgm tal Health MHS Trusts 306
Morth Bradiord Hospetals WHS Trust 16
South Avon & Western Wiltshire Mental Health

WS Trust 68
London Marth West London Hospitals NHS Trust 60
Sauth East Kent Hospitals NHS Trust 200
Midlands & Eastern  University Hospitals of Leicester NHS Trust 263
London Lewisham Hospital NHS Trust 44
Midlands & Eastern Peterborough Hospitals NHS Trust 250
North Salford Royal Hospitals NHS Trusts 190
South Maidstone & Tun ‘Wells/Invicta

Community Care NHS Trusts 290
North Pinderfield & Pontefract Hospitals Wakefield

& Pontefract Community NHS Tousts 200
London Whipps Cross Hospitals NHS Trust 313
12 Total 4th Wave Schemes Prioritised 2,400
5th Wave Schemes Prioritised™"
South Brighton Health Care NHS Trust i
South United Bristol Healthcare NHS Trust 104
Midlands & Eastern Sherwrood Forest Hospitals NHS Trust G
London Bamnet & Chase Farm Hospitals MHS Trust 41
Midlands & Eastern Mad Essex Hospitals MHS Trust 110
Midlands & Eastern Essex Rivers Healthcare NHS Trust 9
Morth Hull & East Yorkshire Hospitals NHS Trust 53
Landon Morth Meddlesex Hospitals MHS Trust 3
Midlands & Eastern  Morth Staffordshine Hospital NHS Trusts 268
South Plyrnouth Hospitals NHS Trust 101
Horth 5t Helens & Knowsley Hospitals MHS Trust 229
Midlands & Eastern Waksall Hospitals /Wksall Community Health

MHS Trusts 44
London Paddington Basin 327
Midlands & Eastern Royal Wolverhampton Hospitals NHS Trust 110
14 Total Sth Wave Schemes Prioritised 1,637

Gtk Wave Schemes Prieritised™"

South Crford Radcliffe Hospitals MHS Trust (3
South 4Southampton University Hospitals MHS Trust &0
South South Devon Healthcare MHS Trust 65
Morth Tameside & Glossop Acute Services NHS Trust 85
4 Total 6th Wave Schemes Prioritised 278
54 Total PFI 8.666
Publicly Funded Schemes

Publicly Funded Schemes which are completed

Morth Rochdale Healthcare MHS Trust 24

Midlands & Eastern: Central Sheffield University Hospitals HHS Tnsst 24
South Royal Berkeshine & Battle Hospital NHS Trust B4

3 Total Publicly Funded Schemes with work
started on site 132

Publicly Funded Schemes with work started on site

London Gurys & 5. Thomas NHS Trust Sl
1 Publicly Funded Schemes with work started

an site 50
4 Total Publicly Funded Schemes with work

started on site or completed 182
&8 Total Major Capital Investment given

ll-nmim“'l i e 8,848

1 Figures may not swm due o rounding.
2 The capital value of PRI schemes are approximale and defimed as:

Total Capital Cost to the Private Sector includes the costs of [and,
construction, equipment and professional fees but excludes VAT, rofled
wp interest and faancing costs sich as bank arrangement fees, bank due
diligence fees, banks® lawyers fees and third pardy equity costs. As PFI
procures 3 sendice rather than the underying asset, capital vafves shown
are mecessanily esfimates.

4.26 Since its acquisition the company has continued to trade
well and there have been no major business issues following the
change of ownership.

Asset Disposal

427  The Sold on Health Report® " was launched in May 2000
as part of HMTs Public Services Productivity Panel initiative. The
recommendations in the report, produced by NHS Estates
through an expert panel from both the public and private
cectors, were based on a whole estate lifestyle review approach,
including strategy, procurement, operation and disposal. The
recommendations are intended to increase efficiency within the
processes, reduce waste and generate both savings and accelerated
income for the NHS. A major programme of work continues in
implementing the recommendations, which include:

® A Mational framework and regional overviews for the
procurement, operation and disposal of the NHS estate. Estate
and Investment Plans have been prepared by MHS Estates for
all Strategic Health Authorities to be updated annually. All
Trusts are to have Estate Strategies by 31st December 2002,

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

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

® A programme for better capital procurement including new
partnering relationships with the private sector to structure the
process and deliver better value for money. NHS ProCure21 has
been launched and preferred partners selected. It includes four
key elements partnering, enabling the NHS schemes (HRH
Prince Charles is the Design Champion for the NHS) and
benchmarking and cost intelligence; and

® An acceleration of the disposal of surplus land and buildings,
reducing costs and releasing additional funds for the NHS. NHS
Estates has selected a preferred partner for a one-off sale of
over 100 properties, which is expected to achieve in excess of
£400m. The sale is due to be concluded later this year.

Pooled Budget Arrangements

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




Invest to Save Budget

429 The Invest to Save Budget (ISB) was introduced by the
Government in 1999 to encourage partnership and cross-
boundary working by Government Departments, it was
subsequently extended to Local Authorities and the NHS.

430  The aim of I5B is to provide more assistance towards the
cost of innovative projects, which may need up front funding not
otherwise available, The ISB will seek to realise the gains, which
should be in the form of efficiency savings and/or benefits to the
public. Invest to Save is a practical example of the Government's
commitment to Modemisation.

Round 5

4.31 Over the next three years the Department will receive
£1,505,000 in funding with £538,993 being received in 2003-04
to support the following projects:

Somerset Partnership NHS & Social Care Trust (In total £400,000
with £200,000 being for 2003-04) = To implement, in electronic
form, across specialist mental health care, education and social
services: multi-agency assessment/referral templates that
communicate clinical information: multi-agency care plans: multi-
agency care pathways.

Department of Health - Public Health Division (In total £720,000
with £220,000 being for 2003-04) - To apply proven defence
technology at Southampton Hospital to provide significantly more
rapid detection of Methicillin Resistant Staphylococcus (IMRSA).

Bolton Primary Care Trust (In total £385,000 with £118,993 being
for 2003-04) - In partnership with Manchester Metropolitan
University, Bolton Metropolitan Borough and Arts Council North
West. To provide art and design services to the health sector in
situations where health needs can be specified and health gains
expected within the context of previous research and practice.
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5. The NHS Plan -
a plan for investment:
a plan for reform

THIS CHAPTER COVERS:
51 SUMMARY OF THE NHS PLAN
57 WHAT DOES THE PLAN AIM TO ACHIEVE?

IMPLEMENTING REFORM

511 INMCREASING DEVOLUTION
Planning Priorities
Financial Allocations
MHS Foundation Trusts
Pay Modernisation
5,22 PATIENT CHOICE
Choice for People with Coronary Heart Disease
5379 |NCREASIMG PLURALITY OF PROVISION
Diagnosis and Treatment Centres
Use of Spare Capacity in the UK Independent Sector
Overseas Treatment
537 STRENGTHENED ACCOUNTABILITY
MHS Performance “star” Ratings
2003 Performance Ratings Indicators
2004 Performance Ratings Indicators
MHS Franchising
NHS Franchising Register of Expertise
Patient Prospecius
The Commission for Health Audit and Inspection (CHAD)
561 FINANCIAL FLOWS
562 HNHS BANK

ACTIONS ACHIEVED TO DATE

5.64 ACCESS
Primary Care
Secondary Care

566 WORKFORCE

571 CAPITAL AND CAPACITY
Primary Care

576 QUALITY
Clinical Governance
Mew Consent Process
Patient Safety

Mational Clinical Audit
Controls Assurance

Modernisation Agency
5,99 HEALTH INEQUALITIES
5112 CANCER
5133 CORONARY HEART DISEASE
5.142 OLDER PEOPLE'S SERVICES
5.143 MENTAL HEALTH
5 144 CHILDREN
Public Agreement Targets
Children's N5SF
Children’s trusts
5146 PATHOLOGY MODERNISATION
5.149 MODERNISING NHS DENTISTRY
5157 PHARMACY IN THE FUTURE
5160 INDEPENDENT RECONFIGURATION PANEL
5164 MODERNISATION AGENCY

Summary of the NHS Plan

5.1 The WHS Plan™" sets out measures to modernise the
NHS to make it a health service fit for the 21st century. The NHS
Plan puts the needs of the patient at the centre.

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

53 The NHS Plan set the direction of modemisation and
reform. It sets out how an NHS fit for the 21st century will be
delivered - delivering better health, and faster, fairer services. It
provides a unique opportunity for patients, staff, professions and
Government to modemise the NHS and reinvent it for the new
century.

5.4 The NHS Plan tackles the systemic weaknesses, which
have held back the health service and those working in it by setiing
out a programme for a new relationship between the patient and
health service — a National Health Service shaped from the patient’s
point of view.
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5.5 The full document can be found at www.nhs.uk/nhsplan

5.6 Progress against the MHS Plan and strategy for
implementation were updated in Delivering the NHS Plan in April
2002.

What does the Plan aim to achieve?

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

58 Improverment Expansion and Reform - the Priorities and
Planning Framework (PPF) 2003-2006% was issued in October
2002 and describes the vision for services over the next three
years. This takes forward the objectives of the NHS Plan and other
national commitments and sets targets that the NHS and social
services need to meet during the period 2003-04 to 2005-06.

5.9 The extra resources provided by the 2002 Budget will
allow the Government to go further in tackling the major
capacity constraints suffered by the NHS. The Government will use
this extra investment to:

® Recruit and retain increasing numbers of key staff. By 2008 the
NH3 is expected to have net increases over the September 2001
census of at least:

- 15,000 consultants and GPs:
= 35,000 nurses, midwives and health visitors; and
- 30,000 therapists and scientists,

® Expand and make better use of hospital capacity through a
combination of measures, By 2008, it is expected that the NHS
will have:

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

- opened 42 additional major hospital schemes mostly
delivered through PFl with 12 more major schemes under
construction; and

- additional fully operational Diagnosis and Treatment Centres
(DTC's) - the new generation of fast-track surgery centres
which separate routine from emergency surgery.

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

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

- expanding the capacity of NHS Direct from 7.5 million callers
per year to 30 million callers per year to provide advice, and
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direct patients to the most appropriate service for their needs;
and

- all outpatient appointments and inpatient elective admissions,
including day cases, to be pre-booked by the end of 2005
and electronic patient records in all Primary Care Trusts by
2008.

5.10  The funding increase announced in the 2002 Budget will
enable the Government to take forward the next phase of the NHS
Plan. The next steps for investment and reform were published in
Delivering the NHS Plan (April 2002).%" This document outlines
what the public can expect to see in improved services as the Plan
is implemented, and how these improvements will be secured. It
sets out how the MHS will operate to secure the best use of
resources and be redesigned around the needs of the patient. The
changes outlined in Delivering the NHS Plan centre around
increasing choice for patients, introducing greater plurality of health
senvice provision, develving power to frontline staff, strengthening
local accountability and changing the way in which money flows
around the NHS,

IMPLEMENTING REFORM

Increasing Devolution -
Driving extra provision locally

Planning and Priorities

5.11 In the past planning was done annually and constrained
by time pressures and the requirement for multiple plans. For the
first time health services are now able to plan over a three-year
period supported by three-year budgets. This allows organisations
to look in-depth at their services, plan change with confidence and
implement improvements year on year.

512 Issued in October 2002, the Improvement, Expansion,
Reform — the Priorities and Planning Framework (PPF) 2003-
20065 describes how national commitments translate into
targets for the MHS and social services, It also sets out a
summary of the new system for planning and performance
management. The new planning framework has been designed to:

® Focus planning guidance on fewer, smarter national targets;

® Develop a streamlined monitoring system which focuses on that
smaller set of national targets;

® Create a clear linkage between national targets and the
performance ratings systems;

® Provide greater flexibility at a local level to determine the pace
at which some targets should be delivered; and

® Reduce planning bureaucracy.

513 Together they represent a major change in the way the
NHS is asked to plan for and deliver requirements. With the
introduction of these changes from 2003-04, there will be a much
lighter touch approach to local planning - the Department of




- Health will specify what needs to be achieved whilst the NHS in
rE'gl.hl?.lr local delivery plans will decide how priorities will be
 delivered.

514 Key elements of the new process are the introduction of
 three-year planning and financial allocation cycles, and also the
".‘f'greater emphasis placed on the development of trajectories and
II"‘I:he increased flexibility that the NHS has to agree milestones at a
local level.

‘515  The new planning system is based on a single, three-year
local delivery plan (LDP), which covers NHS and joint NHS/social
care priorities. The LDP will address each of the priority areas,
 gross-cutting themes and underpinning strategies set out within
Improvement, Expansion and Reform. Plans will, wherever
possible, contain quantified trajectories describing how progress
to achieving targets will be delivered over the three years. This
 trajectory will define the agreement between the service and the
- Department of Health — in abolishing the requirement for annual
planning, the national system will rely on these longer-term
programme plans as the basis for monitoring local progress.

516 In general, SHA LDPs will be the only plan the
Department of Health will formally sign-off. Inevitably from time
to time plans will be needed for other purposes - eg to provide
additional accountability for national budgets or to agree major
changes such as PFl schemes and franchises for failing
organisations. The intention is, however, to keep these additional
requirements to an absolute minimum.

517 Under the new LDP arrangements, it will be much more
important for local organisations to have good monitoring
amangements in place so that they can amend their plans and take
action where necessary during the course of these three years.
Wherever possible individual organisations should be taking action
themselves rather than waiting for intervention to be initiated by
others. Monitoring and performance management will focus on
| the targets for the next three years. There will also be routine
monitoring of national standards and past targets where
appropriate to ensure they continue to be met.

Financial Allocations

518  From 2003-04 three-year revenue allocations have
been made direct to PCTs to put resources and responsibilities in
the hands of front line services. It will also enable health
communities to plan their finances and provides a surer foundation
for PCTs to commission services in a way which will deliver
improvement in performance. The allocations have been based on
a new funding formula so that there is a better balance between
high health need areas and those with high labour costs.
Likewise, capital allocations for building and equipment have been
made for three years, direct to PCTs, NHS Trusts and Strategic
" Health Authorities.

NHS Foundation Trusts

519  Delivering the NHS Plan ™" set out plans to introduce
MHS Foundation Trusts for NHS Trusts. In Movernber 2002, as part
of the Queen's Speech, the Department announced that it

i

would establish Foundation Trusts as locally owned public benefit
organisations, modelled on co-operative societies and mutual
organisafions. Their primary purpose will be to provide health and
health-related services for the benefit of NHS patients and the
community, on the basis of clinical need and according to
national standards, and they will be subject to inspection by the
Commission for Healthcare Audit and Inspection. Details on
proposals are set out in A Guide to NHS Foundation Trusis™
published by the Department in December 2002. This document
invites preliminary applications, subject to criteria laid down by the
Department, from acute and specialist MHS Trusts that were
successful in gaining three stars in the July 2002 MHS Performance
Ratings. Subject to legislation, the first MHS Foundation Trusts will
be establiched from April 2004, with the first NHS Foundation
Trusts existing in “shadow”™ form from 2003-2004,

Pay Modernisation

5.20 On 28 Movember 2002, negotiators from the UK
Health Departments, MHS employers and staff organisations
successfully concluded negotiations on a new pay system for the
NHS covering all staff except for very senior managers and staff
within the remit of the Doctors’ and Dentists” review body. The
package has now gone forward for consultation with NHS staff
covered by the new system. The proposed investment will
support the most radical modernisation of the MHS pay system
since its foundation in 1948. The new system will be fairer for staff
and better for patients. In essence, it is about paying more to get
maore so that staff who take on new responsibilities get extra
rewards. The new pay system will also give NHS organisations
greater flexibility to design jobs around the needs of patients,
flexibility to define the core skills and knowledge that staff should
apply in their jobs and flexibility to pay extra in response to
recruitment and retention pressures.

5.21 Subject to the outcome of consultation, the new system
will begin to be introduced in some ‘Early Implementer” sites in
England from June 2003. These sites will help establish best
practice in using the system and delivering intended benefits for
staff and patients. The system will then be implemented across the
NHS from October 2004,

Patient Choice -
Redesigning NHS services around the needs of patients

5.22 “Choice” is central to the Government's agenda for
medernising and improving the delivery of all public services,
including health care. At its core is treating peaple as active citizens
— not passive recipients of services — enabled and informed to
exercise genuine choice over key aspects of their lives.

5323  The vision for Choice is that by 2005 patients should be
able to exercise much greater choice as to when, by whom and
where they are treated. The development of innovative clinkcal
pathways and extended practitioner roles should also widen patient
choice for treatments, for example with alternative treatments,
Patients who exercise choice are much more likely to feel
empowered in their dealings with health and other care
professionals, exercising self and shared care.
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524 Specifically, patients will be able to:

® Access comprehensive, reliable information and advice on
services, waiting times and other key aspects of quality, and
options. All this information will be accessible via the net and
potentially other channels such as touch screen kiosks,
telephone helplines and digital TV,

® Choose their GF;
® Choose other services in primary care;

® Choose the hospital/service to which they will be referred to
(for elective surgical treatment). This might include a local MHS
hospital or one elsewhere, a DTC certain private hospitals or
even overseas; and,

® Book appointments (electronic if they wish) with their GPs,
hospitals and other services at a time and place that is
convenient to them.

5.25  Implementing booking, particularly electrenic booking
systems is key to delivering the vision of patient choice for 2005.
By 2005 all patients and their GPs will be able to book hospital
appointments not just at the time of the patient's convenience but
at the place of the patient's convenience too. The systems
supporting these booked appointments will let GPs and patients
look at a range of options across NHS Trusts, the private sector and
potentially overseas. They will let them compare, for example,
different waiting times for patients at different Trusts and across
different specialties. There will also be information on accessibility,
hospital services and clinical indicators to help inform patient
choice. This will work through a variety of electronic delivery
channels, including direct on-line booking as well as a call
centre based bookings management system and potentially
using new technologies such as digital TV.

526 The key outcomes required are that by end of 2005 we
will deliver:

® Pre-booking for all cutpatient appeintments and inpatient
elective admissions including daycases;

® Choice of the hospital/elective service to which they will be
referred,

® Cuaranteed access to a primary care professional within 24
hours and to a GP within 48 hours;

® Six-month maximum wait for inpatient treatment; and
® Three-month maximum wait for outpatient treatment.

527  What has already been achieved (by the end of financial
year 2002-03);

® Choice for coronary heart disease has been rolled out nationally
tfor all patients waiting more than six months for heart
surgery; and

® Choice for London patients waiting more than six months has
been rolled out for ophthalmelogy from October 2002 and for
orthopaedics, ENT and general surgery for March 2003.

Next steps

® Choice projects are being established in other areas of the
country to address both choice for long waiters (where a patient
has been waiting for more than six months for elective
treatment) and for choice at the point of referral.

® London patient choice will be extended to almast all elective
surgery in London.

® From the summer of 2004, these choices will be offered to all
elective surgery patients waiting over & months nationwide.

® The delivery plans for choice for long waiters and choice at the
point of referral on a national basis will be agreed and
implementation started.

Choice for People with Coronary Heart Disease

5.28 ' From July 2001 all patients in England who have been
waiting more than six months for heart surgery have been eligible
to choose to have treatment in a hospital which can do the
operation more quickly whether this is in the public sector or
private sector. Patients waiting six months have been contacted
by an independent Patient Care Advisor to discuss their options
within the scheme. By March this year, 1,745 of those eligible for
cheice had opted for treatment elsewhere. In arder to build on the
success of the scheme, in December 2002 an extra £10.8 million
was allocated to those areas with the highest levels of coronary
heart disease. Contracts have been negotiated for patients to be
offered the further option of treatment abroad.

Increasing Plurality of Provision —
Patients need a range of different services to exercise
choice

Diagnosis and Treatment Centres

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

5.30 The core objectives of the DTC programme are to:

® improve access to acute elective care (by contributing an
additional 250,000 first order finished consultant episodes =
FFCEs — to the activity growth needed to achieve maximum six-
menth waits by 2005). This builds on the NHS Plan aim of 20
Diagnosis and Treatment Centres to be developed by 2004
including 8 to be fully operational treating approximately
200,000 patients a year;

® spearhead diversity in the provision of WHS clinical services by
letting contracts for independent sector companies to run some
DTCs, adding their expertise, staff and resources to those of
NHS providers and, through these two objectives:

- modernise the way the NHS provides diagnostic and
elective care; and




- drive productivity gain by stimulating new models of
service delivery.

5.3 14 DTCs are now open and these will provide over
40,000 extra FFCEs when they are fully operational. They include
the first independent sector run DTC at Redhill, Surrey managed
by BUPA, A further 33 NHS run DTCs are in development and will
all be fully operational by 2005. In all, we expect NH5-run DTCs
to be providing 150,000 FFCE's a year by 2005.

532 Significant capital investment, over £350m, has been
made in the MHS to develop this programme. Alengside the NHS
investment, in December 2002, a procurement process was
launched for 11 independent sector DTC projects which invited
expressions of interest from both UK and overseas independent
healthcare providers. The independent providers will either work
alone or in a joint venture with the NHS, creating capacity to
provide 39,500 FCEs a year by 2005. Independent providers were
also invited to propose innovative options for a series of ‘chains’
of DTCs where one organisation will provide a number of DTCs
for cataracts, simple day-case surgery and orthopaedic procedures.
There has been a very strong response from independent
providers to the Pre-Qualification Questionnaire exercise (POO)
and these are being evaluated prior to the issues of ‘Invitations to
Megotiate’ to short-listed bidders.

Use of Spare Capacity in the UK Independent Sector

533 Building on the Concordat agreed with the private and
voluntary healthcare sector in October 2000, the Department is
also continuing to encourage the NHS to make use of spare
capacity in the existing UK independent sector in a mare planned
and co-ordinated way. According to figures supplied by the
Independent Healthcare Association at least 86,000 MH5 patients
were treated by their members' hospitals on an in-patient, out-
patient or day-case basis during 2002-03.

Overseas Treatment

534  Delivering the NHS Plan™" set out the Government's
intention to make greater use of overseas providers to treat NHS
patients and to bring about greater diversity and pluralism in the
provision of NHS services. Overseas treatment offers a means to
add to the capacity of the NHS, and reduce waiting times. An
averseas treatment pilot was set up between January and April
2002, with patients from three NHS pilot sites (East Kent,
Portsmouth/lsle of Wight and West Sussex/East Surrey) receiving
treatment in France and Germany. An independent evaluation of
the pilot was conducted by the Health Economics Consortium at
York University; patients’ reactions were very positive.

535  In the light of the pilot, the Department of Health
established two “lead commissioners™ who are responsible on
behalf of the NHS in England for selecting overseas providers and
contracting with them for treatment for NHS patients. A
procurement exercise was run after the pilot, producing 170
expressions of interest from potential overseas providers. Guidance
has now been published for primary care and acute trusts

considering the referral of NHS patients abroad, and this is
available on the Department's website. Mearly 300 patients have
received treatment abroad in 2002-02 under the overseas
treatment initiative. This number is expected to increase in
2003-04.

536  Independently of this initiative, approximately 1,100
patients were authorised this year to receive specific treatment in
other European Economic Area member states under the
longstanding E112 referral arrangements. This is the mechanism
which entitles patients to seek treatment in other member states
at NHS expense, subject to receiving prior authorisation from the
Department of Health.

Strengthened Accountability -
Confidence in health service delivery

NHS Performance “star” Ratings

537  In September 2001 NHS Performance Ratings were
produced for acute hospital trusts; in July 2002 acute trusts
received their second annual star ratings, alongside the first ratings
for specialist and ambulance trusts. Mental health trusts received
indicative baseling ratings.

538  Insummer 2003 the ratings will be repeated for all trust
types, including first full ratings for mental health trusts and PCTs.

5,39 The performance ratings system awards three stars to the
highest performing trust. down to zero stars for the worst
performing. The rating awarded is based on the trust's
performance against a number of key targets and a wider set of
balanced scorecard performance indicators; Commission for
Health Improvement (CHI) reviews which have occurred within the
year in question also form part of the rating assessment.

5 40 Overall there were 304 NHS Trusts that have been rated
for their performance in 2001-02. The overall results are as follows:
&8 i
171 *k
53 *
12 L]
5.41 For MH5 Acute trusts, the results were as follows:
45 % e
77 % &
34 *
10 0
542 Overall 46 acute trusts received an improved

performance rating, 75 were unchanged and 37 received a lower
rating.

543  For Summer 2003 responsibility for the development and
publication of the performance ratings will pass to CHI. DH officials
are working closely with CHI during this transitional year to prepare
for the 2003 publication.
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2003 Performance Ratings Indicators

5.44 On the 31 March the Department of Health and the
Commission for Health Improvement announced the key targets
and indicators which would be used for 2003. This lst covers acute
specialist, ambulance, Mental Health and PCTs.

545 Further details of the indicators published in July 2002
and the indicators announced to the health senvice for 2003, can
be viewed at the WHS Performance Indicators 2002-03 website;
www.doh.gov.uk/performanceratings/2003

2004 Performance Ratings Indicators

5.46 The Department will continue to work with the
Commission for Health Improvement, NHS organisations and
professional bodies to ensure that new and improved indicators
are developed.

5.47 It is the intention of the Secretary of State and the
Commission for Health Improvement to notify to the NHS in
advance the key targets and indicators to be used in the summer
2004 performance ratings.

548  Aseries of expert service reference groups have been set
up by Commission for Health Improvement to inform the
content of the 2004 performance ratings.

NHS Franchising

5.49 MHS Trust franchising is a new approach to finding the
best available managers to take on the role of Chief Executive and
supporting teams in some of the most poorly performing NHS
Trusts. The prime concern under new management arangements
is to address the particular areas where a Trust has performed
poorly and to demonstrate the capacity to improve performance.

550  Following the 2001 performance ratings six NHS Trusts
have had their management franchised to experienced NHS
managers with a proven track record for delivery. In order to widen
the pool of experitse from which good quality managers can be
sought, the NHS Franchising Register of Experise was published
on 19 December 2002, The Register contains a list of organisations
effectively pre-qualified to bid for franchises and includes the 62
three star MHS Trusts whose star status gives them automatic
inclusion, eight private sector organisations and the Trent
Strategic Health Authority.

5.51 The Good Hope Hospital NHS Trust, Birmingham, is
being franchised after it was classified as zero star in 2002.

552  All organisations on the MHS Franchising Register of
Expertise were invited to bid for the franchise. Initial bids were
evaluated by a panel comprising the Trust Chair, the Director of
Health and Secial Care - Midlands and East, the Strategic
Health Authonty chief executive and an independent assessor
nominated by the NHS Appointments Commission. The
organisations who were shortlisted by the panel have been invited
to prepare full bids for the next stage in the process - Invitation
to Megotiate. The outcome of this process is expected in Summer
2003,

52

NHS Franchising Register of Expertise

553 In order to expand MHS Franchising, a Register of
Expertise was set up which contains an approved list of
organisations which may subsequently be imvited to bid for specific
management franchises.

5.54  The Register includes organisations from inside and
outside the NHS which are effectively pre-qualified to tender for
MNHS franchises. The NHS Appointments Commission set up an
independent panel under the chairmanship of Sir William Wells to
assess all applications for the Register against a given set of criteria,
The criteria include an expertise in managing and improving
performance in large and complex service delivery organisations;
an excellent track record in both financial and human resource
management; and a commitment to the public service ethos,

555  The Register includes 62 NHS Trusts whose three star
status gives them automatic inclusion on the Register and eight
private sector organisations. The Register is available at
www.doh.gov.uk/nhsfranchising

Patient Prospectus - “Your Guide to Local Health
Services”

556  The concept of local NHS organisations producing a
‘Patient Prospectus’ was first outlined in the NHS Plan,®® as part
of the Government's drive to strengthen local accountability,
provide better information for local people about their local NHS
and to place patient views at the centre of service improvement.

557  To clearly demonstrate that the MHS is acting on
information gained from patients and reporting back to the local
public on the performance of the healthcare providers in their
areas, every PCT has published a new ‘Patient Prospectus’, The
‘prospectus’ is set to play a leading role in PCT and Trust
patient and public involvement strategies and will be one of a
number of the ways the local MHS engages with patients/publie.
The leaflet contains information on health services across
individual PCTs, ranging from where they can be found to hospital
star ratings. Producing feedback on local trust ratings supports
patient choice and accountability. Improving the quality of
information in this way gives patients’ better decision-making
power, and more choice over their own care.

The Commission for Healthcare Audit and Inspection
(CHAI)

5.58  Announced in Delivering the NHS Plan®® the
Commission for Healthcare Audit and Inspection (CHAI) will
become the health watchdog which the public can trust as the
independent commentator on the quality of NHS and independent
health care and on how the additional funding announced in the
Budget is being used to benefit patients. The current fragmentation
in the system of NHS inspection means the same NHS organisation
can face multiple uncoordinated inspection visits and demands for
information from a number of different bodies. Fragmentation not
only makes for unnecessary bureaucracy it also weakens the
system of inspection. CHAI will help to reduce burdens and




maximise the benefits to the MH5 in helping to identify how the
quality of health services can be improved.

£.59  The Government accepted the Bristol Royal Infirmary
Inquiry recommendations that the number of bodies inspecting
and regulating health care should be rationalised and that the
| regulation of the public and private health sectors should be
| brought together. CHAI will encompass all of the current and
proposed work of the Commission for Health Improvement (CHI)
| and the Mental HealthiAct Commission (MHAC) with the
national NHS value-for-money work of the Audit Commission and
the independent healthcare work of the National Care Standards
Commission (NCSC).

560  CHAI will have responsibility for inspecting both the NHS
and private health care sectors and will help to promote
continuous improvement in the quality of services for patients and
ensure value for money is achieved. Its principal roles will
include:

® inspecting all NHS health care providers with the ability
where there are serious problems, to recommend special
measures are taken;

® licensing private health care provision,
® conducting NHS value-for-money studies;

® publishing reports on the performance of NHS organisations
both locally and naticnally; and,

® publishing an annual report to Parliament on national progress
on health care and how resources have been used.

Financial Flows —
Making sure money moves between commissioners and
different healthcare providers

5.61 The changes announced in Delivering the NHS Plan™™
to the way that money will flow around the NHS were set out in
miore detail in October 2002 in Reforming NHS Financial Flows:
introducing payment by results™"™ . This document also sought
feedback on a number of key issues raised by these reforms. A
response to the comments we received has been published on the
Department's website.

® Comments made in response to this document were taken into
account in the more detailed guidance on implementing the
scheme and the national tariff for 2003-04, which was issued
alongside allocations in December 2002. This guidance is akso
available on the Departments of Health's website, along with
a number of tools — such as a model Service Level Agreement
- to help organisations to implement changes.

® The changes to the financial flows system will start in 2003-04
with a small proportion of inpatient activity and expenditure and
will gradually roll out to other areas such as outpatient
activity, accident and emergency and ambulance, and mental
health and community health as appropriate casemix tools can
be developed over a number of years. The areas covered in
2003-04 are focused on services with high volume, high cost,

long waits, and link to the choice pilots. In 2005-06 the new
system of financial flow will cover the majority of HCHS
expenditure. There will be a transition process to ensure there
is no undue financial destabilisation.

® |mproving our casemix tools is a key priority and casemix
measures (in particular HRGs) will be further developed to
ensure that they are robust and fit to support a reimbursement
system. The HRG (Healthcare Resource Group) version 3.5
revision programme is underway with clinical working groups
examining the current HRGs to consider whether refinements
can be made to current code groupings to improve the
HRGs,

Next Steps:

® The development of HRG version 3.5 should be complete by
the summer of 2003, This will be followed with preparatory
work to implement the new HRGs, and work on developing
casemix tools will continue.

® There will be continued consultation with NHS bodies and other
organisations, alongside further analysis and modelling, to
develop the system for implementalion in 2005-06.

® Working to improve the quality of reference cost information;
and

® Continuing to work with the National Primary and Care Trust
Development Programme (NatPaCT) and others to prepare
PCTs and other organisations for the phased implementation
of Payment by Results.

NHS Bank

562  Since the NHS Bank was announced in Delivering the
NHS Plan, a Shadow Bank has been established overseen by four
SHA CEs and chaired by the Department's Finance Director. In
2002-03 the shadow bank has worked to administer a £100
million special assistance fund to support NHS organisations.

563  2003-04 will see the Shadow Bank arrangements
develop with Strategic Health Authorities taking a greater role. The
£100 million special assistance fund will continue and the Bank will
also assist in managing the profile of capital expenditure across the
NHS and across years, to ensure that the NHS as a whole makes
optimum use of total resources on an annual basis.

ACTIONS ACHIEVED TO DATE

ACCESS

Primary Care
5654  The March 2003 milestone of 90 per cent delivery was
achieved for access to a primary care professional.

At March 2003 nationally:

® 88 per cent of patients were able to be offered a GP
appointment within two working days; and
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® 91 per cent were able to be offered a primary care professional
appointment within one working day.

5.65  Both results show progress over 2001-02. Further
details on Access can be found in Chapter /7.

ON THE GROUND:

in the past six months, Daventny and South Northanis Primary Care
Trust has made a dramatic leap in access to GPs and nurses,

in Orctaber last vear, patients were onfy able fo see a murse within
24 hours in 67% of practices and only 58% were able to offer
access to a GF within 48 hours.

But now all practices can offer an appointment with a nurse within
24 houwrs and 92 % are offering access o a GF within 48 hours.

® Forly-two NHS Walk-in Centres are now established as a
convenient service which is complementary to general practice.
The independent Mational Evaluation report published in July
2002 by Bristol University shows that NH5 Walk-in Centres are
a safe and popular addition to the NHS family with high levels
of patient satisfaction.

Secondary Care

® Figures published for the end of February 2003 show the total
number of patients waiting for a hospital aperation has fallen
by 26,000 with the number waiting for over a year having
consistently fallen for a year and and a half, indicating the NHS
is on course to deliver its target of no-one waiting more than
a year for inpatient treatment at the end of March 2003.

® At the end of December 2002, 51 per cent of Trusts were
already meeting the March 2003 target of having no 21 week
waiters and its fully expected that this target will be met by all
Trusts as planned.

® By the end of March 2002, more than five million patients had
booked their appointment at a date and time of their choice.

Workforce -

Increase numbers of staff within the service and
modernise jobs

5.66 Provisional figures for September 2002 show that since
September 1999 there has been an increase of around 40,000
nurses and since September 1997 there has been an increase of
almost 50,000 nurses. This means that the MHS Plan commitment
for 20,000 more nurses by 2004 (over 1999 levels) and the
manifesto commitment for 20,000 mere nurses by 2005 (over
2000 levels) have been achieved well ahead of schedule.

5.67  Provisional figures for September 2002 show that since
September 1999 there has been an increase of around 5,500
therapists. This puts us on target to achieve the MHS Plan target
for 6,500 more therapists and other health professionals by 2004.
The number of applications for social work courses in 2002
increased by 8.3 per cent over the previous year.

5.68  Provisional figures for September 2002 show that since
September 1957, consultant numbers have increased by 5,500, GP
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numbers by 1,200 and specialist registrar and GP registrar
numbers by 2,500, From March 1996 to 2001 there has been an
increase of @ per cent in the numbers of whole time sodal workers
for local councils.

OMN THE GROUND:

It was found that up to 60 per cent of newly-qualified nurses
moved jobs or left the profession altogether within their first year
because of difficulties making the transition from student to staff
nurse, learning the system, developing clinical judgement or
forging professional refationships.

Rayal Wolverhampton Hospitals NHS Trust has appointed a clinical
skills facilitator fo tackle the high furmowver of junior staff. The
facilitator is responsbile for assessing and teaching new staff nurses.

569  Provisional figures for September 2002 show that since
September 1999, the number of consultants working in the NHS
has increased by 3,700 and the number of GPs increased by 700.
The NHS Plan target is for 7,500 more consultants and 2,000 mare
GPs by 2004.

Capital and Capacity -

Increase and improve capital and infrastructure within
the system

571  Since May 1997, 68 major hospital developments (64 PFI
and four Public) worth over £8.8 billion have been approved to
proceed. The latest of these to become operational are located at
Leeds Community, Bromley and Hull.

5.72 114 hospital schemes (104 PFl and 10 public capital)
counting towards the MHS Plan aim of “100 new hospital
schemes in total between 2000 and 2010% have been approved
to proceed to date. Of these all but three are timetabled to open
by 2010. We are therefore on course to exceed the target set out
in the NHS Plan.

ON THE GROUND:

A new critical care unil, costing £2.5m, is to be buill at New Cross
Hospital, Wolverhampton. it will boast the fatest [ife-saving
technology;, &5 nurses and eight specialist consulfants. The wnit will
imtegrate the intensive care and high dependency units. There will
be an extra 19 enfical care beds.

It will fead to a reduction in cancelled operations.

573  General & acute beds increased by over 1,500 in last two
years - over two-thirds of the NHS Plan target to increase beds by
2,100 by 2004 already achieved. This is the first time G&A bed
numbers have increased in two consecutive years since records
began in 1960.

5.74 30 per cent increase in adult critical eare beds since
January 2000 = MH5 Plan target met early.

Primary Care

575  Impressive progress has already been made towards the
MHS Plan targets of replacing or improving 3,000 GP premises and
providing 500 One-Stop Primary Care Centres by 2004.

e i it e



& By 2004, up to £1 billion in total will have been invested to
madernise the primary care estate.

® Over 1,300 premises have already been modernised (through
substantial refurbishment or replacement with new buildings),
helping GPs to provide highest quality services in the highest
guality settings.

® Some 200 one-stop primary care centres have already been
bringing primary and community services and, where possible,
social services and other primary care providers together on one
site to make access more convenient for patients.

® 42 areas have begun the process of establishing NHS local
improvement finance trusts (NHS LIFTs) to use public and
private partnership (PPP) principles to support wholesale
refurbishment or replacement of the local primary and
community care estate to support delivery of modernised
primary care services.

& £30 million of public capital has been targeted on investment
in the most under-doctored areas to develop training practices
in deprived and most needy communities. This should lead to
at least 400 premises being improved to provide
accommodation for an extra 550 GF Registrars.

® An additional £15 million was approved to improve workforce
accommodation in GP premises. This is well advanced and
around 200 expanded and improved premises should be
provided once the programme is completed.

® In August 2002 an extra £22 million of public capital was
targeted at providing a further 100 one-stop primary care
centres to be completed by 2003 in under-doctored areas
serving both rural and urban communities.

Quality -
Improve the quality of clinical care and ensure a more
patient centred-service

576  Listening to patients’ views is essential to delivering the
commitments for a patient centred service. Every NHS and PCT
trust is required to regularly obtain feedback from patients
about their experiences of care. This is through a national
survey programme, where the views of patients form part of the
assessment of NHS service providers for our star ratings system.

5.77 PCTs publish a summary Patient Prospectus called
“Your Guide to Local Health Services'. This contains a summary of
the results of the annual survey of patients at the local acute
hospital(s) and information on the on the shape, quality and
performance of local services. This will be a regular publication. Al
PCTs produced this document in autumn 2002 for distribution to
each household by end of November 2002.

578  The majority of trusts now have in place Patient Advice
and Liaison Services (PALS). They are dealing with patient
concerns on the spot, picking up information all the time about
people’s experiences of the NHS - both good and bad. This is fed
back to the Trust board to highlight gaps and ensure services
continue to meet patients' needs.

OMN THE GROUND:

A cancer patient who received treatment at Doncaster Royal
Infirmary is now working with a clinical management team at the
hospital.

Dennis Atkin (55), a retired police officer, works with clinical staff
lo give a patient's perspective an future plans and running of the
special surgery services. This includes ENT (disorders of the ear,
nose and throat), oral and maxillo-facial surgery, and orthodontics,
Dennis is a laryngectomee, after his treatment for cancer of the
larymx i dume 2000,

He is @ member of the Doncaster Cancer Support Group, Cancer
Vioices, and also a representative for cancer palients on the
Doncaster Communily Health Action Forum.

Staff are increasingly involving patients in all new developments
and proposed service changes. This gives users of healthcare
services the opportunity to influence develapments,

579 From 1 January 2003, all local authorities with social
services responsibilities (county councils, London Borough Councils
and unitary authorities) have the power to scrutinise health
sepvices, This contributes to their wider role in health improvement
and reducing health inequalities for their area and its inhabitants,
and should lead to improvements both in quality and in creating
a patient-centred MHS.

5.80 Also from 1 January 2003, Section 11 of the Health and
Social Care Act 2001 placed a new duty on MHS trusts, Primary
Care Trusts and Strategic Health Autharities. This is a duty for NHS
bodies to make arrangements to involve and consult patients and
the public in service planning and operation, and in the
development of proposals for changes to the way services are
provided.

5.81 The Commission for Patient and Public Involvement in
Health was established on 1 January 2003, with responsibility for
overseeing the new patient and public involvement system. The
Commission will support, fund and performance manage Patients’
Forums and the delivery of Independent Complaints Advocacy
Services (ICAS). It will advise the Secretary of State on public and
patient involvement issues. The Commission will champion and
promote the involvernent of the public in decisions that affect their
health, putting them at the heart of decision making in local NHS
SErVICes.

582  The Department will be working with the Commission
to set up Patients’ Forums throughout 2003-04. Patients’
Forums, being set up for every trust and PCT will be responsible
for monitoring and reviewing NHS services from a patient’s

perspective.

583  Independent support will be available for patients
wishing to make a complaint about their NHS care or treatment.
The service has now been piloted and will be provided and/or
commissioned by PCT Patients’ Forums.

584  Patients’ Forums will be a powerful vehicle for enabling
patients to have a louder and more effective voice in the way the
NHS works. By empowering more people to get involved by
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skills to be able to do this effectively, we are reinforcing the culture
of “trust me | am a patient”™.

5.85 The new system for patient and public involvement aims
to bring about a cultural change in the way the NHS deals with
patients and the public to shift the balance of power in their favour,
to give them real influence and power and to modernise the NHS
arpund patients.

586  The Department intends to set out the way forward for
introducing improvements to the current complaints system
shorthy. A key plank of the reforms will place responsibility for the
new Independent Review stage of the complaints process with
CHAI. Work is also underway on developing a good practice
toolkit for local resolution and an improved clinical assessor's
database, which should also be available early this year, as well as
a specification for training of people dealing with complaints. In
addition, a set of “principles” will be developed that will allow the
NHS and social services complaints systems to operate effectively
in Care Trusts and Section 31 Partnerships.

5.87  The Chief Medical Officer has produced a report for the
government about options for reforming the present system for
handling clinical negligence claims. This has been presented to
Ministers, and will form the basis for published proposals later on
this year, The aim of reforms are to develop improved ways of
responding to complaints and clinical negligence claims that are
simpler to use, more accessible and more responsive to patients,
have ownership and the support of staff and encourages learing
from errors. These improvements should make the NHS more
responsive to the needs of patients who suffer as a result of poor
quality care.

588 The Department undertook to end mixed-sex
accommedation in 95 per cent of NHS trusts by December 2002.
We set clear objectives designed to provide separate sleeping areas,
separate toilet and washing facilities and safe facilities for the
mentally ill:

® 98 per cent of NHS trusts provide single-sex sleeping
accommaodation for planned admissions and have robust
operational policies in place to protect patients’ privacy and
dignity;

® 95 per cent of MHS trusts meet the additional criteria set for
mental health facilities; and

® 93 per cent of NHS trusts provide properly segregated
bathroom and toilet facilities for men and women. A further 2
per cent of NHS trusts have works underway to deliver the
required standard, affecting just 34 wards out of 10,000,

Ower 98 per cent of NHS wards meet our guidelines, which is a
significant achievement. The remainder will comply once PFI and
other building projects currently underway are completed.

Clinical Governance

5.89 Clinical Governance is the local mechanism for ensuring
the delivery of safe, high quality patient care, Chief Executives and
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within the Health Act 1999, is propery discharged by putting
keeping in place arrangements for continuously monitoring and
improving the quality of health care that the organisation
provides. '

550  Following the publication of Shifting the Balance of
Power, guidance on clinical governance reporting processes was
issued in November 2002 to ensure that clinical governance reports
and performance monitoring is aligned to the work of the &
Commission for Health Improvement {CHI).

5.91 CHI has published 262 clinical governance review
reports to date.

592  The MHS Modernisation Agency-Clinical Governanee
Support Team has supported 433 teams from NHS organisations
that have been or are going through its Clinical Governance
Development Programme.

ON THE GROUND:

Before patients were given automatic appointments every six o
12 weeks, Bul often patients felf this unnecessary and only nead
an appointment when problems arise.

A scherre to give diabelics the power to book their own pediatry
appointments has been launched at Morth Tyneside GCeneral
Hospital. Now the patient can choose the time and date of their
next appointment,

This is not anly more convenient for the patient bul ic also helping
lo ease the pressure on the service and make it mare responsive
to patient needs.

New consent processes

5,93 Patient leaflets on consent to examination or treatment
(setting out patients’ rights when their consent is sought, and
encouraging them to ask questions and take the time they need
to come to a decision) were published in July 2001; guidance plus
a new consent to treatment form and model consent policy issued
MNovember 2001. This is part of the ‘Good Practice in Consent
Initiative' set out in the NH5 Plan,

594  The Department has consulted on a draft code of
practice on families and post mortems and consent to post mortem
forms. Final versions will be published shortly.

Patient Safety

595  The National Patient Safety Agency (MPSA) was
established in July 2001 - its core function is specifically to improve
the safety of NH5 patient care by promoting a culture of
reparting and learning from adverse events, and to manage the
national reporting system to support this function. Following from
piloting this system in 28 hospitals and in primary care, the
reporting system will undergo further testing and development in
early 2003 prior to being implemented across the NHS from 2003,
The NPSA issued its first Patient Safety Alert to the NHS on 23 July
2002, on preventing accidental overdose of intravenous potassium
in hospitals,
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I_Hatinnal Clinical Audit

596  The NHS Reform and Health Care Professions Act 2002
| establishes an Office for Information on Health Care Performance
within the Commission for Health Improvement (CHI). As part of
its work the Office will work in partnership with the clinical
| professions and others to promote the development of a
programme of clinically relevant, locally owned dinical audits. As
part of this work CHI took over, in autumn 2002, the programme
of national clinical audits initiated by the Mational Institute for
| Clinical Excellence. CHI have also agreed to take over the
I management of the National Clinical Audit Support Programme
' from the Department in April 2003. These two strands of work will
| be integrated into the national clinical audit programme to be
| developed by CHI during 2003.

Controls Assurance

597 A constituent process of clinical governance which
underpins the provision of quality outcomes through assuring
effective risk and control systems, is now largely in place and
developing in all NHS bodies.

Modernisation Agency

598  The Clinical Governance Support Team part of the NHS
Meodernisation Agency runs a number of programmes that
address quality, safety and Clinical Governance. These are:

® The dlinical govemance development programme engages front
line multidisciplinary teams in the implementation of clinical
governance in NHS organisations. It provides a framework that
ensures the provision of safe and high quality patient care. The
programme enables a wide variety of organisations to invohe
staff and patients in improving services,

® The Board Development programme addresses the strategic
leadership of clinical governance in NHS organisations. It
supports the development of boards and individuals to ensure:
accountable care; top-level commitment; whole organisation
engagement; whole system involvement and development of
strategic capacity; and,

® The Large Group Programme facilitates accelerated
implementation of clinical governance and service
modemisation. They work with large groups of people in a
variety of ways to achieve sustainable improvement.

OMN THE GROUND:

The Gateshead and South Tyneside Smoking Cessation Service has
topped the league of services in England.

Last year record numbers of people were accessing the service and
the numbers quitting (691) were four times higher than the
national average (196). larrow taxidriver Russell Walker was the
service's 10,000th client. He saw an adwisor from the service every
week and was prescribed the drug Zyban.

Health Inequalities -

Improve public health services and reduce level of

inequalities in health status

5.99 Two national health inequalities targets were set in
February 2001 and as part of the Spending Review 2002 these
were combined to form one single PSA target:

By 2010 reduce inequalities in health outcomes by 10 per
cent as measured by infant mortality and life expectancy at
birth.

5100 An overview of the Government’s national health
inequalities programme is provided in chapter two.

5101  During the period April 2001 to March 2002, around
227,300 people set a quit date through the NHS smoking
cessation services, and 119,800 (53 per cent) were successful at
the four-week follow-up. This is well ahead of the 2001-02 target
for 50,000 people to have quit at four-week follow-up through
smoking cessation services.

5.102 During the same period, 4,037 pregnant women set a guit
date through the services and 1,941 (48 per cent) had successfully
guit based on self report at the four-week follow-up stage.

5.102  The under 18 and under 16 conception rates both fell by
10 per cent between 1998 and 2001, making progress towards the
targets of 15 per cent by 2004 and 50 per cent reduction by 2010.

5104 A new action plan for the next phase of implementation
of the Teenage Pregnancy Strategy was launched in June 2002.
This sets out further cross-Government action te underpin
delivery of the under 18 conception rate reduction targets and the
aspirational target to increase teenage mothers’ participation in
education, training or employment to 60 per cent by 2010. The
current rate is 33.5 per cent (2002), compared to 16 per cent in
198/,

5105 The Sexual Health and HIV Strategy Implementation
Action Plan was published in June 2002, detailing interventions and
setting out milestones towards the goals of better prevention,
better services and better support for people with sexually
transmitted infections and HIV and reducing unintended
pregnancy rates.

5106 In the period 2001-02 there was an increase of B per
cent in the numbers presenting for treatment for drug misuse. This
means that the Department are on track to meet the target of
increasing the numbers in treatment by 100 per cent by 2008.

5107 Work is progressing on developing a number of
antenatal and child health screening programmes, By 2004-05, all
pregnant women will be offered antenatal screening for Down
Syndrome. By 2005 all areas of England will be participating in
testing babies for hearing defects using the otoacoustic emissions
test and/or auditory brainstem response.

5108 The National School Fruit Scheme will benefit from £42
million from the New Opportunities Fund to support further testing
and expansion of the scheme over the next two years.

5109 600,000 children are already receiving a free piece of
fruit each school day, and every child aged 4-6 will be entitled to
one by 2004,
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5, The NHS Plan - a plan for
investment: a plan for reform

5110 Work continues on the Five-a-day programme to
increase awareness of, and access to, fruit and vegetables in
deprived communities. A further &6 local initiatives are being
supported by the Mew Opportunities Fund over the next two
years. Led by PCTs, the initiatives will be based on lessons from five
successful pilot initiatives.

5111 Health Action Zones were established to tackle
inequalities in health in the most deprived areas of England and
to address other interdependent and wider determinants of health
such as housing, education and employment. Since April 2002 they
have aligned locally with Primary Care Trusts (PCTs) and Local
Strategic Partnerships (L5Ps), in order to mainstream their
working and support PCT and LSP development.

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

5112  The NMH5 Cancer Plan®" was published on 27 September
2000, It provides a comprehensive framework for the development
of cancer services over the next five to eight years.

5.113 Significant progress is being made in cancer care
including:

® NHS breast screening programme has started to be extended
to include routine invitations to women aged 65 to 70
alongside improvements in the way mammography images are
checked. An extra 150,000 women aged 65-70 have been
invited to be screened since April 2001 as a result;

® 97.8 per cent of patients referred urgently with suspected
cancer were seen within two weeks during October to
December 20:02;

® 96.5 per cent of women with breast cancer received their first
treatment within one month of diagnosis during October to
December 2002;

® Upgrading and expansion of equipment: new and replacement
cancer equipment provided through central programmes
includes, up to the end of March 2003, 41 new MRI Scanners,
60 Linear Accelerators, 129 CT Scanners and over 570 items of
breast screening equipment, all delivered since April 2000, This
means 39 per cent of MRI, 52 per cent of CT, and 45 per cent
of linear accelerators now in use in the NHS are new since April
2000;
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ON THE GROUND: !
Two new state of the art scanners at the University Hospital of !
Morth Tees were formally opened on 8 November by John Hutton,
The first (a CT scanner) was installed by the North Tees and
Hartlepool NHS Trust at the University Hospital of North Tees in
March 2002 as part of the Department of Health's capital
investment programme for CT Scanners af a cost of £450,000.
The second scanner (@ new MRI scanner costing £850,000) was
installed at the University Hospital of North Tees in May 2002 by
Alliance Medical, This scanner provides more detailed information
than CT scanners and does not wse radiation, It also provides
scanming techniques, such as, angiography. which produces
images of the blood vessels, as well as being 2 more patient
friendly design that is less claustrophobic than the old system.

® Smoking Cessation Services: in 2001-02 119,800 smokers had
quit at the four-week follow-up stage. In the first six months
of 2002-03, 55,000 smokers had quit at four-week follow-up;

® Extra 500 cancer consultants appointed between September
1999 and March 2002. We are on target to appoint nearly an
extra 1,000 cancer consultants by 2006 (in addition to extra
surgeons, urplogists, gastro-enterologists and other specialists
involved in cancer care);

® Over 600 Cancer Services Collaborative projects are now
raking progress across all cancer nebworks and Trusts and have
already yielded over 1,500 real improvements in cancer
services for patients;

® 31,000 patients each year are now able to benefit from new
anti-cancer drugs following MICE appraisals,

® During October to December 95.5 per cent of patients
diagnosed with children's cancer and 99 per cent diagnosed
with acute leukaemia received their first treatment within a
month of urgent referral from their GP. The figure for testicular
cancer is 92.1 per cent; and

® Over 10,000 district nurses are receiving training to help them
support people with cancer at home for as long as possible
during their illness.

ON THE GROUND:

A rapid access clinic in Bolton Hospitals NHS Trust allows
patients with suspected prostate cancer to be able to see a
specialist more quickly. In addition they are better informed about
what will happen and when. They also now have access fo a
dedicated nurse specialist who can offer information and support
in réfalion lo their treatment and care. Palfents now receive their
management plan, supported with good quality information within
five weeks compared fo 12 fo 28 weeks previously,

Prevention

5114 A target has been set to reduce smoking among
manual groups from 32 per cent in 1998 to 26 per cent by 2010
to narrow the health gap between manual and nen-manual
groups. Local targets will be introduced to cut smoking rates in the
20 health authorities with the highest smoking rates.



15 Diet plays an important part in cancer prevention. The
Government launched the National School Fruit Scheme in
)0 to increase fruit consumption. The scheme is being
over the next two years and will cover all school children
3 between four and six years old from 2004. Children in the
\fmggt Midlands, London and the MNorth West are currently
receiving a piece of fruit each school day. When the scheme is
{rolled out to the next region (the East Midlands) 1 million children
will be eligible to receive fruit each day by the end of this school

5116 Five-a-day pilot projects have shown that the declining
trend in fruit and vegetable consumption can be halted — with
those whose consumption was lowest at the outset showing the
greatest increase in consumption. The New Opportunities Fund
is providing funding to set up 66 PCT-led Five-a-day community
initiatives based in deprived areas. These will be backed by a major
| communications campaign.

| Screening and early detection

5.117 The breast screening programme is being extended to
| cover women aged 65-70. Two-view mammography will be
introduced at every screen. Screening for women over 70 will be
available on request. These changes will be phased in and all breast
screening units will be inviting women aged 65-70 by the end of
2004, An extra 150,000 women aged 65-70 have been invited to
be screened since April 2001 as a result.

5118 New screening technologies are being piloted in the
cervical screening programme.

OM THE GROUMND:

A £200,000 campaign to encourage mavre Asian women to take
part in breast and cervical cancer screening programmes has been
launched in Birmingham. Historically, there is a low take-up and
there are fears that deaths from breast and cervical in these
communities may rise. 14 outreach workers have been trained to
fake the message into the community:

5119 Other screening programmes will be introduced if and
when they are proven to be effective. In November 2002 Alan
Milburn reaffirmed his commitment to introduce a national
screening programme for colorectal cancer screening and to
improve services for symptomatic patients. This work is being taken
forward by the Mational Cancer Director by way of the NH5 Bowel
Cancer Programme, which was launched in February 2003

5120 There is as yet no evidence for screening for prostate
cancer. Evidence based primary care resource packs were sent 1o
all GPs in England in September 2002 to aid them in counselling
men who are worried about prostate cancer, helping men to an
informed choice on whether or not to be tested for prostate cancer.

5121 £2.5 million is being used to provide endoscopy training
for GPs, nurses, surgeons and gastro-enterologists. Endoscopy is
a key diagnostic procedure for colorectal stomach cancers.

Treatment

5122 MNew and challenging waiting times targets have been set
out. By 2004, every patient diagnosed with cancer will benefit from
pre-planned and pre-booked care. By 2005 there will be a
maximum one-month wait from diagnosis to treatment for all
cancers. Also by 2005 there will be a maximum two-month wait
from urgent GP referral to treatment for all cancers. Achieving
these targets will depend on continued NHS reform, and the
recruitment of the necessary staff,

5123  £15 million is being used to support the extension of the
Cancer Services Collaboratives (CSC) to all cancer networks in
2002-03. Over 600 collaborative projects across the country are
working to streamline care, and reduce delays for patients at all
stages of diagnosis and treatment. To date there have been 1,500
real improvements in cancer services for patients. We estimate that
by the end of March 2003 30 per cent of diagnosed cancer
patients will benefit from redesign work in breast, colorectal, lung,
gynaecology and urology. In addition to the tumour specific work
the CSC has also started new projects across services in
radiotherapy, radiology, chemotherapy and endoscopy.

5.124  Working in partnership with Macmillan Cancer Relief, the
Department are investing £3m (£2m DH for the funding of the
leads, £1m MCR for the development and funding of the
support programme) each year over three years to support a lead
clinician in each PCT in the country. This funding is helping lead
clinicians to have dedicated time to contribute to the development
of cancer networks and to raise standards of cancer care within the
PCT. This will improve communication and understanding across
primary, secondary and tertiary care, leading to better co-
ardination of care for patients.

Palliative Care

5125 By 2004 NHS funding for specialist palliative care will
have increased to £50 million per annum compared with 2000-01.
The increase will be used to tackle inequalities in access to specialist
palliative care and to enable the NHS5 to make a more realistic
contribution to the costs of haspices in providing agreed levels of
service. A new £50m central budget for specialist palliative care
has been set up and will run from 2003-04 to 2005-06. A joint
MHS and voluntary sector national partnership group will approve
local specialist palliative care plans submitted by SHAs.

5126 The New Opportunities Fund have also committed £45
million to improve access to adult palliative care particularly for
disadvantaged groups in inner cities and rural groups.

5127 Working with palliative care key stakeholders the DH has
allocated £6m over three years on providing additional training for
district and community based nurses on the principles and
practice of palliative care provision.

Staffing

5128 By 2006 there will be nearly 1,000 extra cancer
specialists - an increase of nearly one-third. Between September
1999 and September 2001 there was a net increase in nurses
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working in the NHS of 20,740 - the NHS Plan target has been
reached two years early. The increase in nurse numbers will enable
the recruitment of additional cancer-site specific nurse specialists,
chemotherapy nurses, district nurses, palliative care nurse
specialists and additional nurses on wards caring for cancer
patients,

5.129 Cancer senvices are also leading the way in developing
new rodes for staff, Traditional boundaries are being broken down
(particularly in pilot sites for diagnostic and therapeutic
radiography) and staff are being trained and supported to take on
additional responsibilities — allowing doctors to concentrate on
treating more patients.

5.130  In 2000-01, in line with the commitment in The NHS
Canicer Plan,*"" the Department of Health provided funding for
three histopathology training schools to attract more SHOs to
pursue a career in histopathology and to design innovative
teaching methods. Based in Leeds, Leicester and Southampton and
each training six SHOs per year, the schools were initially funded
for three years, The initial evaluation of the pilot training centres
has proved positive and the Department announced the expansion
of the scheme to 12 schools each training 12 SHOs each year,

Equipment

5.132 41 mew MRI Scanners, 60 Linear Accelerators and 129
CT Scanners which are used to diagnose, plan and treat cancer as
well as over 570 pieces of equipment for the NHS breast
screening programme have been delivered under central
investrment programmes over the last bwo years. A further 66 MR
scanners, 71 CT scanners and 42 linear accelerators will be
delivered to the MHS owver the next two years.

ON THE GROUND:

® The impact of new MRI scanner at Chesterfield and North
Dertyshire Royal Hospital has reduced waiting times from 52
weeks to four weeks,

® Following the delivery of a replacement MRI scanner al Royal
Lancaster Infirmary waiting time for access fo scanning have
reduced from 17 months to uader one month, The trust is mow
able to undertake a wider range of examinations and perform
accurate staging of rectal carcinoma wihich has facilitated much
faster decision making about appropriate clinical management

Coronory Heart Disease —
Improve the care of patients with CHD and reduce
mortality and morbidity of CHD

5133  There has been continued progress on implementation
of the Mational Service Framework, with improved and faster care
at all stages of the patient pathway.

5134  In primary care, the number of statins (a key drug in
preventing and treating coronary heart disease) prescribed
continues to rise by around 30 per cent a year. Reseach suggests
that about 1.1 million people (two per cent of the population) are
currently receiving statin therapy and that this is potentially saving

60

4000 to 6000 lives a year as well as reducing the number of heart.
attacks. The Mational Primary Care Collaborative and the
Coronary Heart Disease Collaborative are also supporting primary
care in improving care for CHD patients and improving death rates,

5.135  Inemergency care there have been improvements in the
treatment of heart attacks. Over the last three years, the
Defibrillators in Public Flaces initiative has installed defibrillators
in railway stations, airports, shopping centres and bus stations to
increase the chances of survival for those who suffer a heart attack
in a public place. By the end of 2002, 681 defibrillators had been

installed across 110 sites, and it is planned to deliver 3,000 1
defibrillators by the end of 2004. So far, evidence suggests that |
21 lives have been saved. |

5.136 The NSF goal is that eligible heart attack patients
should receive clot-busting drug treatment thrombaelysis, within
60 minutes of calling for help. Nearly 80 per cent of heart attack
victims now receive thrombolysis within 30 minutes compared to
only 38 per cent in March 2000.

5.137  The NHS Plan target of 6,000 extra heart cperations by
April 2003 was achieved one year early. In 2001-02, the NHS
performed 9,000 more heart operations than in 1999-2000.
Waiting times are also falling. No patients are currently waiting 12
months for a heart operation, compared with 719 in March 2001,
and new planning guidance issued to the NHS in October 2002
brought forward the target date for a maximum three months wait
for a heart operation to March 2005 or sooner,

5.138  This progress has been supported by continued growth
in the workforce. At the end of March 2002, there were 590
consultant cardiologists in post, compared with 467 in 1999. The
Department of Health is working with professional bodies and the
MHS to improve in recruitment, retention, training and
development of staff in key areas, including cardiac physiologists,
perfusionists, critical care nurses and primary care. A competency
framewaork for CHD is under development, foeussing initially on
prevention, rehabilitation and heart failure.

ON THE GROUND:

The intermediate care unit is now handling an increasing number
of referrals - all of which would have gone into hospital before.
The service offers residential/nursing home rehabilitation and
freatment and communify suppord via a rehab community feam
and rapid response.

Intermediate care in Salford is cutting hospital admissions,
enabling early discharge from hospital, and providing a whole
person approach looking at all the patient's needs not just their
acute medical needs. Three out of four patients admitted to the
unif are now being discharged home and only 15 per cent need
a hospital admissian,



" ON THE GROUND:
Fatients suffering a heart attack in Southamplon were experiencing
Jong waits for oulpatient follow-up appointments and uncertainty
_abnut when diagnostic tests would be carmied out.
The cardiology department, working with the CHD collaborative,
was reorganised so heart attack patients had their cardiac
assessment before they wenl home. Patients no longer have, to
* come lo outpatients for a six-week follow-up and are instead given
a follow-up date with their own GP.
This approach provides tha patient with a clear diagnosis of the
problem and a treatment plan before they go home. This is
reducing readmissions and outpatient slots have been freed up.

5139 An additional £204 million revenue was made available
in 2002-03 to sustain and build on improvements in heart disease
| services.

‘5140 In addition, there has been continued long term
investment in the capital infrastructure needed to support further
expansion of cardiac surgery. In March 2001 the Secretary of State
announced major capital development at Papwoth,
Wolverhampton, South Tees and Bristol, and a plan to expand and
modernise a further eight cardiac centres (in Blackpool, Liverpool,
Manchester (South and Central), Southampton, Sheffield, Leeds
and Plymouth.) were announced in November 2001. The total cost
of these developments is £300 million.

ON THE GROUND:

The Blackpool, Fylde and Wyre Hospitals NHS Trust is achieving
ambitious Government targets aimed at improving the treatment
of heart attack patients. The National Service Framework for
Coronary Heart Disease states that by April 2002, 75 per cent of
patients should receive thrombolysis treatment within half an hour
of arrival at hospital. Since April 2002, the Trust has consistently
exceeded this target and at the end of January 2003 85 per cent
of heart attack patients received thrombolysis treatment within 30
minutes. This success has been due to the introduction of a new
nurse-led thrombolysis service which has helped dramatically o
reduce the time patients wait. Patients admitted through AGE,
Medical Admissions or medical wards who have suffered a heart
attack now receive immediate treatment by one of five specialist
Thrombolysis nurses.

5141 Last year the Mew Opportunites Fund announced
£110 million funding for coronary heart disease of which £65
million is being used to provide new angiography labs, which
provide diagnostic facilities for heart disease. The Department has
made available an extra £60 million to enable over 80 labs to be
installed, which will speed up diagnosis significantly for patients
with suspected heart disease.

Older People's Services -
Improve the care provided to older people

5142 The National Service Framework for Older People:

® Most of the infrastructure and organisational requirements for
local delivery of the MSF are in place (NSF milestones);

® Over 80 per cent of hospitals have structures in place to identify
nursing leaders for older people (N3F milestone);

® Owver B0 per cent of hospitals that care for people with stroke
have plans to intreduce a specialised stroke service fram 2004
{MSF milestone);

® Around three quarters of all hospitals have identified specialist
multi-disciplinary teams for the care of older people (NSF
milestone); and,

® By the end of December 2002, compared to the baseline of
1999-2000, there was an additional 3,300 intermediate care
beds (2004 target: 5,000). The target of an extra 1,700
supported intermediate care places has already been achieved.
134,500 more people are in receipt of intermediate care.

Wider programme

® The New PSA includes: “Improve the qualily of life and
independence of older people so that they can live af home
wherever possible, by increasing by March 2006 the number
of those supported to live at home to 30 per cent of the total
being supported by social services at home or in residential

"

care .

® And new targets set: by December 2004, all assessments will
be within 48 hours of first contact with social services and all
assessments will be completed within four weeks (and 70 per
cent within two weeks); by December 2004, following
acsessment. all services for older people will be provided within
four weeks (and 70 per cent within two weeks)

® The Change Agent Team was established as part of the 'Cash
for Change’ initiative to tackle delayed hospital discharges and
has been operational since March 2002. It offers a range of
practical support to health and social care systems to reduce
delayed discharges and to support the implementation of the
National Service Framewaork for Older People. A team to look
at integrating community equipment services has also been
established,

® An Older People Programme Board has been established to
monitor progress against delivery of the older people
programme, try to resolve problems the local NHS and social
services may be facing and discuss interventions and other
forms of persuasion to encourage the field to make progress
against targets.

® Good progress being made to shift the balance of the
provision of social care to the home. For example:

— The number of people receiving intensive home care
increased by 5,100 from 72,300 to 77,400 between 2000-
01 and 2001-02; and,

— Councils with Social Services Responsibilities (C55Rs)
purchased or provided 2,975,800 contact hours of home
help or heme care during a survey week in September 2002.
This represents a 3 per cent increase from the 2001 figure.
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® Guidance on Fair Access to Care™™ was issued to councils in
May 2002 which outlines a common framework to ensure that
older people access socal care on the basis of need and that the
eligibility criteria do not unjustly discriminate against older
people

@ Single Assessment Process guidance was ssued in January 2002
and places older people at the heart of the assessment of their
needs and subsequent service planning and delivery.

® The Community Care {Delayed Discharges etc) Act 2003
received Royal Assent on 8 April 2003. The Act will introduce
a system of reimbursement for delayed transfers of care in
shadow form in October 2003, with liability for charges from
January 2004. Regulations made under the Act will remove
charging from community equipment services and intermediate
care in May 2003.

® Mursing care for all care home residents funded by the NHS
began on 1 April 2003.

® On course to meet the 2002-03 targets of no more than 2 per
cent growth in emergency admissions and no growth in
EMEergency re-admissions.

& On course to transfer the Residential Allowance to councils and
to wind up the Preserved Rights scheme and give councils
responsibility for assessment and care management of everyone
with preserved rights.

® The conversation of 316 Mighingale wards, 236 for the care of
older people, at a cost of £120 million has begun. 100 have
already been completed and the rest are due for completion by
the end of Aprl 2004,

Mental Health -
Improve the care of patients with mental illness and

reduce mortality and morbidity from mental illness
5143  Targets Achieved;

® Almost 500 extra secure beds have been provided to meet the
demand for placements for people requiring therapy and
security in combination;

® Over 320 24-hour staffed beds have been provided to
support people in less acute phases of their mental illness;

® Encouraging progress has been made towards achieving the
targets set for assertive outreach teams and establishing new
workers and new ways of working, For example, 170 assertive
outreach teams have been established to meet the needs of
people who find it difficult to engage with traditional services.
Returns from Strategic Health Authorities of Local Delivery Plans
show they are on target to deliver 96 per cent of gateway
workers. In addition, 12 new programmes of primary care
training have been commissioned to support new graduate
primary care workers. We expect good progress to continue to
be made over the course of this year to meet targets by
December 2004,

62

® Access to services 24 hours a day, 7 days a week for all those
with complex mental health needs;

® £15m in 2001-02 and another £25m in 2002-02 investment
to improve the physical environments in psychiatric wards;

8 The safety, privacy and dignity of mental health patients has
been improved as guidance in acute inpatient care is
implemented;

® Action has been taken to eradicate ligature points in acute

psychiatric wards in line with our Suicide Prevention Strategy;

® Progress on developing 50 new early intervention teams by

December 2004 is also very encouraging. 22 early intervention
teams are now in place. Progress on developing 335 crisis
resolution teams is slower with only 62 teams currently in place.
However, as this approach requires a significant change in
service culture in addition to reconfiguration, we are confident
that with support to build capacity through NIMH(E} and the
Modernisation Agency, improvements in mental health will
continue to be made across the country in line with MHS Plan
expectations;

® Pilots have begun to provide a different workforce in mental

health including new kinds of workers to provide support, time
and recovery,

® Pilots have also commenced in support of a national outcomes
programme so that mental health care can be measured in
terms of what is achieved for the service user;

® A major programme of development in prison mental health
care has begun in earnest including new services for dangerous
and severe personality disorder and prison in-reach;

® The Accelerated Discharge Programme has been put in place
and inappropriately placed people are being discharged from
high secure services;

® 900 Murse Advisors at NHS Direct have received mental health
training including the assessment of risk, to enable them to
support callers with mental health problems 24 hours a day;
and,

® NHS Direct receives around 600,000 calls logged as mental

health a year. In addition Nurse Advisors report anecdotally that
over 40 per cent of all calls have a mental health component.




ON THE GROUMND:

NHS staff and social services have now joined forces in South Essex
fo provide mental health care services under one orgamisation. The
new organisation is already introducing improvements since ils
faurich in April, including the appoiniment of four new consulfant
psychiatrists for adult mental health services; a new psychologist
to help people with anxfely, emotional crisis, bereavement,
depression; £500,000 is being invested in an innovative home
treatment service in Southend; five new consultant psychiatrists
have been employed in Southend.

They are already making a significant reduction in how long people
are waiting for appointments after GP referral.

Children -
Improve children’s health and social care services

Public Service Agreement (PSA) Targets

5.144 The NHS Plan contained a number of PSA targets to
improve the life chances of children in the care of Local
Authorities, agreed in SR2000. Targets were subsequently also set
in SR2002 in these priority areas.

® The Children (Leaving Care) Act 2000 was implemented on
1 October 2001, placing significant new duties on local
authorities to improve the long-term outcomes for care
leavers. The data for care leavers aged 19 in education
training or employment shows that at 53 per cent. the
Department has fallen slightly short of the target of getting
education, training and employment rates for care leavers up
to 60 per cent of the level for all young people by 2002.
However, this data refers to those who left care prior to
implementation of the Act and the target of 75 per cent by
2004 should be achievable.

® In the year ending 31 March 2002, 5 per cent of those leaving
care at age 16 or over achieved at least five GCSEs at grades
A®-C, and 41 per cent achieved at least one GCSE or GNVQ
qualification — up from 37 per cent on the previous year. A
significant proportion of the total cohort had sat their exams
prior to the introduction of Government initiatives to raise
attainment and it is reasonable to expect a more significant
improvement in GCSE outcomes over the coming two to three
years,

® Up to September 2001, children looked after continuously for
a year or more and of the age of criminal responsibility were
three times more likely to be cautioned than their peers. The
required reduction of 3.6 per cent will be met if an average of
0.9 per cent reduction is achieved each year from 2001. A 0.8
per cent reduction was achieved at September 2001, though
performance is masked this year because data has been
rounded.

® Figures for the year ending 31 March 2002 show that
excellent progress is being made towards the achievement of
the target on the number of adoptions. We are currently on
course to meet the target of a 50 per cent increase. 80 per cent
of children adopted from care during the year ending 31 March

2002 were placed for adoption within 12 months of the
decision that adoption is in the child's best interests, a very slight
drop on the previous year (81 per cent). This is in line with our
expectation that improvements in the adoption service would
initially result in the placerent for adoption of children who had
been waiting for longer periods for a suitable family.

Children's NSF

® The Children's NSF is developing national standards across the
NHS and socal senvices for children and young people. The first
part of the NSF, covering care for children in hospital, was
published on 10 April 2003, External Working Groups are
developing standards in the following areas: Acute (phase two
= |ll Child), Matemity, Mental Health and Psychological Well-
being of Children and Young People, Children in Special
Circumstances, Disabled Children, Healthy Child and Young
Person. Emerging findings from this work were also published
on 10 April. There are also a number of groups looking at
underpinning strategies, including workforce, built emaronment,
research, information, clinical effectiveness, primary care,
implementability and medicines management.

@ Five conferences have been held around the country to
provide professional stakeholders with the opportunity to
comment on the emerging work of the EWGs and to input into
the development of the NSF. A series of children's participation
events is underway to seek out and address the views of
children and young people on the range of areas covered by
the MNSE

Children's Trusts

5145 The NHS Plan emphasised the importance of multi-
agency working to provide integrated care. Following SR2002 the
Government announced its intention to pilot Children’s Trusts to
improve local delivery of services for children. Children's Trusts will
enable health, education and social service organisations jointly to
plan, commission, finance and, where appropriate, provide
services in order to improve the co-ordination and quality of
services provided for children. The Department of Health is
developing this programme of pilots jointly with DFES. A call for
applications from interested local partners has resulted in a range
of proposals which are currently being considered.

Pathology Modernisation

5146 The Government's programme to modernise NH3
pathology services recognises the vital role they play in the
effective treatment and care of patients, and in providing fast and
effective diagnoses to support improved access to services.
Pathology is key to delivery of the NHS Plan and Cancer Plan, in
achieving National Service Framework standards and in protecting
the public health. Up to 70 per cent of all diagnoses depend on
pathology.

5147 The Department of Health identified a need for more

detailed guidance on modemising pathology services and last year
launched draft guidance for full public consultation. The
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Department's response to the consultation was published in
January 2003, After the guidance has been revised in the light of
the consultation respanses and discussions with key stakehaolders
and experts, the Department plans to launch it in early Summer
2003. Specific funding to support modernising pathology services
will be available, almost £7m revenue and over £53m capital over
the next 3 years.

5.148  This guidance is intended to help trust chief executives,
primary care trust commissioners, Strategic Health Authorities,
senior managers and pathology providers deliver modernised
pathology services, built around the needs of patients and their
healthcare workers, and offering improved working environments
and career opportunities for pathologists themselves.

Modernising NHS Dentistry

5.149  NHS Dentistry = Options for Change®'™ was published
in August 2002 The key themes and priorities that emerged were
the need for.

® |ocal commissioning and funding;
® MNew methods of remuneration for general dental practitioners;

® Greater emphasis on prevention and oral health assessment for
patients, with better experience for patients, enhanced
transparency;

® Clinical pathways using Information and Communication
Technology, as in other areas of health, to determine the
treatment received by patients; and,

® New practice structure, with an increased role for the
professions complementary to dentistry.

5.150  These ideas need practical testing and field <ites are being
established across the country with the assistance of the
Modemisation Agency. Some 140 applications were received for
Field Site Status from all parts of the country and all sectors of
Health care.

5.151  In the current session of Pariament the Government is
proposing to legislate to give Primary Care Trusts a duty to
commission MHS dental services to meet reasonable needs and
they will be given the financial resources to do this.

Support to PCTs

5152 The Department has been working with the National
Primary and Care Trust Development Programme to develop the
dental competencies of PCTs and a series of national warkshops
is planned to raise awareness of dental modemisation and to
engage with PCT and SHA management.

5153  £992,000 has been made available to support PCTs in
undertaking a Disability and Discrimination Act audit of dental
practices and a further £490,000 to provide occupational health
services for general dental practice staff.

Dental IT Strategy
5.154  The ideas and proposals in Options for Change®™ that
will be tested need IT infrastructure support and so developing IT
within dentistry is an essential component of the Options for
Change programme.

5155 A national Dental IT strategy will be published shortly as
part of the wider Mational IT programme which will address all
these areas. In particular it focuses on:

® Connecting dentists to NHS Net or its successor,
® Development of a dental electronic record;

® |se of the MHS number by dentists; and

® Accreditation of dental systems.

5156 Implementation of the IT strategy is being focused
initially on the Field Sites and Personal Dental Service pilots then
rolled out to the rest of dentistry.

Pharmacy in the Future

5157 The Department’s programme for pharmacy was
published in Pharmacy in the Future = Implementing the WNHS Plan
{September 2000).%'™ That set an ambitious programme for the
role of pharmacy in the NHS, including measures to improve access
to medicines, to promaote high guality pharmacy services, and to
reduce waste by promoting better use of medicines within the
MHS.

5.158 During 2002-03 a new legislative framework and
process for reclassifying the legal status of medicines was set in
place, making it easier {where it is safe to do so) for medicines to
be sold by pharmacists, rather than needing a prescription. The
option of referring people to their community pharmacist for help
has been rolled out nationally by MHS Direct. In 32 PCT areas
repeat dispensing has begun. This means that patients will be able
to get their medicines supplied in instalments from their pharmacy,
without having to go back to their GP's surgery each time they
need a new prescription. The Department will be considering
options for rolling repeat dispensing schemes out nationwide.
Three pilot schemes began under which prescriptions are
transmitted electronically between GPs’ surgeries, pharmacies and
the Prescription Pricing Authority (PPA). The first three waves of
the medicines management collaborative are helping people make
better use of their medicines, a fourth wave is due to start later in
the year. The community pharmacists’ medicine management
research project, funded by the Department, is under way
where people with coronary heart disease are given advice on their
medicines in community parmacists medicine. A guide to
medication review - Room for Review™™ = was published. This will
promote medicines partnership between patients and health
professionals and support effective medicine taking. The first Local
Pharmaceutical Services (LPS) pilots were approved. Eight pilots
covering 17 providers are already under way with 10 further pilots
due to start in the next few months. LPS provides flexibility for
PCTs to contract locally for provision of pharmacy and a broad




F}range of other services within a single contract. Pilots, so far,

' include schemes that target areas of under-provision, services for

| specific patient groups and improve access to and quality of

 healthcare provision. Further pilot proposals have been invited by

1 September 2003. A report was received from the Office of Fair
Trading in January 2003 proposing significant changes to the

~ arrangements for controlling the number and location of
pharmacies dispensing NHS prescriptions. The Government
published an interim response in March 2003 and will come
forward with final proposals in the summer. That response wil
inform completion of discussions which have already begun with
the Pharmaceutical Services Negotiating Commitiee on a new
contractual framework for community pharmacy, planned to be
in place in 2004, and in which the NH5 Confederation is also now
actively involved. A discussion paper was published in September
2002, proposing significant changes in the roles and responsibilities
of pharmacists and their staff.

5159 In 2003-04 the first pharmacists will become
supplementary prescribers. Supplementary prescribing is a
voluntary partnership between an independent prescriber (a doctor
or dentist) and a supplementary prescriber, to implement an agreed
patient-specific Clinical Management Plan, with the patients
agreement. “Ask About Medicines Week" will spread the
message that patients should be fully involved in decisions on their
medicines.

Independent Reconfiguration Panel (IRP)

5160 From Spring 2003 the Independent Reconfiguration
Panel will provide independent advice to the Secretary of State on
contested proposals for NHS service changes. The present
system, under which the Secretary of State for Health makes
decisions on contested proposals, is perceived as being insensitive,
opaque and not sufficiently independent. Too little attention is paid
to the impact on the total health care system.

5161 The Panel’s job will be to offer advice to the Secretary of
State to assist him in making decisions. The final decision, as now,
will continue to be made by Secretary of State. Only contested
proposals, where is it clear that all options for resolution have been
exhausted are likely to be considered in detail by the Panel. Where
changes have been agreed locally - through an inclusive process
of planning and proper local consultation — there is no need for the
Panel to become involved.

5162 The Panel will take account of all relevant Department
policy guidance in formulating its advice. In particular, Keeping the
NHS Local - A New Direction of Travel*™ and the route map
described in that document will be a central feature of its
consideration of contested proposals. Keeping the NHS Local offers
support to the NHS and partner organisations engaged in service
change. It also stresses the importance of local stakeholder
involvement from the outset. In providing advice to the Secretary
of State, the IRP will take specific account of the extent of public
and patient involvement.

5163 The Panel will operate in as open a way as possible. Its

advice and the evidence it considered in providing that advice, will
be published.

Modernisation Agency

5164 The NHS Modernisation Agency is part of the
Department of Health. It was formed in April 2001 to support the
NHS and its partner organisations in modernising services and
improving experience and outcomes for patients.

5165 The Modernisation Agency's focus is on delwvery. It
demonstrates added value through measurable improvements in
services for users and patients. Its methods are systematic and
evidence based. The Agency uses a wide range of improvement
tools and approaches. It gains strength and added learning from
this. It draws expertise from around 500 practising clinicians and
managers who form its staff. Nearly all work in, or have daily
contact with, the NHS. These staff do not "modernise the MH5":
rather they act as a catalyst for significant and sustained
improvement in every healthcare community.

5.166 Modernising the NHS means:

® Renewal: More modern buildings and facilities, new equipment
and information technology, more and better-trained staff;

® Redesign: Services designed in radically different ways with
much greater use of clinical networks to better co-ordinate
services around the patient; and,

® Respect: A culture of mutual respect between politicians and
the MHS, between different groups of staff in the service and,
crucially, between the NHS and those we serve.

5167 The NH5 Modernisation Agency has supported major

improvements in healthcare over the last year focused on four

priorities:

@ Improving access: assisting every part of the MHS in defivering
national waiting and booking targets, introducing choice and
iMproving emergency cang;

® Increasing local support: supporting organisations and leaders
into new roles, helping to join modernisation activity up at a
local level, building networks and working towards the
establishment of local modernisation support teams and
networks in every community;

® Raising standards of care: providing rapid support to under-
performing parts of the NHS and promoting leading edge
practice for those wanting to accelerate improvements, and,

® Capturing and sharing knowledge widely: defivering measurable
added value from all national programmes, spreading good
practice and helping everyone share their knowledge and
learning.

5168 Some areas where the NH5 Modernisation Agency has
made a difference to healthcare include;

@ Over 19 million patients now have quicker access to their family
doctor;
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® 40,000 NH5 staff will have undertaken leadership skills
training by March 2003,

® Al zero-star trusts are supported through a programme of co-
ordinated action, enabling them to develop sustainable
solutions and local capacity for improvement;

® The continued growth in the numbers of all bookings at a date
and time of the patient’s choice, with over 9 million patients
having benefited by September 2002,

® All hospitals are now in one of the 29 Critical Care Metworks
across the whole of England, introducing an increasing
number of improvements in the world's biggest critical care
improvement programme;

® 3,000 patients per month are benefiting from collaborative
action on cancer, with 30 per cent of all diagnosed cancer
patients expected to benefit by April 2003; and,

® Early benefits from pilot sites in the Changing Workforce
programme show a 50 per cent reduction in unnecessary
transfers of patients from one staff member to another in
community care and a 40 per cent reduction in the time taken
for prescriptions in mental health.

5.169  As the NHS Modernisation Agency matures, the next
phase in development is to move modernisation into the
mainstream, to provide high quality leadership, support and
expertise in helping local leaders and teams to deliver sustainable
change. The challenges for the future will be:

® To champion the discipline of health care improvement
throughout the NHS;

® To achieve sustainability of our work within health communities
supporting them by offering customised services;

® To develop expertise and intellectual capital with knowledge
management systems to support the sharing of best practise;

® To be a vehicle for innovation and piloting for new initiatives;
and,

® To be a torchbearer of improvement.

3170 Specific examples of the future direction of the NHS
Modernisation Agency include:

® Developing the whole healthcare community approach, as
demonstrated by the Pursuing Perfection approach in invalving
local health and social care communities in a two-year
intensive programme to achieve levels of service far above any
attained in the country so far;

® Building strong links with all 28 Strategic Health Authorities
through partnership agreements and the joint commitment ta
spread and sustain the healthcare improvement delivery;
and,

® The Hospital Improvernent Partnership, a new initiative aimed
at achieving better care without delay along whole hospital
pathways. It will contribute to substantial reductions in
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Hospital and Community Health Services

HCHS Resources by Sector

6.1 Figure 6.1 shows the breakdown by service sector of
health authority gross current expenditure on the Hospital and
Community Health Services (HCHS) in 2000-01, the latest year for
which disaggregated data are available. (The figure inclides capital
charges, but does not include spending on General Medical
Services (GMS) discretionary, Family Health Service (FHS)
prescribing and other related services). For this reason the total
differs from the figure shown in Figure 3.3a.

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

® Acute services 52 per cent;

® Mental health 13 per cent;

® Services intended primarily for the elderly 9 per cent;
® Learning disabilities 5 per cent;

® Maternity 4 per cent; and,

® Other services 17 per cent.

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

Figure 6.1: Hospital and Community Health Services
Gross Current Expenditure by Sector, 2000-01

Matemity 4% £1,205m
Leaming Disabality h
5% £1,486m Y

Orther 17%
£5,35m

Acule 52 %
£1% B00m

Elderty 9% —
£2,640m

Miontal Healih 13%

£3.826m Total £30,008 million

6.4 Of the total HCHS spend, i.e. £30 billion, £1.6 billion (5.6
per cent) is spent on administration, leaving £28.4 billion (94.4 per
cent) for patient services. From this, hospital expenditure accounts
for 83 per cent (£23.6 billion) and community services 17 per cent
(£4.8 billion).

HCHS Current Resources by Age Group

6.5 Figure 6.2 shows that in 2000-01 people aged 65 and
aver accounted for approximately 41 per cent of total expenditure,
a group however that comprises around 16 per cent of the
population. This is primarily because approximately 46 per cent of
acute expenditure and significant proportions of expenditure on
services for mentally ill people and other community services are
for people aged 65 and over.
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Figure 6.2: Hospital and Community Health Services
Gross Current Expenditure by Age, 2000-01

Al births 5% £1,417m
Age 0-4 7% £2,127m

Age 85+ 10% £2 982m —\

5-15
75.84 o, HILH&H
17% £5.101m _
T Ape 1644
;:ﬁﬁ'- £7.072m
Age B5-74
14% £4,318m

Age 45-64 19% £5 701 m Total £20,008 millian

6.6 Figure 6.3 shows the estimated expenditure in 2000-01
on HCHS for each age group, expressed as a cost per head of the
population. High costs are assodiated with each birth, but costs per
head then falls steeply, remaining low through young and
middle age groups, before rising sharply from age 65. This reflects
the greater use of health services by eldedy people.

Figure 6.3: Hospital and Community Health Services Gross
Current Expenditure per Head of Population 2000-01

Expenditure (£)
3500

Al
births E

sis s ashe

Age Gioup

T T 5

6.7 The changing demographic make up of the population
affects the demand for NHS care. The elderly, in particular, have
an impact. Figure 6.4 shows that over the next 10 years the
increase in the population, aged 65 and owver, is expected to
average 1.2 per cent per year. Over the next 20 years, the growth
rate becomes more pronounced at 1.4 per cent per year. To date
the MHS has been able to manage the increase in the use of its
services caused by an ageing population. But the pattern of service
delivery may need to change in the future.

6.8 The current trend is for reductions in the growth rate of
people aged 65 and over, but this will end in three years time.
Starting from 2006, the post-war baby boom will boost the year
on year growth rates in the elderly populations, with growth rates
peaking in 2012,
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Figure 6.4: Estimated Growth in People Aged 65 and
over: Year on Year Percentage Increases

Percentage annual change
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Allocation of HCHS Resources

6.9 Revenue allocations to Pimary Care Trusts for 2003 to
2006 were announced in December 2002. For the first time
allocations have been made direct to Primary Care Trusts. Also for
the first time allocations have been made for three years rather
than one single year. More details of the allocations can be found
in 2003-04, 2004-05 & 2005-06 Primary Care Trust Revenue
Resource Limits Exposition Book ®"

@10 The sum available for HCHS for 2003-04 is £51,950
million, for 2004-05 is £56,998 million and for 2005-06 is £62,391
million.

B.11 Figure 6.5 summarises the way in which resources for
2003 to 2006 translate into Primary Care Trust allocations.

Figure 6.5: Distribution of Resources for 2003-06

2003-04 10405
T . ;’H_;. ¢
Em  increase  £m  increase  £m

HCHS 51,850

ital charges

oiher funding
adjustments 1.722 1.799 1,699
Total available 53 672 58,797 64,290
G 8.645 9,469 10,365
Total for PCTs 45007 924 49328 955 53925 932

1 Centrally funded mnitigtives and senvices and special allocations.
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| Centrally Funded Initiatives and Services and Special
 Allocations (CFISSA)

;' 612  The CFISSA programme provides central revenue
| funding to implement the NHS Plan and other initiatives. Figure
| 6.6 provides details of the CFISSA budget programme for
| 2003-04 to 2005-06

r

Figure 6.6: Centrally Funded Initiatives and Services and
| Special Allocations (CFISSA), 2003-04 to 2005-06

| E _ = £000s
dgets 2003-04  2004-05  2005-06
Improving Access to all Senvices:
* Better emergency cang 131,494 139511 185,594
| * \Waiting, booking and cholce 213,545 288773 179057
Impeoving Services & Cutcomes in
* Cancer 108,944 108333 112644
* Coronary Heart Disease 43,737 47,006 51,062
* Mental Health 33.672 97,682 1703
* Older People 200000 210367 211850
* Children 12,399 20,256 20,399
Improving Patient Experience 85,551 74340 64,350
Reducing Health Inequalities 120488 178,394 355807
1o a Reduction
in Drug Misuse 253,829 258,702 311,829
Building Capacity
* Warkforce 3,889,395 4,472,971 5090836
* IM&T 174,865 173641 166,865
Other CFISSA budgets
R&D 544684 567,502 589,040
Statutory Bodies 270,315 286,736 298 628
Specialist Health Services
{eg Audiology Services, Dentistry,
Ophthalmic) 195002 220546 242,782
Modemisation Agency* 85,001 91.754 79,101
Primary Care 81179 98,948 106,200
Public Health 24,542 21,329 72,379
Central made on behalf of
the DH {eg Injury Allowances) 60,214 68,196 76,896
Residual CFISSA budgets (eg SHA
Running Costs, NHS Bank) 335819 436898 412333
:‘;thmhﬂsmudm
PCT 07,262 234027 2B
.:Enstuf Living Supplement 108,765 108765 108765
Mon Cash CFISSA budgets
{including Capital Charges,
 Provisions etc) 1,291,298 1,254,323 1,240,462
TOTAL 8,645,000 9469000 10,365,000

* Funding for care activities nof included in any other budget categaries,

Unified Allocations

&.13 The total unified allocations for Primary Care Trusts are
£45 027 million for 2003-04, £49,328 million for 2004-05 and
£53.925 million for 2005-06

6.14
cent and 42 6 per cent over the three years, with an average of
30.8 per cent.

6.15
period 2003-06 by Primary Care Trust.

The range of PCT cash increases is between 28.1 per

Figure 6.7 shows the distribution of increases over the

Figure 6.7: Unified Allocations - Distribution of

Increases, 2003-06

Mumber of PCTs
120

100 |

30.00-32.4% 250 and abave

28.00-39.4% 1H.50-50.59

Percenlage increase over 3 years

616 Figure 6.8 shows Primary Care Trusts:
Opening 2003-04 distances from unified target
Closing 2005-06 distances from unified target

Figure 6.8: Primary Care Trusts' Distances from Unified
Target (DFT) 2003-04 and 2005-06

Number of PCTs
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1Mol
100 -
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ke 15-30% 10-15% S48 2-9% W % B0 T015% 15-10% Mam
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20% twpel bepel  langel  Rwpet bwpelts lagel  bape  lngel  laget 0%
uraher 2% o o
larget bt bt
B Opening 2003704 DFT
B Closing 2005/06 DFT

Review of Resource Allocation

617 A wide ranging review of the weighted capitation
formula has taken place. The aim has been to produce a fairer
means of allocating resources. A key criterion of the new
formula has been to contribute to the reduction of avoidable
health inequalities.

618  The review of the formula has been carried out under
the auspices of the Advisory Committee on Resource Allocation
(ACRA) which has Mational Health Service management, GP
and academic members.
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6.19 For 2003-04 onwards there are three changes to the  contractors. Their contracts are set centrally by the Department of
weighted capitation formula: Health following consultation with representatives of the relevant
professions, and administered locally by Primary Care Trusts (PCTs),
Funding of the FHS is demand led and not subject to in year cash
® a new need element for the HCHS and prescribing  fimits at PCT level, though FHS expenditure has to be managed
components of the formula; and, within overall NHS resources. The exceptions to this are certain
reimbursements of GMS GPs' practice staff, premises, out of hours
® The existing staff Market Forces Factor (MFF) has been and IM&T expenses payable to doctors in general practice
extended by undamping it and applying the MFF o (Gpms discretionary spending), the costs of administration, and
medical and dental staff. expenditure on drugs and appliances by GPs. Funding for these
Family Health Services (FHS) items i< included in PCTs" (HCHS) discretionary allocations.

6.20 Family Health Services are services provided in the
community through doctors in general practice, dentists,
pharmacists and opticians, all of whom are independent

® 2001 census population estimates have been used,

FHS5 Gross Expenditure

.21 Figure 6.9 shows the gross cash FHS expenditure by services in England, the real terms increase and the year on year growth
of discretionary and non-discretionary expenditure. Gross expenditure means that figures are not net of PPRS receipts and dental and
prescription charge income.

Figure 6.9: Family Health Services Gross Expenditure (Cash), 1991-92 to 2001-02, England

Cash £ million
1991-92 1992-93  1993-94 1994.95 1995-96 1996-97 1997-98 1998-99 1999-2000 2000-01 2001-02 % real terms % growth
1991-32 to to
2001-2002" 200102
Total Drugs™ 2,335 2,651 2980 3252 3506 3808 4107 4,355 4852 5168 5559 B4.1% 7.6
CMS Mon-Discretionary™ 1,656 1,768 1,840 15902 1965 2073 2198 2243 2451 2510 22BB 5.8% =8.8
GMS Discretionary GO0 686 T8 T3 Tad 800 835 878 885 940 857 043 =88
PRAS [ Discretionany )™ nfa nfa nfa nfa n'a nfa n'a 7 84 174 569 nfa 2270
Total GMS & PMS 2,256 2454 2,555 26258 2719 2873 3033 3158 3420 3623 3714 273% 15
= GDs* 1248 1,308 1,223 1281 1,292 1,325 1349 1439 1479 1556 1,529 0.9% 4.7
5 PDS (Discretionary ™ n/a n'a nfa nia nia nfa nfa 4 12 21 36 n'a 0.2
-E GO5™ 141 172 192 0113 223 237 2 240 281 292 302 £5.2% 33
. % Dispensing Corsts™ 603 658 677 679 706 746 768 781 808 8% 877  125% 25
E E Total FHS 6,583 7,243 7627 8050 B446 B98I’ 0438 59578 10,852 11516 12,117 42.3% 5.2
o
E 1 Since 1993-2000 the Drugs budget has been part of the Unified Allocation. Figures reported ave gross and do not fnclide PRRS SAVIngs.
& 2 Drugs bill cash figures include armounts paid from April to March fo contractors for drugs, medicines and dppliances which have been prescribed by a
@ GPYNurse (relates to February fo Jamsary prescriplions).

¥ Perional Medical Senvices (PMS) and Personal Dental Services (PDE) schemes are Primary Care Act pilots designed o test locally managed approaches fo
the delivery of primary care. PMS and PDS expenditure figures are drawn from HAs® income and expanditure acoounts,

PMS cash expendilure totals are intendad o cover all PMS corttract costs for waves 1, 24 2b 3 and 3b only.

GMS non-discretionary figures are the FIMS (FIS) retemns.

The Gross GDS costs include the cost of refunds to patients who incarrectly paid dental charges.

Expenditure on GOS increased in 1999-00 a5 a result of the Government's decision to extend eligibility for free NHS sight tests to everyone aged 60 and
over from Apnil 1999,

Dizpensing costs is the remuneration paid fo contractors for dispensing prescriptions written by GPs. This includes payments to pharmacists and
Appliance contractors, dispensing doctors and non dispensing doctors in respect of personally administersd items.

3 Figures have been converfed into real terms using the April 2002 GDP deffator,
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.2 Figure 6.9a shows the distribution of gross cash
xpenditure for FHS of £12,117m in 2001-02 among the
stituent Family Health Services, England.

Lﬁgure 6.9a: Family Health and Personal Medical and
{Dental Services Gross Expenditure, 2001-2002

General Ophthalmic
Senvices (Mon-Disc)

(hdan mﬁgﬁ \

Personal Dental

Senvices

{Disch 0.3%

General Dental
Serices
{Hon-Dic)
13.4%

Personal
Mestheal

:m&:m
; &mﬂj.

Medical Seraes
(D) 71%

General Medical
Services (Mon-Disch 18.9%

Drugs Bill
(Disc) 45.9%

Total £12,117 million

623 In 2000-01, 1.4 per cent of the gross FHS spend was
attributed to PMS discretionary. In 2001-02 this has increased to
4.7 per cent and a decrease in the GMS distribution proportions
‘has arisen. The decrease in GMS non-discretionary and
discretionary spend is caused by the significant transfer of GMS
GPs into PMS. PMS Pilots at 2001-02 account for some 18 per
cent of GMS GPs having transferred into PMS.

624 Figure 6.9b charts the total FHS gross cash expenditure
for 1991-92 to 2001-02.

Figure 6.9b: Total FHS Gross Expenditure

Cash £ million
12

10 |

O ows B bl e WO EBOND

1991 1952 1993 1994 1995 1996 1997 1958 1959 2000 00
42 43 M 9 ¥ -

® The real term growth between 1991-92 and 2001-02 is
42 per cent.

*Please see Chapter 7 for mare information on GM5, PS5,
GDS, PDS, GOS and PhS and the Glossary for definitions of
these Family Health Service areas.

Drugs Bill

6.25 Drugs bill gross expenditure is the cash amount paid to
contractors (i.e. pharmacists and appliance contractors, dipensing
doctors and non-dispensing doctors in respect of personally
administered items) for drugs medicines and certain listed
appliances which have been prescribed by NHS practitioners. Met
drugs bill expenditure is less Pharmaceutical Price Regulation
Scheme (PPRS) receipts.

6.26  The 2001-02 FHS drugs bill out-turn for England was
£5,5599m in cash terms, this represents a 7.6 per cent increase on
the previous year. The average increase in the drugs bill over the
previous 5 years was 8 per cent per annum,

6.27  Inresource terms, 2001-02 growth in the FHS drugs bill
in England over the preceding year was 10.7 per cent and largely
reflects the implementation of Government priorities set out in
Mational Service Frameworks (NSFs). In 2001-02 prescribing spend
showed a sharp contrast between general drug inflation at 7 per
cent, and a 25 per cent rise in some areas linked to NSFs - such
as statins and diabetes, and Mational Institute for Clinical
Excellence (MICE) guidance - such as on drugs for psychoses. Of
the 2001-02 growth in the drugs bill, 52 per cent was due to
volume increases and 48 per cent costs increases.

6.28 The difference between cash and resource growths are
due to Prescription Pricing Authority (PPA) processing and
payment calculation delays. Cash expenditure represents the
amounts paid between April to March to contractors for drugs,
medicines and appliances which have been prescribed by a
GP/Murse and therefore due to the delays relate to February to
January prescribing. Resource expenditure represents the actual
cost of the prescriptions for drugs, medicines and appliances
prescribed by a GP/Nurse in the period April to March.

629  The maximum price scheme was introduced in August
2000 to restrain the drugs bill after the instability of the generic
drugs market in 1999. The maximum price scheme was rolled
forward unchanged in October 2001 and as a result is saving the
NHS around £330 million a year on generic medicines compared
to expenditure that would have been incurred if prices had
remained at March 2000 levels. Negotiations on new longer-term
arrangements for the supply and reimbursement of generic
medicines for the NHS are continuing with interested parties.

630  The 4.5 per cent price cut achieved through the 1999
Pharmaceutical Price Regulation Scheme is delivering savings to
the NHS drugs bill in excess of £230 million a year.
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Figure 6.10: Family Health Services Drugs Bill (Cash),
1991-92 to 2001-02

£ billion
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Figure 6.11: Family Health Services Drugs Bill -
Percentage Growth (Cash), 1991-92 to 2001-02

Percentage grawth
15
Pl S
& N"\-.\
.x\ _,-"ﬂ'
10 | . \
e
H‘H.\// "

5_
D B 1 1 1 il 1 Il L] 2 ] ]
1991 1552. 1553, 1954, 1995 1996 1997. 1998. 1999 2000 2001.

92 a3 a4 95 k] a7 98 93 2000 Lg ] o

Years

Hospital Medicines

6.31 We have invested £4m this year in modernising
hospital manufacturing of medicines. An Implementation
Board, chaired by Professor Sir Ronald de Witt has been
established to oversee the modernisation. The key objectives
are to rationalise the unlicensed medicines produced, and
develop a cohesive national service and ensure financial
underpinning.

Central Health and Miscellaneous Services
{CHMS)

6.32  The CHMS revenue budget programme includes:
® The Welfare Food Scheme;
® EEA medical costs for treatment given to United Kingdom

nationals by other member states;

72

® Funding for medical, scientific and technical servi
virtually all of which is for the National Biological 5
Board, the National Radiclogical Protection Board and the
Health Protection Agency (a new national agency fo
infection control and health protection being establish
from April 2003); and,

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

6.33  Figure 6.12 provides details of the CHMS budget
programme for 2003-04 to 2005-06,

Figure 6.12: Central Health and Miscellaneous Services
Gross Expenditure, 2003-04 to 2005-06

Imgraving Services & Outcomes in: JE
* Cancer 39000 43692 58,000

= Mental Health 1,000 4,000 4,000
» Children 525 487 450
Reducing Health Inequalities 47901 46744 51061
Contributing to a reduction in 11
Drug Misuse 333 3,308 33310 3
Other CHMS budgets:

Central Payments made on behalf : {:
of DH (e.g EEA Medical costs) 334893 353726 375893
Public Health (e.g Welfare Foods) 127,915 127,839 127887
Statutory Badies (¢.g. Health

Frotection Agency) 94,451 87501 101311 f
R&D 37,794 37529 37794
Residual CHMS |
{eg Communications, grants to Rl
woluntary organisations) 61,758 62,306 63513 |
Non Cash CHMS budgets i
Provisions etc) 27,713 29611 31359 i
TOTAL 775481  B06,743 854,665
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Personal Social Services

Personal Social Services Revenue Provision

.34 In 2003-04, revenue funding of £13,021 million will
be available for social services, which after taking account of
changes in functions, is 9.1 per cent more than in 2002-03.
The vast majority of this will be distributed to authorities
through formula spending, while the remainder will be
distributed as either a specific formula grant or ring-fenced
grants. Figure 6.14 below sets out the resources available for
social services in 2003-04.

Figure 6.13: Personal Social Services Provision 2003-04

£ million
Total Fosmuda Spending 11,1710
Preserved Rights Specific Formula Grant 5085
. Delayed Discharges 50.0
 Total Unhypothecated Resources 11,729.5
 Ringfenced Revenue Grants
- Apcess and Systems Capacity 170.0
Carers 100.0
 Deferred Payments 40,0
Care Dinict 4.5
Children’s Services 557.0
Child and Adolescent Mental Health Services 51.0
Young People's Substance Misuse Planning 45
Teenage Pregnancy Local Implementation 24.0
Mental Health 1335
AIDS Support 165
Performance Fund 100.0
Mational Training Strategy 249
Training Support Programme 56.5
Human Resounces Development Strategy 95
Total Ringfenced Revenue Grants 1,219
Capital Resources
Basic Credit Approvals 37.0
Supplementary Credit Approvals for iental Health 19.4
Supplementary Credit Approvals for AIDS/HIY 3.1
Secure Accommodation 6.2
improving Information Management 25.0
Children’s Services Grant 5.5
Total Capital Resources 100.3
Total PS5 Provision: 13,121.7

Personal Social Services Capital Resources (Credit
Appravals)

£.35  The Government provides capital resources for personal
social services by means of credit approvals (permission fo
borrow) and cash grants. Credit approvals may be used either for
any local authority service (basic credit approvals — BCASs) or are
targeted on particular services or projects (supplementary credit
approvals - SCAs). For 2003-04 BCAs will be allocated by the
Office of the Deputy Prime Minister (ODPM) through a single
capital pot of which 95 per cent will be allocated on a formula
basis. The remaining 5 per cent will be allocated on a discretionary
basis and based on the quality of local authorities’ Capital
Strategies and Asset Management Plans.

6.36 Local authorities can also use revenue and certain
receipts from the sale of capital assets on capital projects.
Capital receipts can be spent on any local priority, including
personal social services.

How the resources are used

637  Apart from a small element funded by grants, local
authorities are free to choose how much to spend on social
services, what services they provide, and how to allocate
resources between services. The figures below show the actual
expenditure by local authorities on personal social services in 2001-
2002. Figure 6.14 shows gross expenditure by client group in
2001-2002. Figure 6.15 displays the breakdown by type of
Provision.

6.38 In 2001-2002, gross expenditure in England on personal
sacial services was £13.6 billion. Local authorities' expenditure on
services for older people and children accounted for over two thirds
of this spend. The largest items of expenditure were for residential
care (46 per cent) and day and domiciliary care (39 per cent).
Within spending on residential care, most was spent on residential
and nursing home care provided by the independent sector.

Figure 6.14: Local Authority Persenal Social Services
Gross Expenditure by Client Group, 2001-02

Senadr stralegy Oher adult services (E117m) 0.9%
(£113m) 0.8% Asylum seeikers (ES24m) 31.9%
‘ Mentally il adults

(E721m) 5.3%
Physically disabled
adults (£526m) 6.8%

CHder
peaphe
{£6,173m) — | pgming drabled
45.4% acluts (£, 904m)
14%
\'——Chidmn's and Tasnilies

Total £13,898 million services (£3,121m) 23%
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7. Activity, performance
and efficiency

THIS CHAPTER COVERS:

7.1  NHS HOSPITAL ACTIVITY TRENDS

7.2  IM-PATIENT AND OUT-PATIENT WAITING
7.16 EMERGENCY CARE

7.27 COMMUNITY NURSING, DENTAL AND CROSS
SECTOR THERAPY SERVICES ACTIVITY

7.28 ACCESS TO PRIMARY CARE

743 FAMILY HEALTH SERVICES (PRIMARY CARE)
748 MANAGEMENT COSTS

752 FINANCIAL PERFORMANCE

763 FRAUD AND CORRUPTION

F97 EFFICIENCY

7106 CHILDREN'S SERVICES ACTIVITY

7108 ADULT'S SERVICES ACTIVITY

7.110 PSS PERFORMANCE AND PERFORMANCE
ASSESSMENT

7.128 EFFICIENCY IN SOCIAL SERVICES

NHS Hospital Activity Trends

7.1 Figure 7.1 gives details of hospital activity levels for each

of the main sectors. Key points are that:

® The percentage increase between 2000-01 and 2001-02 for
first outpatient attendances was 2.0 per cent. These figures
relate to hospital outpatient attendances. The expansion of
services in primary care will see GPs referring increasing
numbers of outpatients to a GP with a Special Interest, rather
than to a consultant outpatient clinic in hospital.

® The percentage increase between 2001-02 and 2002-03 for
general and acute hospital admissions was 3.1 per cent.

# For the first time, the MHS submitted figures for 2001-02 about
surgical operations and procedures carried out in outpatients
and in a community setting. In 2001-02, primary care staff
carried out 600,000 procedures: this figure includes minor
surgery, and any procedure included in the OPCS classification
of surgical operations and procedures (4th revision). In 2001-
02, 1.1 million procedures were carried out in an outpatient
setting, including both diagnostic and operative procedures.
These figures include procedures that may formerly have taken
place in an inpatient setting.
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Figure 7.1: Hospital Activity Trends, 1991-92 to 2002-03

1991-92  1997-98

General and acute'™ (thousands of episodes)
Elective admissions 3,514 4,655
Emergency and other admissions

(non-elective sdmissions) 3,359 3,753
Total admissions (first finshed consultant epriodes) 7,213 8,408
Geriatrics™ (thowsands of episodes)
Total admissions (first finished consultant episodes) 440 01
Maternity™ (thousands of episodes)
Total admissions (fiest finished consultant episodes) 863 796
Hew oulpatients (first attendances) (thousands)
General and acute™ 3036 10,643
Geriatrics™ ] 107
Maternity™ G4 50
Mental Health™ 218 290
Learnsng Disabilithes™ 3 &
All Specialties™ 8942 11,522
Hew ALE (first attenders) (thousands)™ 11,035 12,754
Ward attenders™ 1,008 1,034
Average length of spell {ordinary admissions) (days)
General and acute™ 83 7.03
Gerlatrics™ 30.7 227

1998-99 1999-2000  2000-01  2001-02  2002-03

5,093 5,160 5,277 5314 5,552
3873 3,911 3,957 3,986 4,032 = |
8965 9,071 9,244 9,299 9,534
196 380 355 347 -2.3% !
841 g3l 816 B33 0.4%
10915 11294 11,637 11,815 2.4% 1
108 113 114 117 26%
565 554 537 512 =34%
287 282 285 273 4 2%

& ] 7 ) 143%
11,778 12,136 12466 12,714 20% |
12,811 13,167 12,953 12,853 -0.8% '!
1,068 1,073 1,078 1,089 1.0%
6.81 677 6.95 7.07 1.7%
22.3 21.7 234 23.4 0.0%

T Source: T597-2002 SaFFR. Figures are for all hospital admissions funded by the MHS in England. They include NHE patients admitted to private hospitals
and exclude privale patients admitted to NHS hospitals. Following the abolition of Health Authorities, figures for 2007-02 and 2002-03 are based on
growdh from provider-based monthly monitoring returns. A comesponding figure for 195971-92 is nof available, so the figure in the fable is a grossed fgure
frovn the Hospital Episode Statistics for the number of admissions to NHS hospitals in England.

2 Source: Hospilal Episode Statistics. Figures are for admissions fo NHS hospitals in Engiand.

3 Source KHOS.
4 Source KHOS.
5 % change 2002-03 over 200102,

In-Patient and Out-Patient Waiting

7.2 I line with the MHS Plan, inpatient waiting times will fall
on a staged basis each year from 12 months now [April 2003]
through to 9 and eventually & months by 2005, The maximum
waiting time for a first outpatient appointment will also fall each
year from 5 months, down to 4 and finally 3 months by 2005. The
Government’s eventual objective is to reduce the maximum wait
for any stage of treatment to 3 months. Provided that the
Government can recruit the extra staff, and the NHS makes the
necessary reforms, the Government hopes to achieve this
objective by the end of 2008,

ON THE GROUMND:

In Leeds, an intranet-based electromic system was sef up to help
manage its 3,270 inpalient beds. The system provides (fve data on
bed occupancy at any one time. This replaces the onerows and
time-consuming system of telephone calls,

This has led to optimum use of all bads,
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ON THE GROUMND:

There was a 20-week wait for a routine orthopaedic consuitant
appointment

A back friage clinic in Winchester has been set up lo see
patients with back pain rather than having to wait for a full
arthopaedic outpatient appaintment. The service is run by two
physiotherapists and an orthopaedic physician, The team can also
fast track patients to rheumatology, the pain clinie, physiotherapy,
the surgical spine clinic and the chronic pain management
group. The service assessed about 500 patients during its frst year
and provided follow-up treatment including spinal injections,
mobilisations and manipulations, rehabilitation programmes
and spinal stabilisation exercises,

Patients now wail no longer than three weeks to be seen in the
back triage clinic and see urgent cases within two days

7.3 From 1 April 2003, the maximum waiting time for an
inpatient appointment was cut from 15 months to 12 months and
a maximum waiting time of 21 weeks for a first outpatient
appointment has been put in place. The end of March 2003
waiting times figures show that around 7 out of 10 inpatients are
admitted within 3 months of going on an inpatient waiting list and
the average wait to be seen for an outpatient appointment is
around 7 weeks,



7.4 We have reduced the time patients wait for treatment
| and virtually eliminated waits of over 12 month inpatient and 21
week outpatient waits. March 2003 inpatient waiting time
figures show only 73 patients waiting over 12 months for an
inpatient admission, a fall of around 21,800 compared with March
| 2002, March 2003 outpatient waiting time figures show only 64
patients waiting over 21 weeks for an outpatient appointment, a
fall of around 40,000 compared with March 2002.

| &5 Although there is & very small number of patients not
| being seen within the inpatient and outpatient targets, this
should not detract from the very real and significant achievement

| that the vast majority of Trusts have eliminated waiting times of

over 12 month inpatient and 21 week outpatient waits and are now
concentrating on eliminating waits to meet the March 2004 targets.

Booked Admissions

7.6 The Mational Booking Programme was launched in 1998
as part of the Government's strategy for Modernising the NHS.
Booking is the key means of delivering ‘choice’ for patients.

7.7 All NHS inpatient and outpatient appointments should
be pre-booked by 2005, with two-thirds of all first outpatient
appointments and inpatient elective admissions pre-booked by
March 2004. This will give all patients a choice of a convenient
date and time within a guaranteed period and help to reduce
waiting tirmes.

7.8 By the end of March 2002, more than five million
patients had booked their appointment at a date and time of their
choice. The NHS Modernisation Ageney is working with health
‘communities all over the country to achieve booking targets.

ON THE GROUND:

Mobile phone text-messaging services have been launched o
remind patients of their appointments and prevent unnecessary
cancellations. Patients will get a reminder two days before their
appointment as well as the standard letter that goes out. Patients
are prompted to call back on a freephone number if they cannot
make the appointment. This is the first pilot in the country.

79 The programme achieved its first target in March 2001
when every acute NHS Trust was able to offer booking for patients

' in at least two specialties or high volume procedures, and by March

i

2002 all Trusts had introduced partial booking in two ‘long-wait’

I outpatient specialties or procedures.

7.10  The fourth stage of the programme = Moving to
Mainstream - which began in September 2001 ended in March
2003. Moving fo Mainstream is the key implementation strategy
for achieving booking targets and is central to shifting booking
from the earlier pilots to mainstream NH5 activity, placing
booking into the day to day operational activity of the MHS. All
health communities in England are involved in taking forward the
Mational Booking Programme.

711 More than 1,000 staff are involved in the redesign and
improvement of healthcare systems in the booking programme
alone. Health communities have been redesigning their services
to facilitate improved access for patients incorporating booking of
appointments and admissions to enable certainty and choice. A

 variety of models have been developed reflecting local needs and

circumstances, including the increasing use of electronic booking
systerms.

72 Implementing electronic booking systems is key to
delivering the vision of patient choice for 2005. There are now over
40 health communities in England actively taking forward
electronic booking in the Mational Booking Programme — that is
at least one electronic booking community in every Strategic
Health Authority.

713 Electronic booking is a core element of the Mational
Programme for IT in the NHS and will form part of the Integrated
Care Records Service (ICRS). A national procurement exercise is
underway to establish a National Applications Service Provider
(MASP) with overall responsibility for electronic booking. The NASP
will implement the requirements for national products and
services that will provide an Electronic Booking Service for the NHS
to support the development and implementation of redesigned
SErvices

7.4 From April 2003 all health communities via Strategic
Health Authorities will be responsible for developing and
managing booking programmes through Local Delivery Plans
which will support the achievement of national milestones and
targets for booking in the run up to 2005 and beyond.

715  To read more about the national booking programme
visit:www.doh.gov.uk/nhsplanbookingsystems
www.modern.nhs.uk/booking

Emergency Care

716  Improving access to emergency care is one of the
Department's top priorities. The Department aims to deliver a
whole system of fast, responsive and effective emergency care
services for the benefit of patients and staff

717 The NHS Plan set a new target for Accident and
Emergency (A&E), to reduce the maximum wait in A&E from
arrival to admission, transfer or discharge to four hours by 2004.

718  The target included the interim national milestone that
90 per cent of patients attending A&E should spend tour hours o
less from armival to admission, transfer or discharge by March 2003.
preliminary information suggests the NHS met this milestone with
92.9% of people in England spending four hours or less in ARE
in the week ending 30th March. A final national figure will be
available in June.

Z.19 Quarterly statistics on waiting times in ALE are available
at: www.doh.gov.uk/hospitalactivity

OMN THE GROUND:

Before, patients arriving in Kettering Hospital AGE were booked
in, assessed and asked to wait. Patienls with a relatively simple
problem might wait more than an hour.

Now, patients are booked in and directed to an assessmeant/
treatment room where they are seen, assessed and treated by a
doctor or an emergency nurié practitioner, Simply wound
dressings and procedures are done immediately and patients
discharged. Three out of four patients now attending A&E (not just
those with minor injuries) are seen and freated within one hour
compared to 52% before. 57 % are seen and treated within 30
minutes compared with 28% befare.
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720  There is more still to be done to eliminate remaining long
waits and improve the general patient experience of AE to reach
the 2004 target. In September 2002 a new dinical director for
emergency care was appointed. Sir George Alberti will lead the roll
out of the Reforming Emergency Care Strategy.™ " The strategy was
launched in October 2001 supported by £118 million investment.
It is a long term programme of reform, investment and new
capacity to help meet the NHS Plan target.

721 All hospitals with A&Es will be benefiting over the next
2 years from Modemization Agency support. The new Emergency
Services Collaborative will wark with 30-35 hospitals at a time to
raise performance and help hospitals adopt new techniques to
speed up care and improve the patient experience, this will be
completed by August 2004,

.l Mew techniques to cut waiting times for patients with
minor needs while protecting the care of the more seriously
illfinjured continue to be rolled out in the NHS.

¥.d3 See and Treat is a system of care designed to reduce
waits and improve the patient’s experience in A&E. It has been
introduced by some ALE departments and is mow being
disseminated as part of the Modernisation Agency's Emergency
Services Collaborative. It involves assessing and treating patients
with relatively minor problems as soon as they amive in A&E rather
than asking them to wait,

7.24 Intensive Support Teams are being sent into hospitals
with particularly poor performance on A&E waits from the
Modernisation Agency. They will work on the ground with local
staff to improve standards for patients over the next few
months,

7.28 We are tackling the demarcation of working practices,
more nurse practitioners are seeing patients with minor injunes and
assessing medical emergencies.

726 The improvement of A&E services is being supported by
the A&E Modemisation Programme which aims to modemise,
upgrade and refurbish all ALE departments that need modemising,
A total of £150 million has been invested in this programme and
has enabled 180 A&E departments to be modemised. 175 of these
(97 per cent) have been completed,

ON THE GROUND:

A new 17-bed surgical assessment unit(SAU) af East Sussex NHS
Hospital trust is helping to speed up the time it fakes for
doctors fo see and assess emergency surgical patienis. £350,000
required for the new unift came from a successful bid for funding
from the Government.

Some of the benefits include a 35 per cent reduction i the number
of emergency patients treated on main wards; wirtvally no
cancelled elective operations due to the [ack of surgical beds and
almaost mo drofley waits for general surgery or urology patients in
the emergency unit (they are all moved to the SALY),

ON THE GROUND:

The “See and Treat™ scheme at the Novth Tees and Hartlepoal NHS
Trust was introduced in December 2002. From Monday to
Friday (9 am until 5 pm) a senior doctor fs dedicated to seeing and
treatmg minor infuries patients straight away as opposed to
triaging. B0% of patients are now seen within an hour. In
November 2002, the average waiting time for patients with spraing
and strains was 127 minutes. However by January 2003 this had
dropped ta 71 minutes.

Community Nursing, Dental and Cross Sector
Therapy Services Activity

7.27  Slatistics on community nursing services and on cross
sector therapy services over the period 1991-92 to 2001-02 are

Figure 7.2: Community Nursing, Dental and Cross Sector Therapy Services Activity

Mumber of episodes 1@ 1996-97
Health visiting 3,700
Community nursing services (total) 3,000
District nursing 2,300
Community psychiatric nursing 380
Community learing disability nursing 26
Specialist care nursing 280
Chiropody services B0
Clinical psychology 200
Cccupational therapy 1,130
Physiotherapy 4,100
Speech and language therapy ERLI]
Community dental services'™ 1,132

1957-58 1998-99 1995-2000

3,600 3,600 3,400 3,300 3,100
2,900 3,000 2,200 2,800 2,700
2,200 2,300 2,200 2,100 2,000
370 360 350 330 320
26 5 26 26 25
310 320 330 320 320
940 S0 860 B30 Bao
200 190 150 190 180
1,150 1,160 1,190 1,200 1,200
4,100 4,200 4200 4,200 <, 200
330 330 330 330 330
1,096 967 B a7 &9

1 Nurnber of new episodes commenced in the year except health visiting (mumber of different persons seen at least once in a year) and commurtity derial

services (number of episodes of care commenced in year),
2 Estimated national fotals based on those NHS Trusts supplying data.

3 The range of stalf groups included under specialist care musing changed in 19594-95.

4 Includes a small nurnber of discontinued episodes of care.
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[shown in Figure 7.2. The highest increase in 2001-02 was for
|chiropody services with 2 per cent more new episodes of care
‘commenced in the year; about 60 per cent of these contacts were
with patients over 65. 75 per cent of the new episodes of care for
accupational therapy and 63 per cent for physiotherapy were
referrals from hospital (compared to GP or other referrals). For
speech and language therapy, 41 per cent of the new episodes
were with children aged 3 or 4. Community Dental Service
episodes of care have been reduced by the transfer of some CD5
work to the Personal Dental Service which began in October 1998.

Access to Primary Care

728  Primary care is the shop window of the NHS. There are
over 250 million consultations with general practice each year and
contact with primary care accounts for some 90 per cent of NHS
artivity. Alongside consistently high levels of satisfaction with the
services provided in primary care patients have expressed some
dissatisfaction about access to those services.

7.29  The MHS Plan sets a target for “Guaranteed access to a

primary care professional within 24 hours and to a GF within

48 hours, to be achieved nationally by 2004". This target is

informed by:

® The 1998 National Patient Survey reported that patients in
work were put off going to a GP because of inconvenient
surgery times and that around 25 per cent of patients waited
four days or more for an appointment.

® Consultation which preceded the NHS Plan showed that 20 per
cent of respondents identified cutting waiting to see a GP as
one of their three priorities.
730 The NHS Plan primary care access target is a key
patient focused target, delivery of which will affect every citizen.
On average, we each see the GP five times a year. The target is
also a key component of the Waiting, Booking and Choice
programme and the major primary care target for delivery in 2004,
Progress on it is an important indicator of wider progress on the
overall reform of the NHS.

731 The target is about faster, more convenient access to
services for those people who want it. As such it provides for better
access to a GP or primary care professional but not necessarily the
patient's own GP. This is a crucial distinction. Research shows that
patients with chronic disease or older people may prefer to wait
a little longer to secure continuity of care. This is one of the key
| strengths of UK general practice which it is important to sustain.
| 732  Tosupport progress towards delivery, the PCT Primary
Care Access Fund for 2002-03 was increased by an earmarked
£83.5m to a total of £168 million in 2002-03. This funding is
recurrent and is included in PCT’s three-year allocations for 2003
06. In addition, during 2002-03 the quarterly monitoring surveys
have been stepped up to monthly.

7.33 The most recent survey, in February 2003 showed that:

® 86 per cent of patients were able to be offered a GP
appointment within 2 working days; and,

® 89 per cent were able to be offered a primary care professional
appointment within 1 working day.

both against the 90 per cent milestone for March 2003,

7.34 This result shows significant progress through 2002-03
towards the 90 per cent milestone.

Approach to Delivery

7.35 The delivery strategy has four underpinning key

principles:

® Access is a function of the system and therefore requires a
whole systems approach;

® Needs are vaniable. All PCTs must be incentivised; support must
be targeted to those who need most support;

® Delivery can and must improve working lives of GPs and
primary care teams as well as access for patients; and,

® PCTs are responsible for ensuring provision of better access and
need to work in partnership with practices and make best and
sometimes innovative use of all existing resources, including
development of alternative service delivery mechanisms such
as walk-in centres.

736  The strategy has two components:

® Effective management by PCTs. A managed approach through
PCTs which requires PCTs to ensure that the target is delivered
acrass their area. This ties in with the provision of additional
identified monies for all PCTs to help practices that need
additional respurces bo deliver the access target. PCTs can use
these funds to develop local incentive schemes and to invest
in NEW SErvices.

® Sustainable modernisation at practice level. This bottom-up
approach is led by the National Primary Care Development
Team (NPDT), which promotes primary care modernisation
with individual practices. Through this Advanced Access
Programme, GPs' peers provide working examples that help
persuade doctors that quick and convenient patient access can
be delivered largely within existing resources through changed
working practices. It also shows that this approach can go a
long way towards improving the working lives of GPs and
practice staff.

Mational Primary Care Development Team (NPDT)

7.37 At February 2003 the Advanced Access Programme
covered practices responsible for around 20 milkion patients. It has
succeeded in delivering shorter waits and improved working lives
for participating GP's and primary care teams. The spread of the
Collaborative approach could see 37 million patients covered by
2004.

7.38

® At February 2003, 2000 practices serving around 20 million
patients were engaged in access improvement work through
the Collaborative;

® Over 70 per cent reduction in waits for a GP - with faster
improvements with each wave;

Successes include:

® Average 50 per cent reduction in waits to see a nurse = with
faster improvements with each wave;
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Figure 7.3: Key Statistics on General and Personal Medical Services (GPMS), England
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199192 1994-95 1995.56 199697 1997-98 1598-99 1955-2000 2000-01 3001-02 % Change
195152 b
TN -2
Staffing
Murber of General Medical Practitioners (UPESN™ 25685 26567 26702 26855 X099 1739 05w I8 27843 BA%
of which GMS LIPs IMEEE  IEEET 16702 26855 X099 03 26710 26436 24039 -64%
of which PAMS LIPs - - - - - 361 8E1 1.268 3,804 -
Humber of GP practice staff (WTE) ™ 48731 H1@33 59255 SO318  GOSTY 61331 630BY  G2SER  e40 334%
Musmber of practice nurses (WTE) ©!
finchuded in practice staff) EFTE 909 9745 981 10082 10358 0eER 01 11182 3%
Qrganisation
Husber of practices " 9129 9100 9062 BF% 9003 850 Bo44  BETE BA1T -34%
Average list size al 1 October each year = 1.947 1,500 1,887 1,885 1878 1,866 1845 1853 1841 -54%
Congulations |
Total number of consultations. (millions) @ & 214 34 35 254 - 17 = 220 Fif nfa nfa
Total number of practice murse consultations
(millons ) - - - - - = - &3 81 nfa nfa
Cash®
Expenditune
Total General Medical Senvice (£m) 225 1615 2T19 2873 3033 £ 3336 3449 1945 /A% -§8%
G Discretionany (Cash kmited) (Em) 600 T3 754 800 835 a7a g5 540 E5Y 43.8% -B8%
GIMS Non-discretionary (Non-cash bmited) (Em) 1656 1,902 1.965 1073 PR 2,243 2451 2510 2788 1% =B.8%
Total personal medical senvces (Discretionary)™ (fm) nfa na n'a nfa nfa 37 3 174 564 n'a 2r0%
Total GMS expenditure per GMS UR (£) 87830 98807 1MBIE 106982 111923 115480 1M4ESTF 130474 130,629 43.0% 03%
Todal GMS expenditure per GMS UP at eeal bems
2001-2002 prices™ (£) 113608 119230 119474 121650 123473 123958 130930 133,736 130,829 15.2% 2%
GMS Dicretionary expenditure pér GMS UP (€] 23359 27314 28238 29790 30813 3148 33134 35543 35650 516% 03%
GMS Descretionary expenditure per GMS LP
af real termes 2001-2002 prices™ (£) 015 32839 3\{MN 33877 33953 AT 3T 342 BEAD 18:0% 21%
Real ferns todal GMS and PMS expenditune
per consultation (2001-2002 prices)™ (£) 13.51 14.02 1346 12.76 nfa 15.41 nfa 1656 1712 26.7% 33%

1 Sowrce: GMS Census 1 Oclober. Data refers to wnresiricled principals and squivalents (Unrestricted Principals, PMS Conlracted and PMS Salaned GPsh
2 Averape lsf size iz calculated per Unrestricted Principal or Equivalent in PAMS (fe. excluding Assistants, LIZ Assistants and Associates) whether full, three

guarter, half-fime or job share.

3 Sowrce: General Household Sunsey. Data for 7997 and 19%9 are wnavailable as there was no General Household Suneey for these years.

4 The method of calculating estimates of GP consultations has been revised to produce move reliable estimates and historic figures have been revised this
year. There may be further revision in the fulure following ONS work on amending previous population estimates in the Nght of the 2007 Census.

5 Al cash information taken from Appropriafion Accownts up fo 2000-07 and from FIMSE FHS 4 refurns for 2001-02,

& PMS exparnditure totals are infended to cover all PAS condract costs for waves 1,23, 2b 3a and 35 only.

£ Figures have been cormverted into real tevms wsing the April 2003 GDP deflator.

® Average 50 per cent reduction in 'did not attend’ (DMNAs);

® 15 to 30 per cent reduction in face to face consultations
through telephone calls.

MHS Walk—-in Centres

739 Forty-two MHS Walk-in Centres are now established as
a convenient service which is complementary to general practice.
MHS Walk-in Centres were developed as centrally funded three-
year pilots with the Department contributing some 80 per cent of
the running costs of each centre.

7.40 The independent Mational Evaluation report published in
July 2002 by Bristol University shows that NHS Walk-in Centres
are a safe and popular addition to the NHS family with high levels
of patient satisfaction, e.g. it reported in August 2001 41 per cent
of people who attended the NHS WiC would have contacted their
GF if the centre had not been available; 18 per cent would have
gone to their local ALE. They also improve access and reach a
different population from traditional general practice and help
relieve pressure on other NHS services.

80

741 NHS WiCs should now be seen as a permanent feature
of the NHS. To reinforce this, the former central funding has now
been fully devolved to host PCTs as part of their 3-year allocations
for 2003-04 to 2005-06. This is consistent with Shifting the
Balance of Power”™™, and the challenge now is to persuade PCTs
to recognise the contribution which walk-in services can make to
securing local delivery of key national targets — particularly primary
care access but also for accident and emergency care and
primary care out of hours services.

7.42  Joint working is underway with the Office for Pubdic
Service Reform (OPSR) and the Modemisation Agency on the
future development of MHS Walk-in Centres,

Family Health Services (Primary Care)

7.43 See glossary for definitions of the FHS areas.

General and Personal Medical Services (GMS and PMS)

7.44 Figure 7.3 provides key information on General and
Personal Medical Services in England.



Figure 7.4: Family Health Services — Key Statistics on Pharmaceutical Services, England

1991.92 1997-98 1998.99 19992000 2000-01 2009-02 % Change % Change
1991-92 to  2000-01 fo
2001-02 2001-02

Fharmaceutical Services™
Prescriptions (millions)™ 415.4 510.3 5247 426 570.2 B35 453 58
Hurnber af contracting pharmacies™™ 9,765 9,785 9,782 9767 9,765 9,756 0.1 -0.1
Average number of prescriptions dispensed

by pharmacy and apphiance confractors 7762 46297 47750 49641 52066 55238 452 &1
Cost of pharmaceutical services . Gross 914 10.52 10.50 10.92 10.82 10.66 166 -1.5
per prescription In real terms Dvug 7.26 887 890 936 928 9.1 269 -08
{2001-02 prices) (£)** Remuneration 1.88 1.65 1.80 1.56 1.54 1.45 =129 =5.8
- Met cost of drugs and appliances in
real terms (2001 -02 prices) (Emy=== 2,994 4,501 4,653 5,060 5,283 5.552 B5.4 51
Percentage of all prescription items

* which attracted a charge” 200 14.6 14.6 14.9 14.9 14,7

1 Pharmaceutical servicas are mainly the supply of drugs, medicines and appltances prescribed by NH5 practitioners.

2 Numibers relate to prescriplion faes; figures relate fo the anmual period February fo January (eg 2007-02 relales to the period Feb 2007 ta Jan 2002) and
include prescriptions dispensed by communily pharmacists and appliance contractors, and diipensed or personally admimistered by GPs.

2 Excludes appliance contractors and dispensing doctovs,

4 Figures refer to 37 March (eg. 2001-02 is number as at 31 March 2002).

5 Gross pharmaceutical expenditure is lotal payments (drug costs and dispensing fees) to contractors Jesz recoveries from HAs and the Ministry of Defence
fin respect of hospital and armed forces prescriptions dispended in the community) and excluding refunds of prescripfion charges

& Includes receipts under the Pharmaceutical Price Regulation Scherme.

7 Prescriptions dispensed to patients who pay prescription charges or hold prescription pre-payment certificates. The analysis fs based on & T in 20 sampile
of all prescriptions submitied to the PPA in lhe calendar year by communify pharmacists and appiliance confractons.

Figure 7.5: Family Health Services — Key Statistics on General and Personal Dental Services, England

1991.92 1997-98 1998-99% 1999-2000° 2000-017 2001-02% % Change % Change
1991-92 to 2000-01 to
200102 2001-02

General Dental Services™ "
Mumber of general dental practitioners™ 15451 16,728 17,247 17,72 18,045 18,354 19 2
Adult courses of treatment (thousands) 24273 5268 26171 25915 26353 26318 o
Adults registered into continuing care (thousands)** 15744 19,383 167N 16,649 15813 16793 7 a
 Children registered into capitation (thousands)** 5826 7367  677H 6821 6845 6784 16 =
E gross cost of an adult cowrse of treatment
(20071-2002 prices) (€1 51 41 40 41 41 41 -20 ]
- Personal Dental Services™
MNumber of personal dental practitioners™ nfa nfa nfa 148 326 707 n/fa 117
Number of personal dental practitioners not working
in the general dental service™ nia nfa nia a9 192 467 nfa 143
Courses of Treatment (thowsands) nfa n/a 73 217 a1z 480 nia 54
Total Dental Services
Number of general and persanal dental practitioners 15451 16,728 17,247 17,810 18,241 18.821 22 3

1 General Dental Services are the care and treatment provided by independent high street dentists wha provide services under arrangements made with
Primary Care Trusts.

2 The introduction of the Personal Dental Service in Oclober 1998 has affected some General Denfal Service activily

2 Principals, assistants and vocalional trainees at 30 September.

4 Number of patients registered as at 30 september. Registrations began with the introduction of the new dental contract from 1 Qctober 1990 and
registration numbers in 1991-92 had not yet reached their peak, From September 1336, new registrations were reduced to 15 month periods wnless
renewed, affecting registration numbers from December 1997 onwards

5 Since May 1994 the Dental Practice Board has improved procedures for eliminating duplicale regisirations. This may have produced a dowerrward pressure
on the levels of registration after this period,

& Based on iem of service faes and adult continuing care payments. Average gross costs ane converted to 2007-02 prices using the GOP deflator. Changes in
the average cost are affected by changes in the dental work carried oul in a course of freatrment

7 Number of Personal Dental Senvice praclitioners at 30 September,
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Key Points:

® The total number of GMP UPEs continues to rise, however, the
number of GMS GPs decreased by 9 per cent in 2001-02. A
significant transfer of GMS GPs into PMS has caused this,

® The decrease in GAS GPs has caused a year on year decrease
in total GMS non-discretionary and discretionary spend in
2001-02 (-8.8 per cent). Real terms GMS non-discretionary
and discretionary expenditure per GMS GPs has also fallen
slightly in 2001-02.

® The estimated number of GP consultations per year has
stabilised since the mid 1990s to around 220 million per year.
This may be due to the effective utilisation of all the resources
within practices.

® The total estimated CPMS expenditure per consultation has
risen to £17.12 (3.4 per cent year on year increase).

® PMS Pilots are a key element in the modemisation programme
of the NHS, improving patient access to the NHS by opening
up new, more flexible ways of offering Primary Care services,

® Upto 2001-02, 1,346 PMS pilots have been established since
the intreduction of PMS in April 1998 (i.e. waves 1 to 3b).

® PM5 discretionary spend has grown by 227 per cent between
2000-01 and 2001-02.

® PM5 Pilots at 2001-02 account for some 18 per cent of GMS
GPs having transferred into PAMS. This trend is set to continue
increasing with the NHS Plan targets of 33 per cent coverage
by 2004,

Pharmaceutical Services (PHS)

7.45 Figure 7.4 provides key information on Pharmaceutical
Services in England.

Key Points:

® The volume of prescriptions and the average number of
prescriptions dispensed by pharmacy and appliance contractors
continue to increase. The year on year growth in the number
of prescriptions in 2001-02 was 5.8 per cent, compared to a
growth of 5.1 per cent in the previous year.

® The gross cost per prescription fell again in 2001-02 by 1.5 per
cent. This is a continued affect of the August 2000 maximum
price scheme,

® The drugs bill continues to rise - see chapter 6 for mare
information,

® The percentage of prescriptions that attract a charge has
remained constant at between 14.6 per cent to 14.9 per cent
over the past 5 years.

General and Personal Dental Services (GDS and PDS)

7.46  Figure 7.5 provides key information on General and
Personal Dental Services in England.

Key Points:

® The overall volume of activity was broadly stable in 2001-02.

® The number of general dental practiioners continues to
increase, by 2 per cent in the year to September 2001 and by
19 per cent in the last 10 years but dentists on average are
doing less GDS waork.

® Patient registrations hawe been stable since 1998, following the
reduction caused by the shortening of the registration period
to 15 months from September 1996

® There were over 26 million courses of treatment for adults

during 2001-02, similar to the number in 2000-01 and 8 per
cent higher than in 1991-92.

® The average cost of an adult course of treatment was £41 in
2001-02, the same in real terms as in the previous year. The
reduction of 20 per cent since 1991-92 reflects a reduction in
the amount of complex or advanced treatments.

® The introduction of the Personal Dental Service in October
1998 has replaced some GDS activity.

® AL 30 September 2001, 707 dentists were working in the PDS,
467 of whom were not also working in the General Dental
Service. PDS dentists include both salaried dentists working
mainly in Dental Access Centres and also contractor-led
services from GDS type dental surgeries.

General Ophthalmic Services (GOS)

7.47 Figure 7.6 provides key information on General
Ophthalmic Services in England.

Key Paints:

® The number of sight tests increased by 3 per cent in 2001-02
over the previous year. There was a large increase (about 34

Figure 7.6: Family Health Services - Key Statistics on General Ophthalmic Services, England

1951-52 1997-98
General Ophthalmic Services
MNHS sight tests (thowsands)™ 4973 6591
Oyptical vouchers (thousandsy™ 2,844 3,935
Number of apticians™ © 6,502 7081

1998-99 1999-2000 2000-01 2001-02 % % Change

1991-92 to  2000-01 to

2001-02  2001-02

6,992 9399 9567 9807 97 3
3,777 3662 3575 3607 27

7,305 7517 7824 8103 25 4

7 From 7 April 1999, eligibilty for NHS sight fests was extended to all patients aged 60 and over. Figures show the number of sight tests patd for by

FHSAS/HAS in bhe year

2 The voucher scheme was introduced on 1 July 1986 to help certain priorily groups with the provision of spectacles. Figures show the nember of
vouchers reimbursed to practitionars in the yvear, including payments for complex appliances.

3 Optometrists and Ophthalmic Medical Practitioners at 37 December of each financial year,
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per cent) between 1998-99 and 1999-2000 as a result of the
Government's decision to extend eligibility for free NHS
tests to everyone aged 60 and over from 1 April 1999.

| ® Between 1997-98 and 2000-01, the number of NHS optical
vouchers reimbursed by HAs fell by 2 per cent to 4 per cent
each year, as a result of a decrease in the number of adults
daiming income support and Job Seeker's Allowance, who form
the main category of people who qualify for vouchers. The
number of vouchers dispensed grew by 1 per cent between
2000-01 and 2001-02. This possibly reflected the fact that the
numbser of income support and JSA claimants stabilised in that
year, combined with an increase in the take up of sight tests
and vouchers,

PERFORMANCE

‘Management Costs

7.48 The Government made a commitment in 1997 to
achieve £1 billion saving in bureaucracy over five years.
The audited financial returns for 2001-02 demonstrated that this
target had been achieved.

7.49  As a result of structural changes to the NHS £100 million
has been identified from spending on NHS and Regional Office
running costs. In 2002-03 and 2003-04 this funding supports the
transition of organisational restructuring.

7.50  From April 2002 PCTs and three-star NHS Trusts {and in
the future NHS Foundation Trusts) had their caps for management
costs lifted, in line with Shifting the Balance of Power™
principles, devolving responsibility to those respective organisations
1o set their own limits. These limits will need to be set taking advice
from the Professional Executive Committees (PEC), Clinical
Boards or local equivalents of those organisations, to test that
increases are justifiable and to ensure dlinical ownership of any
proposed changes.

7.51 The cap has not been lifted on zero, one and two-star
MHS Trusts. Investment decisions should not exceed the NHS Flan
target, i.e. less than the annual rate of increase in NHS Gross
Expenditure. Strategic Health Authorities (SHAs) will manage local
arrangements to monitor NHS management costs, which will be
lighter touch than previously. SHAs can challenge rises which
appear excessive,

Financial Performance

Health Authorities

7.52 In 2001-02 there were 95 Health Authorities responsible
for assessing the health needs of their local population and
commissioning health services in line with national and locally
agreed priorities. Health services are commissioned from NHS
trusts, primary care trusts and other providers of healthcare.

752  Health authorities were responsible for spending £23.7
billion on patient care in 2001-02 (the comparable figure for

2000-01 being £38.6 billion). The significant decrease in
expenditure is a result of the increasing number of PCTs and the
mavement of patient care expenditure from health authorities to
PCTs.

7.54 Health authorities are subject to both cash and
*resource” limit controls. It requires health authorities to contain
their annual expenditure (measured on an accruals basis) for both
revenue and capital within an approved limit set by the
Department. Health authorities must also achieve financial
balance without the need of unplanned financial suppert (not a
statutory duty but an important performance management
measure).

Revenue: In 2001-02 all health authorities achieved their statutory
financial duty to remain within revenue resource and cash limits.
with the exception of two health authosities, all others achieved
the financial balance performance measure.

Capital: Four health authorities failed to remain within the
capital resource limit after the application of a de minimus
adjustment.

Primary Care Trusts

7.55 Primary Care Trusts first came into existence in April
2000. They are responsible for the commissioning of health care
on behalf of their resident population and some PCTs are also
responsible for providing community services to their population.
In 2001-02 there were 164 PCTs.

756  PCTs were responsible for spending £15.4 billion on
patient care in 2001-02 (the comparable figure for 2000-01 being
£2.1 billion). The significant increase in expenditure is a result of
the increasing number of PCTs and the movement of patient care
expenditure from health authorities to PCTs.

7.57 PCTs are accountable to Strategic Health Authorities,
who are responsible for their performance management.

758  In the same way as health authorities, PCTs are subject
to revenue and capital resource and cash limit control and have a
financial duty to achieve financial balance without the need of
unplanned financial support.

Revenue: In 2001-02 all PCTs achieved their statutory financial
duties to remain within revenue resource and cash limits. With the
exception of four PCTs, all PCTs achieved the financial balance
performance measure.

Capital: All PCTs remained within the capital resource limit after
the application of a de minimus adjustment.

NHS Trusts

759  NHS trusts are responsible for the provision of health
care. They receive most of their income from commissioners of
health care (i.e. health authorities and primary care trusts). NHS
trusts aim to deliver improved healthcare outcomes with increasing
efficiency and effectiveness within the resources available to the
health service.
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.60 There were 318 operational MHS trusts in 2001-02. NHS
trusts have four main financial duties, which are:

® To break-even on an income and expenditure basis;

This is the prime financial duty for NHS trusts and is known as
the break-even duty. NHS trusts normally plan to meet this duty
by achieving a balanced position on their income and
expenditure account each and every year. The interpretation
of the statutory financial duty for the NHS trusts to break-even
was clarified in 1997-98. A run of three years is normally used
to test the break-even duty, but in exceptional cases the
Department of Health may agree to a five-year timetable. This
recognises that although WHS trusts are expected to achieve
a balanced paosition on their income and expenditure account
each and every year, there may be reasons for NHS Trusts' to
report deficits in one year which are off-set by surpluses
achieved in another year(s).

® To absorb the cost of capital at a rate of & per cent of average
relevant net assets;

® To meet, or come within agreed limits of flexibility, the external
financing limit set by the Department of Health; and

® To remain within the Capital Resouree Limit {CRL) set for each
MHS Trust by the Department of Health.,

Revenue: In 2001-02 NHS trusts reported an income and
expenditure deficit, on an accruals basic, of £40 million, compared
to a £56 million surplus in 2000-01, Whilst a number of NHS trusts
did report a deficit in 2001-02, none breached their statutory
financial duty to break-even “taking ome financial year with
another” (see previous paragraph).

Consistent with previous years, and similar to the approach taken
with health authorities, the Department of Health has made it clear
that NHS trusts should balance their finances in-year and not put
off tackling financial problems = but this should not be at the
expense of proper service provision.

Capital: After applying the de-minimus limits, five NHS Trusts
exceeded the external financing limit whilst three exceeded the
capital resource limit.

Payment of Bills by NHS

7.61 All health bodies are expected to conform to
Covernment Accounting Regulations and the Better Practice Code.
They should, unless covered by other agreed payment terms, pay
external suppliers within 30 days of the receipt of goods, or a valid
invoice, whichever is the later.

762  NHS5 performance in paying its bills has improved over
the years, and a large number of NHS trusts, PCTs and health
authorities are prompt payers. The national average is around 84
per cent of bills paid on time. However, further improvement is still
required before the current target of 95 per cent is attained.

Fraud and Corruption

7.63  Fraud and corruption take away resources from

84

important services. The Government is committed to reducing all
losses to fraud and corruption in the WHS to an absolute
minimum and to hold it permanently at that level, releasing
resources for better patient care and services. Incorporating counter
fraud action into all aspects of departmental work will help ensure
that PSA targets on effectiveness, efficiency and quality can be
achieved.

7.64  There are two PSA targets relating to fraud which are
referred to below and in Chapter 2 of this report.

The Strategy

765  The Department has adopted a comprehensive,
integrated and professional approach to deal with these problems,
as set out in the strategic document Countering Fraud in the
NHE™ published in December 1998, The Counter Fraud and
Security Management Service (CFSMS) is the spedalist organisation
set up to implement this strategy by following the counter fraud
business process model: identifying the nature and scale of the
problem; developing a clear counter fraud strategy; creating an
effective structure to implement the strategy; and taking action in
key areas of MHS spending.

Identifying the problem

7.66 The CF5MS programme of fraud measurement exercises
has provided the first ever robust estimates of losses to fraud in all
primary service areas of MHS spending, through an innovative and
ngorous measurement methodology. The National Audit Office
have pronounced themselves satisfied that the methodology
provides a sound basis for estimating the likely levels of fraud and
incorrectness. This methodology is now being used to determine
levels of fraud and incorrectness in primary services in Wales.

Creating an effective structure

767  The CFSMS has created an effective structure to
implemment the strategy which encompasses policy and operational
work for counter fraud and corruption in the NHS. The operational
element of the CFSMS has eight regional teams, one national
proactive team, a specialist pharmaceutical fraud team and a dental
fraud team. Almost 500 Local Counter Fraud Specialists (LCFS)
cover every NHS health body. All staff are required to be fully
trained at the CFSM5 Training Centre and undergo specialist,
professional training accredited by the Institute of Criminal
lustice 5tudies at the University of Portsmouth.

Taking action in all key areas

7.68 Much progress has been made towards achievement of
CFSMS objectives. Work has been carried out in the following
generic areas:

Creation of an anti-fraud culture

769  The development and implementation of Counter
Fraud Charter agreements with NHS stakeholders has continued
to show our joint commitment to tackle fraud and corruption
through partnerships with other key organisations. The Counter



| Fraud Charter"* originally published in December 1999, has now
‘been signed by representative organisations covering over
{400,000 NHS staff and contractors. In addition, a further
‘agreement will shortly be signed with UNISOMN covering several
hundred thousand more NHS staff.

770  Meetings have been held with key staff and managers
‘of every Health Authority (HA), NHS Trust and Primary Care Trust
to explain the counter fraud strategy and their role within it. Similar
meetings have also been held with local professional committees.
Altogether nearly 800 fraud awareness presentations have been
delivered since the NHS Counter Fraud Service was established.

7.7 Following the Secretary of State Directions issued to all
HAs and NHS Trusts in December 1999, Directions were issued in
December 2000 to all PCTs to set out their role in the strategy and
requiring them each to appoint a LCFS. Since this time, the NHS
has seen significant change, including Shifting the Balance of
Power. This has led to major structural and organisational
change, including the devolution of commissioning functions from
Héas to PCTs. As a result, revised and updated Directions were re-
issued to PCTs in September 2002, requiring all PCTs to nominate,
or re-nominate, a LCFS. In earty 2003, CF5 will carry out a review
to ensure that the nomination process has been completed.

Maximum deterrence of fraud

772  There has been extensive publicity of every counter fraud
initiative undertaken to implement the strategy, all of which helps
to maximise the deterrent effect of these measures. Since the
creation of the NHS counter fraud service in 1999, there has been
a steady increase in the number of positive articles and reports in
the media in relation to countering fraud, with a total of 645
positive articles up to the end of March 2003.

Successful prevention of fraud

773 The policy unit of the CFSMS is specifically oriented to
revising policies and processes to ensure that weaknesses that have
allowed fraud to take place are removed so that fraud does not
recur. For example, claims by contractors in the dental services
concerning Recalled Attendance fell from £14.2 million in 1999-
2000 to £12.3 million in 2000-01 and £9.1 million in 2001-02.
Similar reductions for claims for Domiciliary Visits from £10.6
million in 1999-2000 to £8.1 million in 2001-02. Both these
reductions follow the introduction of changes to legislation and
procedures to prevent and deter fraud.

774  The CFSMS Central Unit is also actively involved in
working with colleagues to ensure that new NH5 initiatives being
taken forward under the NHS Plan, such as the Electronic
Transmission of Prescription pilots and dental "Options for
Change” are designed and implemented in ways that minimise
opportunities and risks of fraud.

275  Under the Health and Social Care Act 2001, PCTs are
now able to remove a practitioner from a list or refuse admission
to any NHS list on the grounds of fraud and unsuitability as well
as inefficiency. The Act includes powers to introduce new

regulations requiring practitioners to declare financial interests.

Prompt detection of fraud

7.76 A confidential Fraud and Corruption Reporting Line, the
first of its type to exist within the NHS, became operational in
2001. This allows practitioners, contractors, patients and others
who come into contact with the NHS to report any suspicion of
fraud knowing that their call will be dealt with expertly and
confidentially.

777 A new Central Intelligence Unit (CIU) has been
establiched in order to gather, collate and analyse information from
which intelligence can be developed. The CIU are setting up a
National Fraud Database to provide details of suspected and
proven fraud cases, throughout the NHS, at both Local and
Regional levels. This information will be key to the role of the CIU
and will maximise the sharing of information throughout the
SEMVICE.

Professional investigation of all fraud that is detected

7.78 All those working to counter fraud within the NHS
undergo specialist training accredited by the University of
Portsmouth, to ensure that all investigations are carried out to a
professional standard in a fair and objective manner. This training
has been supplemented by a series of one day workshops to
ensure that staff can be pro-active in all the areas of generic action.

7.79 specialist, professional training is reinforced by guidance
in the Fraud and Corruption Manual issued to all accredited
counter fraud specialists and Finance Directors.

Consistent use of appropriate legal action, sanctions
and redress

7.80 It is the policy of the NH5 CFSMS to seek to combine the
application of disciplinary, civil and criminal sanctions where fraud
is found - to dismiss an employee or suspend or de-register a
professional, to obtain civil law orders to freeze assets and recover
funds and to impose a criminal sentence.

7.81 Action has so far resulted (as at the end of March 2003)
in 160 successful prosecutions (a 98 per cent success record), with
2 further 30 cases awaiting court hearings. A further 215 civil and
disciplinary cases had been successfully completed by this time.
There are also 430 ongoing investigations.

7.82 In 1999, legislation provided for a civil penalty charge to
be imposed where a person wrongly fails to pay any amount in
respect of NHS charges or obtains goods or services to which they
are not entitled.

7.83  The primary purpose of the penalty charge is to deter
incomectness and fraud and to sanction it when it is detected. As
at 31 March 2003, 88,263 Penalty Notices had been issued by the
CFSMS Compliance Unit to patients incorrectly claiming exemption
and remission from preseription charges. Payments to date of
£1.36 million have been made.

7.84 On the 1 November 2002 the Dental Practice Board
began to undertake verification checks in respect of patients who
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incorrectly claim exemptions and remission from NHS dental
charges. The first penalty notices are now being issued,

7.85  The legislation also introduced a spedific criminal offence
for trial in the Magistrates Court, which provides an appropriate
sanction for serious cases of repeated or persistent fraud. On
conviction the offence attracts a fine of up to £2,500.

7.86 A key aspect of the CF5MSs work has been to ensure
that fraud losses are recovered so that the resources can be spent
on patient care, At the end of March 2003, £14.07 million had
been recovered.

Meeting targets and making savings

7.87 The end result of all this work is to meet targets and
make savings,

7.88 The first two measurement exercises on patient
prescription charge fraud, comparing figures from 1998-99 and
1989.2000, indicate that since the introduction of the strategy,
losses in this area have already been reduced by £48 million or
around 41 per cent, from £117 million to £69 million. This
represents good progress towards the PSA target of ‘a 50 per cent
reduction in prescription charge evasion (compared to 1998 levils)
by the end of 2002-2003." A review is being carried out in May
2003 which should show that this target has been met.

7.89 The results of the optical patient fraud measurement
exercises indicate a reduction in losses from £13.25 million in the
1999-2000 exercise to £10.17 million in the 2001-02 exercise. This
represents a 23,35 per cent reduction in losses to NHS funds.

7.90 The dental patient fraud measurement exercises have
also been completed. Losses to NHS funds has shown a reducton
from £40.3 million pounds using data supplied in 2000-2001 to
£30 million in 2001-2002. This represents a 25 per cent reduction
in losses to MHS funds, Therefore, total patient fraud losses have
been reduced from £171 million to £102 million, a 36 per cent
reduction in four years.

791 The second P5A target concerned “£15 million savings
from action on contractor fraud (representing £6 million in cash
recaveries and £3 million in prevention savings) over the period
1999-2000 to 2007-2002.° This target was achieved and to date
£7.47 million has been recovered from action on contractor fraud
together with £9.3 million in prevention savings.

Inspections

7.92 CFS guality inspectors ensure that all aspects of the
counter fraud strategy and structure are functioning effectively
through a programme of visits and inspections throughout the
MHS, 5o far 26 inspections have been carried out, with anomalies
being identified and corrected and the wider lessons learnt and
disseminated.

Conclusion

7.95 2002-03 has seen major progress in countering fraud
and corruption in the NHS. A structure now exists, covering every
part of the NHS, which can take appropriate action. Significant
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results have already been achieved in reduced losses, a developing
anti-fraud culture, many prosecutions, and a big increase in
recoveres.

796  More work still needs to be done, particularly in ight of
NHS modermisation and associated increased spending plans but
2003-04 should see further progress.

Efficiency

Reference Costs

7.97 The Reference Costs 2002 publication details the
national average unit costs across the NHS for a range of
treatments and procedures for the 2001-02 financial year. As the
composition of the NHS has changed, service delivery has done
likewise. In addition, the cost of services has also changed, with
the development of more local based health services through
Primary Care Trusts, The 2002 publication includes the cost of
services provided by Primary Care Trusts.

798  The publication covers over £25 billion of NHS
expenditure, compared with approximately £21 billion in 2000-01.
This accounts for almost 89 per cent of hospital and community
health services expenditure. The unit costs cover services ranging
from straightforward x-rays to complex treatments such as
transplant surgery, and from a midwife's visit to a new baby to the
cost of physiotherapy treatments.

7.99  The range of coverage allows reference costs to be used
as the basis of a number of other initiatives. These include
efficiency targets, and the setting of guidelines for a national tariff
for NHS services, as part of the new Payment by Results
Initiative.

HCHS Cost Weighted Activity Index

7.100 The index provides a broad measure of the everall
growth in HCHS activity, in which the contributions of the
individual components are weighted by their costs. Following
changes in accounting practice within the NHS it has been difficult
to gauge the increase in expenditure in both wolume and real
terms. However, estimates have been made using broadly
comparable data and are shown in Figure 7.7, Over the 10 years
since 1990-91 overall activity levels increased by just over 30 per
cent. Over the same period, the volume of inputs - that is
expenditure after allowing for increases in HCHS pay and ather
input unit prices — increased by 28 per cent, suggesting an increase
in efficiency of around 2 per cent.

7101 The Cost Weighted Activity Index is the traditional
method for assessing MHS activity, which feeds into the measure
of efficiency produced by the Department. However, changes in
the way healthcare is delivered by the NHS now mean that the
CWAI measure gives an increasingly incomplete picture. The
Department is currently working on a new measure of efficiency
which will take better account of the diverse ways senvices are now
delivered in the NHS e.g. procedures carried out in a primary care
setting that previously would have been hospital episodes. In
addition to accounting for these growing areas of activity the new
efficiency measure will take account of investment in quality
improvements and changes in case mix.



Figure 7.7: HCHS Cost Weighted Activity Index
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Unit Costs

7.102  Owerall unit costs in the hospital sector have tended to
rise in real terms in the last ten years, to 2000-01, most markedly
in Learning Disabilities. However, the position varies depending on
the category of care being delivered.

7.103  In the Learning Disabilities sector, unit costs of inpatient
care have risen since 1995-96, due to the changing use of NHS
facilities. Although the NHS does still provide some social care for
people with learning disabilities, the specialist NHS services are
increasingly concerned with those with complex needs such as
multiple disabilities, mental health problems or challenging
behaviour. Increasingly people with learning disabilities rely on
generic health services for their day to day health needs and use
specialist services for assessment and treatment of needs which can
only be met by the specialist learning disability services.

7.104 Due to estimations used to produce the 1999-2000
HCHS Programme Budget, the figures shown for 1999-2000
should not be used in comparison with other years.

7.105 Figure 7.8 shows how unit costs have moved in real
terms across the five major categories of hospital inpatient care.

Figure 7.8: Average unit costs by category of care
1990-91 to 2000-01 (Index 1990-91 = 100)

HH- ———— Learning Disabshity (£301 per day)
gool == = Mental Health (€198 per day)
5 = = = pAatemity {£2,014 per birth)
r Acute (£1,067 per case)

GO0 000 smeees Gerlatric (£2, 434 per case)
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PERSONAL SOCIAL SERVICES

Children's Services Activity

7.106  Figure 7.9 gives a summary of Personal Social
Services for children and families.

7107

® the number of children looked after by local authorities at any
time during the year rose from 1997-98 to 1999-2000 by 4 per
cent, since when it has remained fairly constant.

Key points are that:

® the number of care days provided per child has steadily risen
over the years 1994-95 to 2001-02, and is now 16 per cent
higher than at the beginning of the period;

#® the number of children looked after at 31 March has increased
to 59,700, This number has risen each year since 31 March
1994, although the rate of increase in 2000-01 and 2001-02
has been markedly lower than in previous years,

® the proportion of children looked after aged under 10 has fallen
each year since 1998-1999;

® there has been a further small decrease in the percentage of
children looked after with three or more placements, 15 per
cent in 2001-02 compared with 16 per cent in 2000-01;

® the number of children placed on the child protection register
during 2001-02 has risen by 3 per cent since 2000-2001 but
has fallen by 8 per cent since 1998-99; and,

® there has been further increase in the number of children
adopted from care with 3,400 looked after children adopted
in 2001-02, an increase of 25 per cent over 1993-2000,

Adults’ Services Activity

7.108  Figure 7.10 gives a summary of Personal Social Services
provided to adults. Adult's services include all services from those
who have just reached adulthood to the most eldery of the
population.

7.109  Key points are that:

® the largest group of adult users of social services is people aged
65 or over, although among younger adults other groups
receiving services include people with learning disabilities,
people with physical or sensory disabilities and people with
mental health prablems;

® whilst the number of households receiving care in their own
homes continues to fall, the number and proportion of
households receiving intensive home care continues to
increase. There is also evidence that in 2001-02 there were
more people helped to live at home by means of services wider
than home care. The number of older people (aged 65+)
helped to live at home rose from 650,000 in Sept 2000 to
660,000 in Sept 2001, The number of younger adults (aged
18-64) helped to live at home rose from 270,000 in Sept 2000
to 290,000 in Sept 2001, This gives a rise from 920,000 in Sept
2000 to 950,000 in Sept 2001 for all adults and older

people;
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Figure 7.9: Children receiving Personal Social Services — a Summary

1994-95 1995-96 1996-57

Mumbser of children looked after by local authorities

at any time during the year 79100 79200 TE200 79000 BO000 2,500  B2,000 82,300
forerage number of care days provided per child 226 230 237 240 248 252 260 263
Children looked after by local authorities at 31 March 49500 BOG0O0 51,200 53300 55500 58,100 58,900 59,700
% aged urder 10 37% 3B% 405 42% 43% 43% 42% 42%
% in foster care 65% 65% 655 665 65% &5 % 65% 66%
% In children’s homes 1d% 13% 13% 13% 12% 12% 1% 1%
% with 3 or more placements during year 20% % 20% 19% 19% 18% 17% 15%
Registrations to child protection register dunng year 30400 28,300 29200 30,000 30,100 28300 27000 27.BOO
% whose reason was seoual buse 2a% 2% 1% 0% 19% 17% 16% 10%
% that were re-régistrabions 16% 18% 19% 19% 15% 14% 14% 4%
All adoplions during year 5,500 5,400 4,600 4,000 4,400 4,800 4,900 5.100
adopted from care 2,000 1,900 1,900 2,100 2,200 2,700 3,100 3,400

1 Frovisiomal,

Figure 7.10: Adults receiving Personal Social Services — a Summary

Mumbers, percentages and rates
1993-94 1934-95 1995-36 1996-97 1997-98 1998-39 19959-2000 2000-01=2001-02*

All adults aged 18 or over
Households receiving fairly intensive home care home care®! 61,800 86,800 107,900 107,100 117,600 133,800 143500 151,700 156,800
Households receiving intensive home cane™ 60,700 88700 72,300 77400
Peogle supported in residential care 119,200 137,500 153200 170,200 176,500 181200 185800° 184.400° 186,800
Peaple supported in nursing cane 25200 43,300 57200 66100 T2900 73500 73000 71800 72700
People aged 18-64
with physical/sensory disabilities
helped to bve at home per 1000 pop™! 22 23 20
helped to live at home per 1000 pop™ 35 a3 38
supported in residential care 6300 F100 6700 F200 5900 5900 300" 5100 6,000
supported In nursing care 1500 2300 2700 3200 2 2B00 3200 3,400 3,400 3,700
with mental health: problems
helped to live at hame per 1000 pop 12 1.2 12
helped to live at hame per 1000 popt™ 1.7 2.2 2.7 32
supparted in residential care 4,200 5200 6500 638300 7000  B.700 8,500 83000 9500
supgported in nursing care 270 500 850 1130 1370 1500 1,620 1,720 1,800
with leaming disabilities
helped to live at home per 1000 pop® 23 22 22
helged to live at home per 1000 pop™ 2.3 2.3 2.5 2.6
supported in ressdential care 17,500 20300 22200 24,800 25100 26900 28,5000 287000 29300
supported in nursing care 150 300 640 G000 Q30 e 1,010 =] 1,050
in other groups
supportad in residential care 1400 1800 1700 200 2300 2,000 1,300 1,700 1,500
supported in nursing care 140 190 230 280 340 300 260 270 200
People aged 65 or over
helped to live at home per 1000 pop™ #3 a1 il
helped to live at home per 1000 pop™ 82 85" 84" B4
number helped to live at home™ 729,600 637,600 662000 649700 660,200
supported in residential care £9.800 103,100 115,100 129,400 135300 137,800 140400° 138,600° 140,500
supported in nursing cane 23900 39900 52800 60800 67500 67500 67.600° 65500 65900

Care in own homes comes from a sunvey week, care in residential/mrsing homes is at 21 March,

1 Intengive is defined here a5 recenving more than 5 howrs of home care and 6 or more wisifs during a survey week in September/October.

1a Intensive is defined here as receiving more than 10 howrs of home care and 6 or more visits during & survey week in September/Qctober.

2 Helped to live &t home by means of home care, day care and meals senvices. This is an Audit Commission indicator. For 1997-98 and earlier years
England figures are hased on an urweighted average of authority figures.

3 Helped to live af home by means of any service recorded on Referrals, Assessments and Packages of Care (RAP) refurn P2s. This includes planned short

term breaws, direct payments, professional support, transport and equipment and adaptations as well as home care, day care and meals services. Data

for 1998-55 on this basis are estimaled as are data for 195992000 for arownd & guarter of the 150 local authorities.

The todal number of househalds is calculated differently for 2000-07 and omwards than in previous years.

Data as af March each year.

Figire has been revised.
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® around 76,400 households (20 per cent of households)
received intensive home help/home care in 2001 defined as
more than 10 contact hours and & or more visits during the
week. This represents a 6 per cent increase of the 2000 figure
of 72,100; and,

® except for a slight fall in 2000 the number of people
supported by councils in residential or nursing care has
continued to increase following the implementation of
Community Care in 1993, when councils took over
responsibility which had previously been shared with the
Department for Social Security. In particular, councils had not
previously been able to support people in nursing care. The
number of residents supported in local authority homes
continues to fall whilst those supported in independent
hemes has risen.

® progress on the PSA target, to increase by March 2006 the
number of those supported intensively to live at home to 30
per cent of all those being supported by social services at home
or in residential care, is encouraging. The PSA has risen just over
1 per cent from 26.1 per cent to 27.2 per cent in 2001-02.

PSS Performance and Performance Assessment

7.110  Performance assessment is designed to bring together all

the informaticn about the performance of each council with social

services responsibilities. The system improves the services people

receive by

® helping councils to develop their own performance
management arrangements, compare their performance with
others and make a contribution to the Government’s objectives
and priorities by improving their own performance;

® ensuring that councils work effectively with the NHS to address
joint health and social care policy and service delivery issues,

® ensuring that councils work effectively with other local
government departments and external agencies;

® assessing councils’ progress in implementing the Government’s
policies for social care, in meeting national targets and in
achieving Best Value;

® identifying and promoting good practice;

® identifying councils that are performing poorly and ensuring
that they take action to improve; and,

® providing service users and the general public with readily
understandable information about the performance of their
coundil.

7111  Performance assessment pulls together evidence from
several sources which together are intended to provide a
comprehensive overview of the performance of each coundil: the
evidence is used by the Social Services Inspectorate (551) to form
judgements about performance, which are reflected in the
performance “star ratings”. Social services star ratings, introduced
in 2002, are similar to those introduced in the NH5 the previous
year, in that councils are rated on a scale of zero to three stars so
that people can see how well their local organisations are
performing, and high performing councils can receive a package
of “freedoms” giving them an incentive to improve.

7.112  These evidence sources may be categorised as:

® Performance Data - the 50 indicators associated with the P55
Performance Assessment Framework (PAF) provide a statistical
overview of performance at the year-end. Performance
indicators permit direct comparisons between councils and over
time and allow targets to be set and monitored. A subset of
indicators are also Best Value performance indicators, Howewer,
these are only indicators and for a complete representation of
performance further information is required. This is abtained
from the following sources,

® Evaluation - 551 inspections and 551/Audit Commission Joint
Reviews of Social Services provide in-depth evaluation of all the
council’s social senvices responsibilities. For mast councils S5
will carry out at least three inspections of every councl in each
five-year period (one on child care, one on services for older
people or on mental health services, and another on a
priority policy area). The Joint Review Team will visit each
council once every five years. However, high performing
councils receive less inspection as a freedom related to their
performance.

® Monitoring - 551 regions are in frequent contact with councils
and monitor progress in achieving national objectives and
targets twice a year. They also follow up concerns arising from
performance indicators, inspections and joint reviews.

7.113  The five P55 PAF performance domains (which are also
the Best Value domains) are used as an organising framewaork for
all this information (see diagram). 551 regions wse this evidence o
carry out annual review meetings with councils where priorities for
improvement are discussed and actions agreed, and to advise
external auditors on the signing off of Best Value Performance
Plans. S51's assessment process culminates in the annual publication
of the social services star ratings.

7.114  Every autumn each council with social services
responsibilities receives a performance star rating, ranging from
zero stars for the worst performance to three stars for the best.
Supporting this, separate judgements for services for children and
services for adults are published. This presentation is easy to
understand for service users and the general public, with the
additional supporting evidence available for anyone wanting to
find out more detail about their councils performance.

7.115 In addition, to provide an incentive for councils to
improve a set of freedoms have been introduced, which are related
directly to a council's star rating. The best performing authorities
will have an increased level of freedom in the way they use
centrally provided grant funds. They will also have a proportionate
programme of inspection and monitoring, and reduced
requirements for planning information. For further information see
www.doh.gov.uk/scg/pssperform/index.htm

7.116 Those councils identified as having poor performance and
without the capacity to improve by themselves will receive support
and assistance. This approach has already been introduced in 2002,
with a number of councils receiving Performance Action Teams.
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7.117 A new Comprehensive Performance Assessment (CPA) for
all local government services was also introduced in 2002. This
fulfils the same function as the social services stars, but for all kecal
government services. The social services star rating feeds directly
into the local government CPA. The social services star rating also
appears in the CPA report card, alongside assessments of other
council services. A council must receive a good star rating for their
social services in order to receive the highest comprehensive
perfarmance assessment rating. The CPA is also linked to a series
of ‘freedoms’ which work in parallel with the socdial services
freedoms. Further information can be found at
www.local-regions.odpm.gov.uk/cpa/index.htm

Recent Performance

7.118 The first set of star ratings were published in May 2002. In
November 2002 a second refreshed version of the social services
performance star ratings were published. The Sodial Service's
Inspectorate came to a judgement for each council as to current
performance on children's services and adult services, and also on
their prospects for improvement for each of these. The ratings
were updated so that they could contribute the most recent social
care evidence available to the CPA,

7.119  In the refreshed star ratings eleven councils received
three stars, the best rating. and a further 52 received two stars also
showing good performance. These councils were spread across the
country, showing that councils of all types are able to achieve good
performance. Some 75 councils received one star, and twelve
received zero stars. These twelve are therefore on ‘special
measures’, meaning that the Social Services Inspectorate monitors
their performance intensively and agree with the coundl a
performance improvement plan.

7.120  The refreshed star ratings show an overall improvement
in performance and out of the 18 councils to receive a changed
rating 12 have gone up and & have gone down (see box). Among
the changes are the awarding of three stars to Kent, Kingston upon
Thames and Morth Lincolnshire and two stars to Bath and North
East Somerset, Camden, Herefordshire, Leeds, Medway Towns,
Rochdale, Stockton-on-Tees and Tower Hamlets. The London
Borough of Merton has also been removed from special measures

and awarded one star as a result of sustained improvements over
the past 18 months,

How the Star Ratings Changed
from May to November 2002

MAY NOV

8 E * %k %k 11
50 E ok a 52
82 ﬁ * a 75

7.121  The ratings show that performance is likely to improve
further. Mare than seven in ten (76 per cent) were judged to have
good or excellent prospects for improvement. Even at one star level
mare than half of councils had good or excellent prospects.

7.122  The performance star ratings are consistent with various
sources of performance evidence, because all that evidence is used
to inform the stars. The evidence comes from:

® various inspections, for the most part summarised (alongside
other performance information) in the Chief Inspector’s
annual report Modern Social Services — a commitment to
reform (August 2002)"%;

® the performance indicators published to November 2002 in
Social Services Performance Assessment Framework Indicators
2007-2002°7; and,

® monitoring information from Autumn 2001

7.123  The Chief Inspector's annual report noted the following
key messages on performance:

® recruitment and retention of staff is a continuing problem
across all sectors of social care;

® budget pressures, particularly in children's services are evident
in most councils. Councils need to reconsider how they
commission children’s services to get best value from the
resources available;

® councils are developing new services both for children and older
people = these services need to move to the mainstream of
activity if reform is to make a difference to all service user
groups; and,

® relationships across health and social care, which have been
disrupted by recent structural changes, are now being
re-established locally.

7.124  The performance indicators, published since the Chief
Inspector's report, paint a picture of progress, however, it is not
consistent across the country:

® for England as a whole there has been an improvement in
performance for the third year running (of the indicators that
can be compared, 25 showed an improvement between
2000-01 and 2001-02 and 11 remained at a similar level or
woarsened slightly);

® performance still varies between councils for many of the
indicators but the variation reduced for the third successive
year; and,

® data quality improved over the last year but there is still room
for further improvement.

7125 The messages from the Autumn 2002 monitoring

round are consistent with the above, in that improvements are

happening but often slowly:

7126  In more detail, the following messages are drawn from
monitonng and indicator information,
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Childrensservices - det

® Steady progress has been made tmvards a numl;m of
objectives including the stability of placements for children
leoked after, and child protection indicators.

® The educational attainment of children leaving care increased
to 41 per cent in 2001-02 from 37 per cent in 200007 but
this is still well below the target of 50 per cent. Significant
improvements are required if the 2002-03 target of 75 per
cent is to be achieved. Moreover, one in eight were absent
from school for at least 25 days during the year. Looked after
children are still three times more likely to receive a final
warning, reprimand, caution or conviction.

@ The timeliness of reviews of child protection cases improved
significantly for the second year running but further
improvement is required, as only 37 per cent of councils
reviewed all their cases and seven per cent of reviews did not
take place when they should have done. Nine per cent of
councils reviewed less than 85 per cent of cases, but this
figure is a significant improvement on 2000-01 (26 per cent).

® Duration on the child protection register reduced, signifying
a continuing improvement in performance. However, 21 per
cent of councils had more than 15 per cent of
de-registrations relating to children who had been on the
register continuously for two years or more.

® There was an increase in the percentage of looked after
children adopted for the fourth successive year (from 5.2 per
cent in 2000-01 to 5.7 per cent in 2001-02, representing an
increase of some 350 children). In 2001-02, 6.8 per cent of
children looked after for six months or more were adopted.

7.127 Further information can be found  at
www.doh.gov.uk/pssratings/index.htm
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Adult services - detailed performance messages

® Progress appears to have continued in delivering services to
promate the independence of adults and older people, with
an increase in the number of households receiving intensive
home care. Admissions of supported residents to residential
nursing care fell for those aged 18 to 64 and remained the
same for those aged 65 or over.

® The percentage of users who received a statement of their
needs and how they will be met increased to 84 per cent.

® As in 2000-01, more than four out of five users (83 per cent)
said they got help quickly, with the figure reaching aver 90
per cent in one in eight councils.

® Performance at the interface, for which health and social care
are jointly accountable, is mixed; the target for emergency
admissions was met but the 12 per cent target for
emergency psychiatric re-admissions was missed by 0.4
percentage points. However, the percentage of discharges
of older people that were delayed recorded the third
successive fall.

@ One in ten single adults and older people are not allocated
single reoms when they go into permanent residential and
nursing care; seven councils reported less than 80 per cent
of such people were allocated a single room but this was an
improvement on 2000-01.,

Efficiency in Social Services

7.12B  The targets for social services efficiency for the years
1999-2000 to 2002-03 were 2 per cent, 2 per cent, 3 per cent and
2.5 per cent. The available evidence shows that the national
efficiency target was missed but only by a very small margin. The
estimated efficiency gains for each of these four years was 2.1 per
cent, 2.3 per cent, 2.5 per cent and 2.1 per cent. The cumulative
efficiency gain for these four years was therefore 2.3 per cent
against a cumulative target of 9.8 per cent.

7.129 Efficiency gains are achieved where:

® The same services are provided and the same outcomes
achieved for less cost;

® Better services are provided and better outcomes are achieved
for the same cost; and,

® Better services are provided and better outcomes are achieved
for more cost, where the improved outcomes more than
justified the additional eost.

7130  For the next three years (2003-04 to 2005-06) the
efficiency target is in two parts, reflecting the above sources of
efficiency gain. There is a target of 1 per cent per annum cost
efficiency improvement, which will be measured by changes in unit
costs, and a target of 1 per cent per annum cost effectiveness
improvement, which will be measured by changes in quality
indicators, These targets are the same as those for the MHS.
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8. Managing the
Department of Health

THIS CHAFTER COVERS:
B.1  RUNNING COSTS AMD STAFFING TABLES
B5 DEPARTMENT OF HEALTH CHANGE PROGRAMME

B NON-DEPARTMEMNTAL PUBLIC BODIES (MDPEBs),
MNHS BODIES AND AGENCIES

PUBLIC APPOINTMENTS
RECRUITMENT

SENIOR CIVIL SERVICE 5ALARIES
A HEALTHIER WORKPLACE
ACCOMMODATION

THE ENVIROMMENT

B3
B8
8.20
8.21
826
8.27

Running Costs and Staffing Tables

|81 The Department comprises 14 directorates dealing with
| varipus aspects of the organisation's work (e.g. NHS Human

Resources, Public Health & Clinical Cuality. and Communications)
| and includes four regionally based Directorates of Health and Social
I'l‘ Care. Directors report to the Chief Executive/Permanent Secretary.
There are also four Executive Agencies.

8.2 The provisions for the administration of the
I Department appear, for past years, in Annex A of the 2002-03
Departmental Report ™" and, for 2003-04, they form part of
the Request for Resources 2 in the 2003-04 Main Estimates.™"
Detailed information on Departmental administration costs is
given in Figure 8.1. Information on Staffing levels is provided
in Figure 8.2,

8.3 As part of the 2000 Spending Review, the
Department agreed with Treasury a profile of administration
costs over the period 2001-02 to 2003-04 which was level in
real terms compared to 2000-01. The profile of administration
costs agreed in the 2002 Spending Review reflects the
reduction in size of the Department as functions transfer to
strategic health authorities but also the one-off costs of
achieving that change. Since the 2002 Spending Review, the
Chief Executive has announced a major change programme for
the Department of Health. These changes will support the
ongoing transformation of the whole MHS and social care
system and the drive for decentralisation within a framework of
‘national standards. As a result, the Department (excluding its
agencies) will be significantly smaller with planned reductions

in staffing of at least a third by October 2004. The full
implications of the change programme are currently being
considered and are not reflected in the numbers provided in
Figure 8.1. However in Table 8.2 the planned outturn figure
for 2004-05 and 2005-06 show provisional reductions of one
third.

B4 No maladministration payments were made in 2002,

Department of Health Change Programme -
The New Vision for Health and Social Care

8.5 The health and social care system is being reformed to
deliver a faster, more modern responsive service. The Department
mist do the same. Over the next 18 months the Department will
become a smaller, more strategic organisation. It will work
through the 28 Strategic Health Authorities as the local
Headquarters of the NHS and devolve responsibility through the
system. Ministers and the Department are leading a radical
transformation of the whole of the MHS and social care system.
This means that we need to rethink the core purpose of the
Department of Health and we need to work differently to
support this transformation.

8.6 The new system will place patients and users at the
forefront offering them choice, information and control. There will
be a clear framework of values and national standards combined
with independent inspection and regulation. Clinical teams and
front-line staff are increasingly being involved in decision making
and planning. The Department of Health will set the direction,
provide resources, lead the transformation and oversee the
whole system, but it will not attempt to manage service delivery.
This is a radical change: far greater devolution than we have at
present, taking functions away from the centre, tuming around the
way we develop and implement policy. The acid test will be
whether patients and users experience of getting the services and
support they need improves. This is a radical change programme
for the Department. It includes work over an 18-month period on
changes in the way the Department delivers its core business
working in partnership with external stakeholders. It will result in
new internal structures, new relationships with external
stakeholders, a clear definition of the role of the Department and
significant reduction in the size of the Department.
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Figure 8.1: Department of Health Administration Costs

£ million j
-1 1955-2000 2000-2001 2007 -02 2002-03 2003-04 2004-05 2005-06
1mmﬁ outtum outturn  estimated  estimated Plans Plans Plans
outturn outturn |
Gross Administration costs
Payhill 130 134 144 151 144
Crther 137 143 123 128 161
Total gross administration costs 267 277 267 279 305 225 292 259
Related administration costs receipts -7 -5 -d -5 =21 =12 =12 =12
Total net administration costs 260 272 263 270 285 313 2B0 287
Total Het Administration Costs by activity
Central Department 256 268 258 270 285 313 280 287
Youth Treatment Service 4 4 5 ] 1] L] 1] 0
Total Met Administration Costs 260 272 263 70 2B5 313 280 287
Caontrols and Limits
Central Department 256 268 258 270 285 313 280 287
Youth Treatment Service 4 4 L] 1] 0 (1] 0 1]
Total administration Costs limits for gross
controlled areas 260 272 263 270 285 3 280 287
Mote: changes in definitions of adménistration oost limits, on net basis, since last year's Departmental Report
Total net adminestration costs kmits on Stage 1 * 278 280 53 305 325 338
resource accounting and Budgeting (RAB)
plus additional non cash items from move to 13 18 14 1 16 19
full RAB, as part of 2002 Spending review
bess removal of some administration costs ** =23 -3 -1 =44 -d45 -43
associated with frontline service provisson
less additional allowable receipts -7 -4 -2 -2 =11 -1
Administration Costs 260 272 263 270 285 33

* The net administration costs limit excludes Medical Devices Agency which merged with the Medicines Control Agency from 1/4/03.
** |ncludes the NHS Pensions Agency, NHS Purchase and Supply Agency, and some central departmental services.

Non-Departmental Public Bodies (NDPBs), NHS
Bodies and Agencies

87 The Department’s arm’s length bodies (MDPBs, executive
agencies and special health authorities) operate under measures
introduced by the Government in 1998"" designed to increase
public accountability and confidence in them. The Department’s
executive NDPBs have members' codes, published registers of
members' interests and Internet sites. Where practicable and
appropriate they also hold open meetings and summary reports
of meelings are published on Internet sites, in annual reports or
press releases where possible.

8.8 The Cabinet Office's report, Better Government Services
- Executive Agencies in the 27st Century, ™ published in July
2002, made twelve recommendations designed to support the
development of the agency model in Government and improve
working between executive agencies and their parent departments,
whilst reinforcing the need for agency autonomy and
empowerment to deliver front-line services. Ministers have
accepted the report’s recommendations and the Department will
work with the Cabinet Office to put the recommendations into
effect in a way which reinforces the modernisation of the
Department as a whole. It is already clear that some of the
recommendations can also be used to improve the performance
management of the Department's larger executive NDPBs. For
example, the report will give the Department greater flexibility in
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when and how it conducts reviews not only of agencies but of
executive MDPBs too,

B9 The Department continues to develop its own guidance
on the performance management of its arm's length bodies, and
this guidance ks now being fully revised. The intention is that each
bady should have a comprehensive performance management
framework in place. The guidance also aims to promote sound
management techniques by requiring these bodies to consider
their work programme from the perspective of contributing to the
achievement of the NHS Plan and other major Departmental
initiatives. The Department’s own recent internal corporate
developments have further strengthened these moves.

810 A number of new arm's length bodies are now being set
up (further details are in Chapter 5). They include:

® Commission for Health Audit & Inspection (CHAI): will
encompass all of the current and proposed work of the
Commission for Health Improvement (CHI) and the Mental
Health Act Commission (MHAC) with the national NH5
value for money work of the Audit Commission and the
independent healthcare work of the National Care Standards
Commission (NC5C),

® Commission for Patient and Public Involvement in Health
(CPPIHY: set up from 1 January 2003, CPPIH will champion and
promote the involvement of the public in decisions that affect
their health, putting them at the heart of decision making in

d




Figure B.2: Staff Numbers

Staff-years
1998-83  1999-00 2000-01  2001-02 2002-03 2003-04 2004-05 2005-06
actual actual actual actual actual plans plans plans
Department of Health (Gross Control Area) =&
CORE DH (Full Time Equivalents) 3,611 3,753 3,632 380941 3300 3390 P IFICM 3973
MHS Pensions Agency (Full Time Equivalents) 4654 da4 452 466 268 268 268 268
Medical Devices Agency (Full Time Equivalents) ™ 144 143 141 149 156 156 156 156
MHS5 Purchasing and ies Agency
(Full Time: Equw 285 291 309 309 09 309
Subtotal : 4,219 4,341 4,511 4715 4123 4123 3,008 3,005
MHS ESTATES (Full Time Equivalents) = 242 270 376 435 350 167 167 167
Medicines Conlrol Agency
(Full Time Equivalents)*! 497 420 436 574 519 519 519 519
Subtotal 734 760 762 1.009 509 6BE 686 GG
TOTAL DEPARTMENT OF HEALTH 4,953 5101 5273 5,724 5032 4,809 3,691 3,691

*{1) Includes 35 FTE Departmental staff in the Modernisation Agency which will become a Next Steps Agency in 2003/4,

*{2) The Chief Execitive has recently iitiated & major change programme with an expectation that the number of posis in the Department — excluding its
Agencies = will reduce by at least a third by October 2004, The impact on the out-turn figures for the Departrment for 2003-04 will Becorme clearer as
the programme develops, The plinned out-turn figuves for 0405 and 05/06 show provisional reductions of one third on the 02/03 out-turm,

excluding posts now in the Modermisalion Agency.

*{3) The Medicines Control Ageicy became a trading fund on 7 April 7983 The MCA and MDA merged with effect from 7 Apeil 2003 fo become the
Medicines & Healthcare Products Regulatory Agancy (MHRA). Plan Staffing figures are therefore provisional and ilflusirative only

*{4) NHS Estates Agency became a trading fund on T April 1999,

local MHS services. It is responsible for overseeing the new
system of patient and public involvement in health;

# Council for Regulation of HealthCare Professionals (CRHCP):
will come into being on 1 April 2003. Under powers given to
it by the NHS Reform and Health Care Professionals Act 2002,
CRHCP will co-ordinate the work of the regulators of all
doctors, nurses and other health care professionals. It will be
a guardian of the public interest, totally independent from
Covernment and directly answerable to Parliament.

® Commission for Social Care Inspections (CSCI: will encompass
all of the work of the Department’s Sodal Senvices Inspectorate
{551) and the Joint Review team of the S51/Audit Commission
and the functions of the NCSC in relation to social care;

® Health Protection Agency (HPA): the aim is to establish the
HPA in two stages: (i) first as a special health authority which
from 1 April 2003 will take on functions under the NHS Act
(including functions currently performed by the Public Health
Laboratory Service, the Centre for Applied Microbiology as well
as by other key health protection professionals); (ii)
subsequently as an executive non-Departmental public body
which will be able to perform a wider range of functions,
including functions currently held by the National Radiclogical
Protection Board. HPA's establishment will provide for an
integrated approach to protecting the public against infectious
diseases and chemical and radiological hazards; and

® National Health Service University (NHSU): will contribute to
the transformation of the NHS and help secure radical and
tangible improvements in healthcare by providing personal
leaming and development for everyone working in Health and
Social Care as it develops the MHS University concept.

8.11 The Department has five executive agencies: the

Medical Devices Agency (MDA); the Medicines Contral Agency
(MCA); NHS Pensions Agency (MHSPA); NHS Purchasing and
Supply Agency (MHSP&SA) and NHS Estates (NHSE). NHSE
continues its strategic focus on delivering its part in the NHS Plan,
The Agency will shortly be completing a PPP to dispose of surplus
estate and its trading arm, Inventures. The Department has
announced the merger of the MCA and the MDA from 1 April
2003 to form the Medicines and Healthcare products Regulatory
Agency (IMHRA). This decision reflects the increasing convergence,
as technology develops, of pharmaceuticals and medical devices;
and potential synergies between organisations with a similar role
and purpose in protecting public health. The USA and nearly all
of Europe have already gone this way.

812 The relationship between the Department and its
Agencies is set out in published framework documents which are
available from the Agencies direct. Further details about the
management of the Agencies can be found in Annex B.

Public Appointments

B.13 The Department is responsible for public appointments
to a wide range of bodies, as detailed below.

Figure 8.3: Public Appointments Sponsored by the
Department (members in post) at 1 January 2003

Type of Body Chairs  Members  Total
Health Authorities 28 196 124
NHS Trusts 275 1425 1,000
Primary Care Trusts 303 1823 2126
Special Health Authorities 18 39 337
Advisory Non-Departmental Public Bodies 6 431 457
Executive Non:Departmental Public Bodies [ 98 104
Other Bodies 2 15 17
Total 658 4,307 4,965
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814  More comprehensive information on appeintments
made to individual bodies is included in the Department’s Public
Appointments Annual Report, a copy of which can be obtained
from:

Department of Health
Fublic Appointments Linit
HRD-HRE 2N35A
Quarry House

Quarry Hill

Leeds

LS2 7UE

Tel: 0113 254 5613
Email: jerry.bird@doh. gsi.gov.uk

8.15 All appointments to MHS bodies, Executive MDPBs
and Advisory NDPBs which are sponsored by the Department are
made according to a Code of Practice laid down by the
Commissioner for Public Appaintments. The Code requires that all
appointments are made on merit, after an open and transparent
recruitment and selection process involving independent assessors.

B.16  Appointments to the boards of NHS Trusts, Health
Authorities and Primary Care Trusts are now all undertaken by the
NHS Appointments Commission, as are an increasing number of
national appointments to Special Health Authorities and NDPBs.
The Commission was established as a Special Health Authority on
1 April 2001_ It is chaired by Sir William Wells, whao is supported
by eight Regional Commissioners. The Secretary of State
determines the criteria against which all candidates are judged by
the Commission, as well as setting equal opportunities goals and
objectives to ensure that NHS boards are representative of the

communities they serve. This apart, the Secretary of State no
longer has any direct role in the appointments process to local NHS
boards.

8.17  Asat1 January 2003 the gender and ethnic balance and
proportion of non-executive board members who were disabled
on the boards of public bodies for which the Department is
responsible was as follows:

Figure 8.4: Public Appointments - Progress by Gender
and Ethnic Balance

NHS Trusts,  Special Health
1 Authortie: auth ||II ":: a
and Primary Care Non-Departmental
Trusts
% board members who are women 47 .8 40,7
% chairs who are women 40.6 31.4°
% board members from ethnkc minorities 0.4 215
% board members who are disabled 34 23

* Also includes vice chairs.

Recruitment

8.18
jobs outside the Senior Civil Service to be devolved to Directorates.
The well-established systems continued to be applied to the
devolved structure to ensure that all external recruitment is carried
out on the basis of fair and open competition and i in accordance
with the provisions of the Civil Service Commissioners’
Recruitment Code. ** The recruitment controls introduced in
December 2001 remained in place for the whole of 2002. This

Figure 8.5: Recruitment into the Department of Health, 2002

Total
Permanent Staff joining during 2002 whao are still
employed by the Department of Health
Senior Civil Senvice 27
Fast Stream 20
Posts at former LGS and below 359
Total 406
Permanent Staff joining during 2002 wha are no lenger
employed by the Department of Health
Sendor Civil Service 1
Fast Stream o
Posts at former UGE and below 7
Total £l
All Permanent Staff joining during 2002
Sendor Ciall Sefvice 28
Fast Stream 20
Posts at former UGE and below 356
Total 444

Male Female Ethnic  Disabled
Minorities®
15 12 0 0
8 12 0 0
13% 227 5 [i]
155 251 5 o
0 1 (1] (1]
0 S0 (1} (1]
11 26 (1} 1]
11 7 ] o
15 13 1] a
B 12 (1} o
143 253 5 o
166 78 g i}

* The information on ethnicity and disability is incomplede and a data cleansing exercise will be undertaken in spring 2003,

This was the first full year for external recruitment for




involved the introduction of a revised procedure for filling posts
and was designed to support financial control of administrative
expenditure, and critically to support colleagues whose posts may
be displaced by organisational change. Further organisational
change means that controls which were due to remain in place
until 31 March 2003 will now extend beyond that date.

819  The number of successful candidates in external
competitions is shown in Figure 8.5 and, as required by the Code,
gives the number of women, ethnic minorities and disabled people
successful at each level. The figures include the following
permitted exceptions:

® 17 secondments;

® & short term senior appointments where highly specialised skills
required; and,

® 6 conversions of Fixed Term and Casual appointments to
permanency;
Senior Civil Service Salaries

820  Details of Senior Civil Service salaries in the Department
of Health are given in Figure 8.6.

Figure B.6: Salaries in the Department of Health for
Senior Civil Service staff in post as at 1 April 2002

Fiwtpumm: Number of Statf
E50000 = £54599 25
£55000 - £59999 47
£60000 - £64999 66
£65000 - £69595 5%
£70000 - £74999 55
E75000 - £79999 22
£80000 - £84999 18
£85000 - £89999 24
£90000 - £94999 17
£95000 - £99999 T
Ovwer £100,000 39
Total 363

A Healthier Workplace

8.21 The Department remains committed to achieving its

targets agreed with Cabinet Office and the Treasury for reducing
its levels of sickness absence as part of a Civil Service-wide
initiative.

822  The Department is about to introduce comprehensive
guidance for managers on staff on how to manage both
lintermittent and long-term sickness absence including support for
disabled staff who are sick and advice on rehabilitation.

823  The Department continues to meet its legal obligations
ito safeguard the health and safety of its staff and, in response to
the 'Revitalising Health and Safety’ initiative, will be introducing

revised policy guidance setting out the roles of managers and staff,
In addition the Department is about to introduce an electronic
system for reporting sickness absence, followed by a similar system
for reporting accidents and other health and safety incidents. This
will improve the quality of the data available for monitoring and
planning.

8.24 Future initiatives include the development of a protocol
for Directorate responsibilities for health and safety, to be
integrated into new corporate governance arrangements, and the
development of a proforma for annual health and safety reporting
and related information gathering arrangements.

8.25  The Department has also provided a healthier workplace
by closing all the smoking rooms in its own buildings.

Statistics for 2002

Reported accidents

Mot resulting in absence 78

Resulting in absence 21

Resulting in absence and

requinng a RIDDOR report 2

Total 101

Reported near misses 4

Accommodation

B26  There has been no significant change to the

Department’s HO buildings in London and Leeds during the year,
which continue to operate at or near capacity. The Department will
progressively take over space coming available in another
government building in London over the next 2-3 years allowing
the release of three of our existing older buildings at lease end. This
will complete the Department’s long term strategy to concentrate
its London base into a small number of buildings giving good
quality long term accommedation, mainly south of the river where
rent and rates are lower. The closure of the Department's
Regional Office structure under the Shifting fhe Balance of
Power™ initiative has significantly reduced the requirement for
accommodation outside London and Leeds with nearly all the
surphus property reused elsewhere within government or the NHS,

The Environment

8.27 The Department continues to develop its sustainable
development strategy in line with Government policy [see
Chapter 2, paragraph 2.22). This strategy is wide-ranging,
encompassing sustainable development, environmental appraisal
and operational environmental management, building on work
undertaken to identify significant environmental impacts and the
development of strategies to improve the Department's
environmental performance.

B8.28  The Government's new Framework for Suslainable
Development an the Gevernment Estate™ " was launched in July

2002 and will eventually cover all key environmental and social
impacts of the running of departments. The Framework provides
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a structured approach to identifying and reporting the key
sustainable development impacts of Departments through the
management of their estates, employment of staff and external
relations with communities in which they operate. It identifies a
common agenda and shared priorities for Departments in
contributing to sustainable development. Information on the
Department’s sustainable development impacts is contained on the
Department's new sustainable development web page at
http:/fwww.doh.gov.uk/sustainabledevelopment.

8.29  The Department has completed a comprehensive review
of its existing Environmental Management System (EMS) under
the auspices of its Facilities Management supplier. The EMS has
been adopted and refined and data collection processes are in
place. The Department is actively considering the BT envoy
electronic system to record and monitor the achievements of the
EMS. A rollout programme to introduce the EMS to the other
buildings on the estate will be completed by April 2004,

830 The Department is purchasing renewable energy for its
London administrative buildings. This effectively reduces the release
of carbon emissions to the air by 39 per cent.

831 The Department’s official environmental contacts are
Martin Chaplin, Head of Contract Management (operational),
0207972 5749, and Marjorie Thorburn, Sustainable Development
Team (policy), 020 7972 5158
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ANNEX A2

Department of Health — Resource Budget

1998-99'" 1599-2000

i
i outturm
Consumption of Resources by activity
Hational Health Service (NHS) 39,233
of which
Hospital and Community Health Services™ 34,328
af which
Health Authorities unified budget and central allocations
and grants to local autharities 34,326
Family Health Senvices™ 4,223
af which:
General dental sendices 1,004
General medical senvices™ 2212
Ceneral ophthalmic services 236
Pharmaceutical semvices 1113
Prescription charges incoms =343
Central Health and Miscellanesus Services 396
of which
Welfare Foods DEL 205
EEA Medical Costs =62
Other Central Health and Miscellaneous Sendices 163
Departmental Administration Including agencies™ 289
Personal Social Services (P55)™ 711
of wihich
Personal Social Services 32
Local Authority personal social services grants 679
of which
Training Support programme for social senvices staff 35
Grants for adults G118
Grants for children 26
Grants funded from the invest to save fund
Performance fund
Pensions
of which
NHS = Superannuations — England and Wales 5,403
Total Department of Health Resource Budget 45,347

gutturn

40,763

35,703

15703
4.269

1,071
2473
288

=371

101
141
258
2597
631

34

39
438
122

7170

48,570

2000-01 2001-02 2002.03
outturn estimated

outtum

44,109

18,797
4,382

1.109
2,507
2490
BED
=393
511

102
187
233
19

10

43
445
121

4,803
49,472

50,906

45,732

45,732
4,215

1,185
2,276
302

=412
626

105
202
320
313
1,049

57
o9

a7
556
386

13,769

65723

outturn

55,007

20,066
3,955

1.213
1.946
310
916
=430
T2

103
268
3N
365
2,137

204
1,922

1,170

7,502

64,727

2003-04
plan

60,787

56,212

26,212
3,297

1,042
1441
329
a3
—446
890

120
244
527
387
2,102

125
1,977

a7
1,155
LLE]

100

65,188

69,007

£ million
200405 2005-06
plan plan
66,536 72,673
55191 64,605
59191 64,605
6070 6738
1183 1,183
4108 47m
307 any
911 911
434  -434
921 969
120 120
244 244
557 605
3583 362
1,994 2,046
199 126
1,754 1,820
53
1589 1,564
129 194
6558 6,952
75088 B1,672

Figures for 1998-99 are taken from the Department’s 1998-99 Resource Account which did not record information on resource comsumplion for all

bodies within the Resource Budgeting boundary. Figures for 1998-99 should therefore not be compared with those for later years as data may be

incomplate or not available.

4 Figures may not sum due to rounding,

Figures for FHS non-discretionary expenditure between 1999-00 and 2005-06 are not comparable because of transfer fo FHS Discrebionary principally fo
fund successive waves of Personal Medical and Dental services. For a consistent run of FHS figures, please see Figure 3.3 and 3.3b.

Figures for 2004-05 and 2005-06 Include funding for Personal Medical Services pilots which will be transferred to FHS Discredionany.
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ANNEX A3

Department of Health Capital Budget

1998-99'" 1995-2000
outturn  outturn

Mational Health Service (NHS) 700 BEQ
af which
Hospital and Community Health Sendces 700 815
af which
Health Authorities unified budget and central
tllocations and grants to bocal authorities 700 219
Central Health and Miscellaneous Services ] 15
Departmental Administration including agencies =0 16
Personal Social Services (P55) (1] &1
of which
Perscnal Social Services 55 57
Local Authority Personal Sodial Services Grants 5 4
af which
Grants for Children 5 4
Grants funded from the [nvest to Save Fund 4] (]
Total Department of Health Capital Budpget 760 911
of which
Departmental Expendifure Limit (DEL) 760 o911

-

imconmplete ar not available.

ot

1,173

1,154

1,154

1,231

1231

1,676

1,650

1,650
13
13

"

]
Q

1.768

1,768

1,953

1,929

1,929
13
]

a4

B1
13

12
1

2,047

2,047

2,892

2,856

2,856
1
25

107

91
16

16
0

25993

2,999

£ million

2000-01 2001-02 2002-03 2003-04 2004-05 2005-06
outturn estimated plan plan plan
outturn

3383

3,35

3,351
11
20

107

91
16

16
i)

3490

3,490

4,363

4,332

4,332

11
20

3 o BE 3

4479

Figures for 1998-39 are Laken from the Depariment’s 1998-99 Resource Account which did not record information on resource consumption for all
bodies within the Ressurce Budgeting boundary: Figures for 1998-99 should therefore ot be compared with those for later years as data may be

2 From 2003-04 budgets are 56l on 4 stage 2 resource budgeting basis. These slage 1 resource budgeting figures are therefore indicative for that year and

include Budget 2002 additions on a stage 7 resoprce budgeting basis.
2 Figures may not sum due to rounding,
4 Amounts below £0.5 million are not shown but indicated by a .
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ANNEX B

Executive Agencies of the Department of
Health

NHS Estates Agency

NHS Estates was established as an Executive Agency in April 1999,
The Agency's task is to support Ministers, the Department of
Health and the NHS in the management of the estate and patient
environment. It employs approximately 150 staff and its turnowver
is in excess of £20 million. The main objective of the Agency is to
help the NHS to improve patient care through better use of NH5
estates and enhancing the patient environment by taking a
responsive approach to providing healthcare services. NHS
Estates is supporting Ministers and the NHS through policy
development and implementation on estates, fadlities and capital
management issues including:

creating a better patient environment;
the more efficient use of assets;
improving capital procurement;

delivering asset solutions in acute and primary care;

property policy, planning and management;

design excellence;
® Lkey guidance and standards; and,
® delivering better hospital food.

The Agency is currently putting full efforts into the implementation
and delivery of Chapter 4 of the NHS Plan. It offers expert advice
and guidance to the service, and encourages the development of
estates and facilities management personnel to equip them for the
future. In particular, the Agency is developing benchmarks,
tools, analysis and professional support for performance
management together with estate and facilities management
leadership in the NHS. Expertise and advice is offered for
different NHS needs including: support for the development of
primary, secondary and tertiary care services; Strategic Health
Authorities aims for the estate in Health Improvement Programmes
and Health Action Zones; and for property and facilities
management in primary care groups and trusts.

Details of the Agency’s key tasks and targets and more information
about the Agency’s activities can be found on the website at
www.nhsestates.gov.uk or by calling 0113 254 7000.

Medicines Control Agency (*)

The Medicines Control Agency (MCA) was launched as an
Executive Agency in July 1991 and became a trading fund in 1993.
It safeguards public health by ensuring that all medicines on the
UK market meet appropriate standards of safety, quality and
efficacy. This is achieved through a system of licensing, inspection,

enforcement, post-marketing surveillance and information
provision, The Agency employs over 500 staff and has gross
running costs of £37 million derived from fees charged to the
pharmaceutical industry and other users of its services. These fees
whaolly cover the Agency’s costs.

An independent review conducted in 1999 found that the MCA
is performing very effectively and efficiently and is regarded as a
waorld leader in its field. A recent report from the National Audit
Office concluded that the MCA ensures a high standard of
medicines safety and quality in the UK, and is a source of good
practice for many nations in medicines regulation, The MCA
continues to contribute to the NHS Plan and to building a safer
NHS for patients. The Agency's forward plans and targets are set
out in the Annual Report which can be purchased from the
Stationery Office, price £16.60 and the Business Flan, which can
be obtained by writing to the office of the Chief Executive, Room
16-208, Market Towers, 1 Nine Elms Lane, London SWE S5MQ, or
from the MCA website at www.mca.gov.uk.

Medical Devices Agency (*)

The Medical Devices Agency (MDA) was launched in September

1994 to safeguard public health by ensuring that medical devices

and equipment for sale or use in the UK meet appropriate

standards of safety, quality and performance. With some 150 staff

and net expenditure of around £7 million, it has fulfilled its aim

principally by:

® investigating reports about adverse incidents involving medical
devices, issuing safety warnings to the NHS and other
healthcare providers, and offering them advice,

® negotiating and implementing a series of European Directives
and enforcing the UK Regulations which support the Directives;
and

® publishing evaluations of new medical devices to provide
independent findings on their comparative performance and
ease of use.

The achievements and work of the Agency in 2002-03 induded:

® dealing with ever-more reports of adverse incidents; there has
been a sustained increase of around 10% a year;

® planning joint approaches with the Mational Patient Safety
Agency to have common focal points in the NHS for reporting
adverse events, and shared feedback on the impact of safety
Warmings;

® initiatives to enhance the safe and effective use of medical
devices throughout the health service;

® a significant contribution to two new Directives, one to
reclassify breast implants to afford them the highest degree of
regulatory control, the other to impose additional controls on
devices incorporating animal material to minimise any risks
associated with T5E;

® the consolidation of existing legislation into the Medical Devices
Regulation 2002;
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® the European Commission’s report following the UK-inspired
review of the operation of the Medical Devices Directive, which
supported wirtually all the UK's concerns, and proposed
remedies;

® an active and influential rale in working groups set up by the
Eurcpean Commission following the review - to improve the
performance of Notified Bodies and co-operation amongst
Member States in enforcement activities, and to increase public
transparency in the way the Directives operate; and

® a major international role in the Global Harmonisation Task
Force and close collaboration with the US FDA,

The Committee on the Safety of Devices has continued to meet and
has addressed a number of important issues such as the safety of
high strength MRI and the development of guidelines for patients.

Further details can be found in the Agencys Annual Report,
available by phoning 020 7972 2000.

* Merger of the MCA and the MDA

The Department has announced the merger of the MCA and the
MDA from 1 April 2003 to form the Medicines and Healthcare
preducts Regulatory Agency (MHRA).

NHS Pensions Agency

The NHS Pensions Agency is responsible for the administration of
the NHS Pension Scheme and the MHS Injury Benefit Scheme for
England and Wales. The Pension Scheme has 1.9 million members
and pensioners and receives pension contributions totalling £3.0
billion per annum and pays benefits of £2.96 billion per annum.

During 2001-02, the Agency undertook procurement and
subsequent partial contractorisation of support and ancillary
services to an on-site partner, Envision.

The Agency had an average number of employees across the year
of 444, though this is weighted by the TUPE transfer of 107 staff
te the partner on 1 January 2002. In administering the Scheme,
the Agency incurred net expenditure of £18.85 million for
2001-2002.

The Agency is tasked to ensure that:

® The NHS Scheme and its delivery contribute actively to the
wider modernisation of the NHS;

® MNHS Staff receive a pension service that is comparable with the
very best industry standards and conforms with the
e-government strategic framework; and

® The administration costs for the scheme are commercially
competitive,

More information about the Agency’s activities, progress towards
its objectives and associated key targets, can be found in its Annual
Report and Accounts for 2001-02, which is available from the NHS
Pensions Agency, Hesketh House, 200-220 Broadway, Fleetwood
FY7 8LG; 01253 774774 and at the Agency's website at
www.nhspa.gov.uk.
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NHS Purchasing and Supply Agency

The MHS Purchasing and Supply Agency was launched as an
executive agency on 1 April 2000. It acts as the centre of advice
and expertise on matters of purchasing and supply for the NHS for
the benefit of patients and the public. The Agency is an advisory
and co-ordinating body and also an active participant in the
ongoing modernisation of purchasing and supply in the health
service. The Agency ensures that purchasing and supply issues are
taken into account when determining national healthcare policies.

The Agency also provides advice to individual NHS bodies and
negotiates contracts for goods and services on behalf of the MHS.
The Agency employs over 300 people and its gross running costs
from 1 April 2001 to 31 March 2002 were £19.5 million.

Key achievements for 2002 include:
® achieved purchasing savings of £150 million for the NHS;

® leading a fundamental re-organisation of purchasing and
supply throughout the NHS. This centres on the creation of a
‘middle tier' of purchasing to bridge the gap between national
(MH5 PASA) and local (individual trust) level purchasing. The
Agency is piloting six inter-trust collaborative groups known as
Supply Management Confederations.

® developing a national framework of standards for best
practice procurement in the NHS.

In 2003 the Agency aims to;

#® introduce a new national NHS Supplier Information Database
to rationalise the management of pre-qualification data
during the procurement process, reducing the administrative
burden on potential suppliers to the NHS;

® continue to develop and monitor supply management
confederations;

® contribute to the delivery of fast, responsive care built around
the needs of patients;

® achieve purchasing savings of at least 5 per cent of contract
value; and,

® continue to play a leading role in the purchasing and supply
implications of more than 40 projects in the NHS Plan,

Medicines and Healthcare Products Regulatory Agency

The Medicines and Healthcare products Regulatory Agency
(MHRA) will be created on 1 April 2003 as an executive agency
of the Department of Health. It will be created from a merger of
the existing Medicines Control Agency and the Medical Devices
Agency.

The aim of the Medicines and Healthcare products Registry Agency
will be to protect and promote public health and well-being by
ensuring that medicines, healthcare preducts and medical
equipment meet set standards of safety, quality, performance and
effectiveness, and are used safely.

The MHRA will have some 700 staff and a total budget of around




£50 million. It will operate as a trading fund. The Agency's main
sources of funding will be fees and charges from the
pharmaceutical industry, and funding from the Department of
Health for its operations on regulating medical devices.

The main tasks carried out by the MHRA will be licensing
manufacturers of pharmaceuticals, ensuring compliance in the UK
with statutory obligations relating to the manufacture, distribution,
sale, labelling, advertising and promotion of medicines and
medical devices, operating systems for recording, monitoring and
investigating adwverse reports and incidents, and taking
enforcement action to safeguard public health. The Agency will
also provide advice and support to Department of Health
Ministers on policy issues and will represent the UK in European
and other international discussions concerning the regulation of
medicines and medical equipment.
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Annex C

ANNEX C

Other Bodies (including Executive Non-
Departmental Public Bodies and Special
Health Authorities)

Human Fertilisation and Embryology Authority

The Authority was established by the Human Fertilisation and
Embryology Act 1990 and began its work in August 1991 Its main
responsibilities are to license and monitor those clinics which carry
out IVF and donor insemination, and to license research projects
involving the creation of embryos in vitro, or the keeping or use
of embryos. It also regulates the storage of gametes and
embryos. It has 17 members (including the Chairman and
Deputy Chairman) and has 69 staff.

The Authority's total expenditure in 2001-02 was £2 743 558,
Approximately 53 per cent of the Authority’s income was raised
from licensing income, with the remaining 47 per cent from the
Department of Health. Particular issues considered by the
Authority were the use of pre-implantation genetic diagnosis,
donor information, aneuploidy screening and intracytoplasmic
sperm injection (1C51). Further information about the work of the
Authority and its accounts can be found in its Annual Report and
Accounts, which is available on the HFEA's website
http:/fwww.hfea.gov.uk. Otherwise, information can be obtained
from Mr Ted Webb at the Department of Health, Room 654C,
Skipton House, 80 London Road, London SE1 6LH;
(020 7972 5863).

The Commission for Health Improvement (CHI) -
(See also CHAI)

The Commission for Health Improvement was set up under the
Health Act 1999 with the aim of raising the quality of NHS care.
CHI's main role is to camry out a programme of reviews of all NHS
bodies in England and Wales (known as clinical governance
reviews) in order to assess the standard of care being provided to
patients. It also has the power to investigate local service
problems and review the implementation of national standards set
for specific clinical services or care groups. To date, CHI has
published over 220 reviews of local NHS services, B investigation
reports and, jointly with the Audit Commission, a report on NHS
cancer care in England and Wales.

In the coming year, CHI will publish over 100 clinical governance
review reports and begin a national study into the implementation
of the National Service Framework for Caronary Heart Disease.
CHI will also begin to use new powers under the NHS Health
Reform and Health Care Professions Act 2002. This will enable CHI
to carry out inspections of MHS services against published
standards and recommend special measures where it identifies
unacceptably poor services. CHI will also publish an independent
annual report on the quality of services to NHS patients and
establish an Office for Information on Health Care Performance.
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CHl is currently funded by a grant from the Department and the
Mational Assembly for Wales and its gross expenditure in
2001-02 was £27.72 million.

The Chief Executive, Dr Peter Homa, may be contacted at 1st
Floor, Finsbury Tower, 103-105 Bunhill Row, London EC1Y 8TG,
tel 020 7448 9200. Further information can be obtained
from CHI's website at www.chi.nhs.uk or by e-mailing
information@chi.nhs.uk.

National Biological Standards Board (NB5B)

The NBSB, set up in 1976, functions through its executive arm, the
Mational Institute for Biological Standards and Control (NIESC).
MIBSC creates standards for, and tests, the purity and potency of
biological substances (e.g. vaccines, hormones, blood products)
and is important to the Government’s public health programme
and to the pharmaceutical industry in assisting with licensing and
with on-going batch testing and quality assurance of biological
preparations. It has a significant research element. The Board's
gross expenditure in 2001-02 was £17.1 million of which £13.9
million was funded by the Government. It employs 279 staff.
MBSE's corporate aims and strategy together and its performance
against key targets can be found in the Annual Report and
Accounts, For more information about the NBSB contact Ed Davis,
Department of Health, Skipton House, 80 Lendon Road, London
SE1 6LH; 020 7972 1644 or see the MIBSC's website at
http://www.nibsc.ac.uk.

Mational Radiclogical Protection Board (NRPE)

The MRPB was set up in 1970, It conducts research into, and
provides advice on the effects and risks of radiation (including non-
ionising radiation such as wltra-violet, mobile phones and
powerlines, etc.), radiation measurement and dose assessment,
maonitoring radon in homes, the environmental impact of nuclear
discharges and waste disposal, emergency planning and the
consequences of nuclear accidents, The Board also provides advice
to international organisations and provides services to industrial and
other radiation users. Gross expenditure in 2000-2001 was
£14.6 million of which £6.65 million is provided by the
Covernment (£6.34 million by DH and £0.31 million by The
Scottish Executive). NRPE employs 311 staff.

NRPBE's corporate aims and strategy together with performance
against key targets can be found in their Annual Report and
Accounts.

Subject to legislation, it is intended that the functions of the
National Radiclogical Protection Board, other than those it
carries out on the direction of the Scottish Executive, should
transfer to the Health Protection Agency when that agency is
established as a non-departmental public body. It is envisaged that
this will take place on 1st April 2004,

For more information about the MRFB, contact Yemi Fagun,
Department of Health, Skipton House, 80 London Road,
London SE1 6LH; 020 7972 5027, or NRPB's website at
http:/ www.nrpb.org,



Public Health Laboratory Service (PHLS)

The PHLS was set up in 1946, Its primary function is to protect the
health of the population through diagnosis, surveillance, prevention
and control of infections and communicable diseases in England
and Wales. It carries this out through a network of eight regional
groups of laboratories (46 laboratories in total) co-ordinated
through its headquarters at Colindale, London which also
comprises the Central Public Health Laboratory (CPHL) and the
Communicable Disease Surveillance Centre (CDSC). Gross
expenditure in 2001-02 was £146.2 million of which £58.2 million
was directly funded by Government. PHLS employs 3,057 staff.

PHLS's corporate aims and strategy with performance against key
targets can be found in their Annual Report and Accounts. For
more information about the PHLS, see their website at
http://www.phls.co.uk or contact Brian Eradley Department of
Health, Skipton House, 80 London Road, London SE1 6LH;
020 7972 5304,

General Social Care Council

The Care Standards Act 2000 brought into being, among other
regulatory bodies, the General Social Care Council. In line with its
sister councils in Scotland, Wales and Worthern Ireland the
GSCC has the remit to:

® establish a comprehensive and up-to-date register of qualifying
social care workers:

® establish transparent and fair rules for achieving and retaining
registration;

® develop and enforce professional standards of conduct and
practice;

® ensure high levels of training for social workers;

® a: a consequence of these actions, promote the status of social
care workers,

® be a forward looking and pro-active public sector body with
committed staff, responsive management, sound corporate
governance and effective delivery of its remit.

The GSCC will have a registration function based on the
completion of approved training. Before a person may be
registered with the GSCC he/she will need to show that they are:

® of good character,
® physically and mentally fit to undertake the work;
® properly qualified and trained;

® satisfies any requirements of practice, conduct and competence
the Council imposes.

The Care Standards Act makes very clear the Government's
intention to see all social workers and social care workers
registered with the appropriate Council. A social care worker is
defined in the Act as a person who:

a) engages in relevant social work;

b) is employed at a children’s home, care home or residential
family centre or for the purposes of a domiciliary care AZENLY,
a fostering agency or a voluntary agency or a voluntary
adoption agency;

©) manages an establishment, or an agency, of a description
mentioned above,;

d) is supplied by a domiciliary care agency to provide personal care
in their own homes for persons who by reason of illness,
infirmity or disability are unable to provide it for themselhves
without assistance;

e} a person employed in a day centre;

f) a person participating in a course approved by a Council under
section 63 for persons wishing to become social workers.

The registration of social care workers of any other description
specified by the appropriate Minister can also be ardered. A
register for professionally qualified social workers will be opened
in 2003. Heads of homes are a pricrity group after sodial workers.

The GSCC published Codes of Practice for social care workers and
employers on 23 September 2002. These are the first codes of
practice governing social care and are UK wide. They were
developed in consultation with a wide range of stakeholders,
including service users. They are a critical part of regulating the
profession and helping to improve standards and public protection.

All staff and employers will be required to adopt these. The Code for
employers includes the need to have rigorous and thorough
recruitment and selection processes making sure that only people who
have the appropriate knowledge and skills to enter the workforce.
It is also necessary to undertake checks on relevant registers and
indexes and assess whether people are capable of carrying out the
job they have been selected for pror to appointment. The NCSC and
551 will take the Code of Practice for Social Care Employers into
account in their enforcement of care standards.

The C5A gave each Council the right to set a fee for registration.
The GSCC announced in the Autumn of 2002 a registration fee
of £30 per annum for qualified social workers. This is a delegated
power and not one on which the Department is consulted or
required to agree. This income is taken into account when
predicting future budgets,

Mational Care Standards Commission

The Mational Care Standards Commission was established under
the Care Standards Act 2000 as part of the Government's
reforms to modernise the regulatory system for care services and
independent healthcare. The Commission became fully operational
on1 April 2002.

The Commission is an independent body, regulating statutory and
independent sector care services in accordance with statutory
regulations and national minimum standards to ensure consistency
and improve the quality of life and level of protection of some of
the most vulnerable people in society.
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In addition to fulfilling its regulatory functions, the Commission is
charged with other responsibilities, reflecting its position as a
national body well-placed to monitor changes in the provisson and
quality of registered services across the country. It will provide
information about registered services available to both the
Government and the public. The Commission also has discretionary
powers to investigate complaints which will inform its role as
regulator, and it has a general duty to encourage improvements
in the quality of registered services and it will be able to suggest
ways in which services can be improved.

The Commission employs around 1400 staff and is funded via
grant in aid from the Department of Health. The cost of setting
up the NCSC was approximately £60 million. The NCSC's
budget for 2002-032 is £132.5 million, which includes an indicative
planning assumption of £32 million of fee income.

Special Health Authorities

Dental Vocational Training Authority

The DVTA exercises the functions of Health Authorities by
allocating vocational training numbers to dentists who wish to
practise unsupervised in the NHS General Dental Services to
demonstrate that they satisfy the vocational training requirements.
The Authority's gross expenditure in 2000-01 was £125 800, The
Authority is entirely funded by Government. From October 2001
to September 2002 the DVTA issued 1,200 vocational training
numbers. 68 applications for a vocational number were rejected
in the same period. The Autharity has two staff. For further
information, contact Andrea Goring, Dental Vocational Training
Authority, Master's House, Temple Grove, Compton Place,
Eastbourne, East Sussex BN20 8AD; 01323 431189,

NHS Appointments Commission

The NHS Appointments Commission was established in April 2001
following the announcement in the NHS Plan and charged with
ensuring that health authorities, MHS trusts and primary care trusts
have the highest quality non-executive leadership. It achieves this
by appointing the chairs and non-executive directors of these
bodies, ensuring that annual appraisals are carried out in line with
national procedures and that they are supported with appropriate
training and development opportunities. In its first year of
operation the Commission made over 1700 appointments,
Details of the appointment process to local NHS boards adopted
by the Commission were published in October 2001. A range of
training initiatives was launched in January 2001, and a national
appraisal process was established in March 2002. More recently,
the Commission has also begun to make appointments to
Department of Health national bodies on behalf of the Secretary
of State. The Commission comprises the Chair, eight Regional
Commissioners and the Chief Executive.
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For further information, contact:

NHS Appointments Commission

Cheapside House

138 Cheapside

London

EC2V GEB

Tel: 0207 615 9300

{for appaintments to bodies in the former London, South, South
West and Eastern Regions)

MHS Appointments Commission

Blenhiern House

Duncombe Street

Wiest One

Leeds

L52 7UE:

Tel: 0113 254 5611,

{for appointments to bodies in the former Northerm and Yorkshine,
North \West, Trent and West Midlands Regions)

National Clinical Assessment Authority (NCAA)

The MCAA is a SHA which provides a support service to NHS
Trusts, the Prison Health and Defence Medical Services when faced
with concerns over the performance of an individual doctor or
dentist. The NCAA's rale is to support employers and dinicians and
to boost patient confidence in the MHS.

In order to help doctors and dentists in difficulty, the MCAA will
provide advice, take referrals and carry out targeted assessments
where it is deemed necessary. Many cases are resolved locally
following MCAA advice, however a small proportion of referrals
progress to the assessment stage. Once an objective assessment
has been carried out, the NCAA will advise on the appropriate
course of action. The Authority was established as an advisory
body and the employer organisations remain responsible for
resolving the problem once the NMCAA has produced its
assessment,

The NCAA has doubled in workforce over the year and now

employs around 50 people. In 2002-03 the NCAA has made

progress by:

® Proving a full advice service which managed around 400
referrals.

® Undertaking a targeted number of prototype assessments to
ensure that the Authority's process and procedures are fair,
robust, transparent and effective,

® Further strengthening relations with stakeholders including the
medical profession, NHS managers, patients’ groups and other
bodies leading the health service quality agenda.

® ‘Widening its service coverage to include the NHS in Wales and
the Prison Health and Defence Medical Services.

® Supporting the Chief Medical Officer in tackling the problem
of unnecessary long term medical suspensions.

The NCAA's work programme for 2003 includes providing a full



assessment service to doctors and hospital dentists and taking
forward its education and research and development strategies.

The NCAA' revenue expenditure was £4.3 million in the year to
31 March 2003.

For further information on the NCAA contact Simon Gregor at
sgregor@ncaa.nhs.uk. Useful information on the role of the NCAA
can also be found on the NCAA web at www.ncaa.nhs.uk. You
can also write to the NCAA at its office which are located on the
Sth Floor Market Towers, 1 Nine Elms Lane, London SWE 5NQ or
phone 0207 2730850.

National Blood Authority (NBA)

The National Blood Authority is responsible for the management
of the National Blood Service in England including:

® the collection of blood from voluntary donors, its processing,
testing and supply to hospitals through its network of bload
centres; and,

® the International Blood Group Reference Laboratory (IBGRL),
which provides a reference service and issues diagnostic
materials, and the Bio Products Laboratory (BPL), which makes
therapeutic products from blood plasma and makes and issues
diagnostic materials.

The Authority's gross expenditure in 2001-02 was £337 million
which was largely recouped through blood handling charges to
hospitals and through sales of BPL products. It employs around
5,560 staff. The Authority collected over 2.9 million units of blood
in 2001-02 and supplied over 300 hospitals.

Further information, incleding summary financial statements, are
included in the NBA's 2002 Annual Report which is available from
the Mational Blood Authority, Oak House, Reeds Crescent,
Watford WD1 1QA; 01923 486800. Website

hittp:/ /www.blood.co.uk.

National Treatment Agency (NTA)

The Mational Treatment Agency for Substance Misuse was
established on 1 April 2001 as a Special Health Authority and is
the result of joint working between the Department of Health and
the Home Office. The NTA's main role is to increase the capacity,
and improve the quality and effectiveness, of drug treatment in
England. In carrying out this role the NTA will consult and
collaborate with parties that have an interest in substance
misuse treatment.

The MTA is overseeing a pooled national treatment budget of
£195.7 million (for 2002) which will bring together money
currently being spent on drug misuse treatment by the Departrment
of Health and the Home Office. This pooled budget comprises the
more readily identifiable mainstream expenditure on drug
treatment services, along with the significant additions from the
Spending Review 2000.

There are several key themes to the NTA's work: performance
management and development; development of a knowledge
base; and policy management and development. Each will

contribute to the Government’s drug strategy and its treatment
and crime reduction targets by increasing the numbers of clients’
treated and improving the effectiveness of their treatment.

Prescription Pricing Authority (PPA)

The PPA was established under the Mational Health Service Act
1977, Its purpose is to manage a range of services on behalf of the
NHS that cannot be effectively undertaken by other types of health
bodies. The Authority's main functions are to:

® calculate and make payments for amounts due to pharmacies
and appliance contractors, and calculate amounts due to
general practitioners, for supplying drugs and appliances
prescribed under the NHS (over 600 million prescription items
were processed in 2001-02);

® produce information for General Practitioners (GPs), Primary
Care Groups/Trusts (PCGs/PCTs), Health Autharities (HAs), the
Department of Health (DoH) and other NHS stakeholders
about prescribing volumes, trends and costs:

® administer the NHS Low Income Seheme (LIS):

® issue Prescription Pre-payment Certificates (PPCs), and
medical and matemity exemption certificates (PPA assumed
responsibility for this from 1 October 2002):

® produce the Drug Tariff containing the reimbursement prices
of a range of prescribable items and other remuneration rules:

® deter prescription charge evasion, recovering unpaid charges
and penalty charge payments from those who have incorrectly
claimed exemption {responsibility for this was transferred to
the NHS Counter Fraud and Securily Management Service
from 13 January 2003);

® provide enquiry and analytical services to Health Authorities
and others to inform and facilitate their monitoring role;

® administer the Pharmacy Reward Scheme (responsibility for
this was transferred to the NHS Counter Fraud and Security
Management Service from 13 January 2003).

The Authority’s gross expenditure in 2001-02 was £85.933 million
of which the Department funded £62.125 million. As at 31 March
2002 the Authority employed approximately 2,300 staff (WTE) in
nine kocations in the Morth of England and the West Midlands. The
Authority’s corporate aims and strategy together with performance
against key targets can be found in their Annual Report. For further
information on the Authority contact Mr John Roberts, PPA
Business Manager, Room 147, Richmond House, 79 Whitehall,
London SW1A 2MS; john.roberts@doh.gsi.gov.uk 020 7210
5312 or visit the PPA website www.ppa.org.uk.

The Mental Health Act Commission (MHAC)

The Commission was set up in 1983 as an SHA with responsibility
under the Mental Health Act 1983 for keeping under review the
exercise of powers and discharge of duties conferred or imposed
by the Act in respect of detained patients. It therefore seeks to
safeguard the interests of all people detained under the Mental
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Health Act 1983. Commissioners wisit all hospital and mental
nursing homes where patients are detained to make sure that the
powers of the Act are being used properly, and to meet with
detained patients to discuss their concerns. The Commission
reports on its visits to hospital managers and requires follow-up
action on issues of concern.

The Commission’s complaints remit allows it to investigate
complaints made by or about detained patients where it feels this
is appropriate. In general, the Commission helps patients and
athers to make their complaints through the MHS complaints
procedure, and monitors the progress of such complaints,

The Commission is notified of the deaths of all detained patients
and will often attend inquests as an interested party. The
Commission has collated its finding in relation so such deaths over
recent years and published a report Deaths of Detained Patients
in England and Wales™ in February 2001.

On behalf of the Secretary of State, the Commission administers
the provision of Second Opinion Appointed Doctors (SOADs),
whose authorisation is required for the administration of certain
treatments without consent. It also receives and monitors reports
on SOADs work, The Commission arranges over 8,500 SOAD
wisits each year,

The Commission advises the Secretary of State on changes to be
made in the Mental Health Act Code of Practice and is an
important source of general and specific guidance on the
operation of the powers of the 1983 Act. It publishes Practice and
Guidance Notes on specific issues and answers many queries from
patients and practitioners. The Commission has provided training
to mental health practitioners on the revised Code of Practice and
on Good Practice and the Mental Health Act.

The Commission is required to publish an Annual Report
(September 2002) summarising the Commissions activities and
expenditure, and has a statutory duty under the 1983 Act to
publish and lay before Parliament a Biennial Report. The Ninth
Biennial Report, covered the period 1999-2001 and was published
in December 2001 detailing the Commissions functions, the
discharge of that function and its findings on general issues in
relation to detained patients.

The Department of Health directly funds the Commission. Its
budget in 2002-03 was £3.72 million. The Commission employs
35 staff. For further information, comtact Mat Kinton
(Communications Manager), Mental Health Act Commission, Maid
Marion House, 56 Hounds Gate, Nottingham NG1 6BG;
0115 8437106, The Commissions e-mail address is
chief.executive@mhac.trent.nhs.uk and its website address s
http://www.mhac.trent.nhs.uk.

Family Health Services Appeal Authority
(Special Health Authority) (FHSAA(SHA))

The Family Health Services Appeal Authority (Special Health
Authority) was established on 1 April 1995, In 2001-02, the
Authority received £774,000 Government funding, and gross
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expenditure was £783,000. The Authority employs 14 staff (11
whole time equivalents). Its role is to perform quasi-judical
appellate and other functions, devolved to it by the Secretary of
State, in connection with primary care trust decisions on family
health services issues arising under the General Medical Services
Regulations, General Dental Services Regulations, General
Ophthalmic Services Regulations, the Pharmaceutical Regulations,
family health services practitioners’ terms of service with the NHS,
and the NHS (Service Committee and Tribunal) Regulations. The
Special Health Authority also provides support to the Family Health
Services Appeal Authority which was introduced by the Health and
Social Care Act 2001,

For further information contact lenny Smith, Department of
Health, Room 2M35A, Quarry House, Leeds L2 7UE;
0113 254 5825, or from the website at http://fwww.fhsaa.nhs.uk.

Health Development Agency (HDA)

The Health Development Agency was established as an SHA in
January 2000 and became fully operational from 1 April 2000. The
HDA's remit is to establish and maintain an evidence base of what
works in public health practice; provide advice on developing and
setting standards; and develop the capacity and capability of the
public health workforce.

The Agency’s gross expenditure in 2001-02 was £12.091 million
of which £11.7 million was from the Department of Health. The
Agency employed 123 staff in 2001-02. More information
about the HDA can be obtained from Holborn Gate, 330 High
Halborn, London WC1V 7BA; telephone: 020 7430 0850.

NHS Information Authority (NHSIA)

The MHS Information Authority was established as a 5HA on
1 April 1999, The Authority, working in partnership with NHS
professionals, suppliers, academics and others, is responsible for
the provision of national products, standards and services to
support the sharing and best possible use of information
throughout the health service.

The Board of the NHSIA consists of a Chair, Chief Executive, three
executive officers and four non-executive members. The Authority
had 960 WTE staff as at 31 December 2002, Its gross operating
cost in 2001-02 was £108 million of which the Department of
Health funded £106 million.

Details of the Autharity's key achievements are contained in its
2001-02 Annual Report. This report, together with more
information about the Authority’s activities, is available from the
Authority’s website at http://www.nhsia.nhs.uk or by contacting
Steven Harrison, Head of Corporate Affairs, NHS Information
Authority. Aqueows Il, Waterlinks, Aston Cross, Rocky Lane,
Birmingham B6 5RQ. Telephone 0121 333 0120, fax 0121 333
0150 or e-mail: steven, harrison@nhsia.nhs.uk.

The Retained Organs Commission

The Retained Organs Commission was established formally by the
Secretary of State on 1 April 2001 as part of the progressive



implementation of 17 recommendations made by the Chief
Medical Officer (CMO}) in his report, The Removal, Retention and
Use of Human Organs and Tissue from Post-mortem Examination;
Advice from the Chief Medical Officer™ This followed the organ
retention findings from the inquiries at the Royal Liverpool
Children's Hospital (Alder Hey) and at the Bristol Royal Infirmary.

As recommended by the CMO, the Commission oversees the
proper return of retained organs and tissue to families who request
it and to address the question of historical and archived collections
obtained from post-mortem collections. The Commission:

® ensures that there are accurate records and catalogues before
any returns to families are made (to avoid multiple funerals);

® egnsures that MHS trusts and Universities work together to
provide a complete record of retentions identifiable to a
particular family;

® ensures that families are involved in agreeing with NHS Trusts
pracedures for dignified return or disposal;

® provides an advocacy service for families experiencing
difficulties obtaining information from their local MHS trust; and

® provides advice (after consultation) to the Government and to
MHS Trusts and Universities on the return, retention, further use
or disposal of archive and museum collections, some of which
are of international medical importance.

The Commission provides a dedicated help-line which has
handled more than 4,000 calls since April 2001. The Commission
has issued comprehensive guidance to NHS Trusts on a wide range
of issues relating to organ retention and has taken up over 500
cases on behalf of families where there were problems with the
return of organs and tissue. It has also held 14 meetings in public
in venues around the country {up to the end of January 2003). It
has overseen investigations in Manchester and Birmingham and
held four other public meetings in connection with these. It has
prepared, or is preparing, leaflets on several areas of public interest
involving argan retention. It published its first annual report in
September 2002, The Commission's core budget for 2002-03 was
£1 million.

Further information can be obtained from the Commissions’
website at www.nhs.uk/retainedorgans/ or contact the
Communications and Media Manager, Janet
Lewis@doh.gsi.gov.uk.

Microbiological Research Authority (MRA)

The MRA was established as a SHA in April 1994, The MRA
oversees the work of the Centre for Applied Microbiology and
Research (CAMR). CAMR is engaged in the investigation of highly
infectious bacteria and viruses, and the production of bio-
pharmaceutical products. Gross expenditure in 2001-02 was £34
million (£27 million revenue and £7 million capital) of which £11
million was funded by the Department of Health (£5 million
revenue and £6 million capital). CAMR employs 387 staff.
CAMR's corporate aims and strategy together with performance
against key targets can be found in their Annual Report and

Accounts, For more information about CAMR, contact Jan
Ebdon, Department of Health, Skipton House, 80 London Road,
London SE1 6LH; 020 7972 5570, or CAMR's website at
http://'www.camr.org.uk.

NHS Litigation Authority

The National Health Service Litigation Authority (“the Authority”)
is a Special Health Authority set up under Section 11 of the NHS
Act 1977, Its date of commencement was 21 Novemnber 1995,

The principal task of the Authority is to administer schemes set up
under Section 21 of the National Health Service and Community
Care Act 1990. This enables the Secretary of State to set up one
or more schemes to help NHS bodies pool the costs of any “loss
of or damage to property and liabilities to third parties for loss,
damage or injury arising out of the carrying out of [their]
functions”. There are currently five schemes:

® the Clinical Negligence Scheme for Trusts (CNST) covering
liabilities for alleged clinical negligence where the original
incident occurred on or after 1 April 1995,

® the Existing Liabilities Scheme (ELS) covering liabilities for dinical
negligence incidents which occurred before 1 April 1995;

® the Ex RHA Scheme where the NHSLA acts as defendant
covering the outstanding liabilities for clinical negligence in
respect of the former Regional Health Authorities when they
were abolished in April 1996;

® the Liability to Third Party Scheme (LTPS) relating to any liability
to any third party where the original incident occurred on or
after 1 April 1999; and

® the Property Expenses Scheme (PES) relating to any expenses
incurred from any loss or damage to property where the
original loss occurred on or after 1 April 1999,

As well as overseeing the schemes in such a way as to ensure that
public money is used appropriately, the Authority is expected to
promate the highest possible standards of patient care and to
minimise suffering resulting from those adverse incidents which do
nevertheless occur.

The Authority has taken firmer control of the litigation process by
establishing, by tender, a panel of legal advisers to be instructed
on all future CNST claims. From the 100 firms dealing with cases
in 1996, there are now only 15 highly specialist panel teams now
appointed to act for the Authority. In Aprl 2001 the Authority took
over the handling and financial management of all cases under the
ELS and from Apnl 2002 the CHST,

The Authority’s administration costs for 2001-02 amounted to £7.9
million. At 1 April 2002 it employed 145 staff. For further
information on the NHSLA contact Tom Fothergill, Director of
Finance, MHS Litigation Authority, Mapier House, 24 High
Holborn, London WV 6AZ; 0207 430 8705

NHS Logistics Authority
The NHS Logistics Authority was set up as a Special Health
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Authority on 1 April 2000. The Authority’s aim is to provide a
quality range of consumable healtheare products and supply chain
services for the benefit of the NH5. The Authority works in
partnership with NHS trusts to help them to develop efficient
supply channels; to maximise the use of MHS Logistics'
consolidated supply route; to realise efficiencies and to make cost
savings. The NHS Logistics Authority's gross expenditure in
2001-02 was £567 million. The Authority employs around 1,440
staff.

In 2001-02 The Authority:

® brought into operation a new distribution centre serving the
South and West of England, under a Public Private Partnership
arrangement with Excl Logistics;

® expanded the range of products stocked from 15,500 lines to
27000 lines;

® developed and rolled out to trusts a new co-ordering service,
Logistics OnLine;

#® launched an e-billing service to trusts.

Details of the MHS Logistics Authority’s other key achievements
can be found in its 2001-02 Annual Repart. Maore information
about the Authority's activities, is awvailable by visiting
http://www.logistics.nhs.uk.

Further information and copies of up-to-date corporate
information, can be obtained by writing to the Corporate
Communications Manager, NHS Logistics Authority, West Way,
Cotes Park Industrial Estate, Alfreton, DESS 4Q); telephone 01773
72472861, or by email to carole.appleby@logistics nhs. uk.

Dental Practice Board

The DPE is an independent statutory body supporting dentistry in
England and Wales. Its main tasks are to handle payment claims
and remunerate dentists providing General Dental Services and
Personal Dental Services under the NHS. It provides an important
check to detect and prevent potential fraud or abuse of the dental
payments system. It also manages the Dental Reference Service,
which provides independent professional dental patient
examinations. At the end of 2001-02 the DPB employed 390 staff,
and during the year approved fees amounting to almost £1.6
billion to an average 19,910 dentists, at a gross administration cost
of £24.7 million. For further information contact the Chief
Executive, Dental Practice Board, Compton Place Road, Eastbourme
BN20 BAD; 01323 417000 or http://www.dpb.nhs.uk.

The National Patient Safety Agency (NPSA)

The National Patient Safety Agency (NPSA) was established as a
special health authority on 2 July 2001. Its core function is to
improve the safety of NHS patient care by promoting a culture of
reporting and learning from adverse events, and to manage a
national reporting system to support this function. The issues raised
from the information received from the reporting system and from
other information sources such as litigation and research will inform
the choices and the development of safety solutions to reduce both
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the numbers of incidents that occur and the seriousness of the
outcomes for patients.

The reporting and learming system was piloted in 28 hospitals and
primary care units in 2001-02 and will undergo further testing and
development in early 2003 pricr to being implemented across the
NHS from summer 2003. The NPSA issued its first Patient
Safety Alert to the NHS on 23 July 2002, on preventing
accidental overdose of intravenous potassium in hospitals.

The NPSA is funded by a grant from the Department and its gross
expenditure dunng 2001-02 was £1.763 million. Sue Osbom and
Susan Williams are the Joint Chief Executives of the Agency and
may be contacted at 4-6 Maple Street, London WAT 5HD,
telephone 020 7927 9500, Further information about the work of
the MPSA is available in the Agency's annual report 2001-02,
which can be obtained from its website at www.npsa.nhs.uk.

United Kingdom Transplant (UKT)

UK Transplant was formed on 12 July 2000 as a result of the
Quinquennial Review of the former United Kingdom Transplant
Support Service Authority (UKTS5A) which was established in April
1991. The results of the Review were published in February 2000
and made a number of recommendations relating to the aperation
of the Authority and its role in the 21st century. UKT supports
argan transplantation throughout the UK and the Republic of
Ireland. Its main objective is to facilitate the effective and
equitable distribution of human organs for transplantation. The
Department of Health funds UKT through a centrally held
budget in Vote 1. Other UK countries contribute on the basis of
agreed proportions. In 2001-02, the Authority employed around
110 WTE staff and its gross expenditure was £7.112 million. The
Authority also operates and maintains the NHS Organ Donor
Register, which is a computerised record of people who have
registered their wish to be an organ donor. For further information
on the Authority contact nicole.suthedand@uktransplant.nhs.uk
or the Communications Directorate, UK Transplant. Fox Den Road,
Stoke Gifford, Bristol B534 BRR - Tel: 0117 975 7575.

Mational Institute for Clinical Excellence (NICE)

NICE is a SHA which was formally established in Febuary1999 to
provide guidance for the MHS, patients and their carers on
medicines, medical equipment and clinical procedures based on
evidence of both dlinical and cost effectiveness, NICE's initial work
programme was agreed with the Department of Health and the
Mational Assembly for Wales and was launched on 4 Novemnber
1998, This sets clear quality standards which the NHS will be
expected to meet. The work programme consists of two main
forms of guidance:

® guidance on the potential use of particular health interventions
including new treatments such as pharmaceuticals, diagnostic
procedures, health promotion activities, ete (appraisals); and

® guidance on best practice for treating particular clinical
conditions (clinical guidelines and referral protocals).

MNICE has an executive board consisting of four executive
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members (Chief Executive, Director of Resources and Planning,
Communications Director and Clinical Director) and seven non
executive members. A Partners’ Council of over 40 members
representing the health professions, patient and carer interests,
industry and academic bodies works with NICE to monitor
progress against its work programme. MICE has completed 52
technology appraisals and 11 Clinical Guidelines from its inception
to 31 December 2002,

NICE has two Appraisal Committees and during 2003-04 will be
establishing a further committee.

MICE has six collaborating centres in Acute Care, Chronic
Disease, Nursing and Supportive Care, Mental Health, Primary
Care and Women and Children. Work is in progress to establish
a seventh centre which will specialise in cancer. These centres
enable MICE to produce clinical guidelines,

For further information contact Catriona Gregory at the
Department of Health, Quarry House, Quarry Hill, Leeds L52 7UE;
0113 254 5636 or the NICE website at http://www.nice.org.uk.

OTHER NHS BODIES

Tribunal Non-Departmental Public Bodies

The National Health Service Medicines (Control of
Prices and Profits) Appeal Tribunal

The Tribunal is an independent body with judicial powers derived
from the Health Service Medicines (Price Control Appeals)
Regulations 2000 as amended. It is supervised by the Council an
Tribunals. Its purpose is to determine appeals from suppliers or
manufacturers of NH5 medicines against decisions made by the
Secretary of State pursuant to sections 33 to 37 of the Health Act
1999 which:

® require a specific manufacturer or supplier to provide
information to him;

® limit, in respect of any specific manufacturer or supplier, any
price or profit;

® refuse to give his approval to a price increase made by a specific
manufacturer or supplier; and

® require a specific manufacturer or supplier to pay any amount
(including an amount by way of penalty} to him.

The Tribunal has one permanent employee, the Clerk to the
Tribunal, who is paid an annual retainer of £3,000. There have
been no appeals to the Tribunal.

For further information contact Mat Otton-Coulder, Room 138,
Richmond House, 79 Whitehall, London SW1A 2MS.

Family Health Services Appeal Authority

The FHSAA is an independent tribunal established on 1 October
2001. The Lord Chancellor appoints its President and members and
makes the rules under which it operates.

The FH5AA deals with:

® appeals from practitioners against primary care trust
discretionary decisions to refuse to admit them to a list, to
remove them from a list, to set conditions on their admission
to a list, or to contingently remove them from a list;

® applications from primary care trusts that practitioners
removed from a list should be disqualified nationally from all
primary care trust lists. (When considering an appeal from a
practitioner the FHSAA can decide itself to disqualify
nationally.);

® representations that PMS doctors seeking to exercise their
preferential right of return to GMS should be prevented from
s0 doing;

® requests from primary care trusts to extend certain suspensions
beyond 6 months; and,

® requests to review its earlier decisions or earlier decisions of the
MHS Tribunal,

The FHSAM hears appeals and applications from practitioners and
primary care trusts in England and (from August 2002) Wales. A
practitioner may appeal on a point of law to the Court against a
FHSAA decision. For further information contact lenny Smith,
Department of Health, Room 2M35A, Quarry House, Leeds
L52 FUE; 0113 254 5825,

Mental Health Review Tribunals (MHRTs)

MHRTs are independent judicial bodies and their role is to
review the continued compulsory detention of patients under the
Mental Health Act 1983, Members of the Tribunal are appointed
by the Lord Chancellor. There is a legally qualified Tribunal
chairman for each of the four ‘Tnbunal Regions’ in England. They
are responsible for the members within their region. There is a
Tribunal office in each of the these regions. The office of the
national secretariat is in London. The MHRT employs a total of
73 Department of Health staff who arrange hearings in hospitals
and units throughout England. Staff at local and national level ako
provide administrative support to the regional chairmen. In
2001-02 there were 20,179 applications and 11,091 hearings.
Administrative running costs, including salaries were £1.84
million. The costs for the membership were £11.1 million. For more
information about MHRT contact Margaret Burn, Head of the
MHRT Secretariat, NHS Executive, Wellington House, 135-155
Waterloo Reoad, London S5E1 BUG; 020 7972 4577/4503

The Protection of Children Act Tribunal

The Tribunal was, from 1 April 2002, subsumed by new tribunal
arrangements as a result of the Care Standards Act 2000, The Care
Standards Act provides for a new systern of regulation of social
care services and pravides for the Protection of Children Act
Tribunal to assume additional functions in erder to hear appeals
from organisations and individuals falling within the new
regulatory regime, See below for further details of the Care
Standards Tribunal,
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Registered Homes Tribunal

This Tribunal was established under the Registered Homes Act
1984 but will cease to exist ence all appeals brought under that
Act have been determined. The functions of the Tribunal have now
transferred to the Care Standards Tribunal and since April costs and
provision of the Secretariat have been met under the CST
arrangements.

The Care Standards Tribunal

The Care Standards Tribunal is an independent judicial body that
became operational from 1 April 2002. Although legally it is the
Tribunal established under the Protection of Children Act 1999, the
functions of the tribunal provided under that Act were extended
by ather legislation. This includes the Care Standards Act 2000, the
Children Act 1989 (as amended by the Care Standards Act and the
Education Act 2002); the Criminal Justice and Court Services Act
2000 and; the Education Act 2002,

The Care Standards Tnbunal hears appeals in relation to; decisions
made by the Mational Care Standards Commission, and the
Mational Assembly for Wales in respect of the registration of
establishments and agencies and refusal to waive disqualification
from running or being involved in a children’s home; decisions of
the Chief Inspector of Schools in England and the National
Assembly for Wales in respect of the registration of child minders
and day care providers for children; decisions of the Secretary of
State for Health in respect of inclusion on the list of those
considered unsuitable to work with children; decisions of the
Secretary of State for Education and Skills in respect of prohibition
ar restriction of employment in Schools.

Once other underying regulatory schemes have been commenced
the Tribunal will also hear appeals against: decisions of the General
Social Care Council and the Care Council for Wales in respect of
the registration of social weorkers and social care workers;
decisions of the Chief Inspector of Schoals in England in relation
to the registration of Early vears Child Care Inspectors and Mursery
Education Inspectors; decisions of the Secretary of State for
Education and Skills in respect of the registration of independent
schools, decisions of the Secretary of State for Health in respect
of inclusion on the list of those considered unsuitable to work with
vulnerable adults and; applications for the removal from the PoCA
list and revocation of Court orders barring individuals from working
with children.

The Tribunal has a full time President appointed by the Lord
Chancellor. The legal and lay members of the Tribunal are also
appointed by the Lord Chancellor. The Department of Health
provides the Secretariat for the Tribunal which is located in central
Londan.

In the sis-month period 1 April to 31 October, the Tribunal
received 97 appeaks (including ongoing RHT appeals - see
below), 58 or which were withdrawn before the hearing. The
Tribunal heard 20 appeals in this period. The costs of the
Tribunal were £300k. This includes expenditure on setting up the
tribunal, accommodation expenditure, training costs for members
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and administration costs. For further information contact Barbara
Emne, Secretary to the Trbunal, Care Standards Tribunal, 18 Pocock
Street, London SE1 OBW. Tel: 0207 960 0664,

Mational Health Service Tribunal (NHST)
The NHS Tribunal has been abolished in England and Wales.

Commission for Health Audit and Inspection -

{(See also CHI)

CHI, in addition to the Audit Commission and the Mational Care
Standards Commisgsion, plays an important and effective role in
regulating and assessing healthcare performance. Whilst each has
made an important contribution to improving standards, the
current fragmentation in the structure of MHS inspection can lead
to unnecessary bureaucracy and confusion about how well the
NHS is performing.

The Government has therefore announced its intention to
establish a tough, new independent healthcare inspectorate: the
Commission for Healthcare Audit and Inspection (CHAI). The wark
of CHI will form as a strong foundation for the work of the new
inspectorate body which will be formed by bringing together
functions of CHI, the National Care Standards Commission and the
Audit Commission. Legislation to create the new body will be
introduced as soon as parliamentary time allows.

Commission for Patient and Public Invelvement in
Health (CPPIH)

CPPIH was set up on 1 January 2003, CPPIH is responsible for
funding, supporting and managing Patients' Forums and the
delivery of ICAS. Through contract with local networks of
voluntary and community organisations, it will provide staff to
support PCT Patients’ Forums. It will be a powerful means of
aggregating and promoting information picked up from the work
of Patients” Forums and fram the delivery of ICAS. It will use this
information to advise the Secretary of State and other bodies. It
also has a duty to report any issue of concern that it becomes
aware of regarding patient safety or welfare to the appropriate
baodies. It also has the power to conduct national reviews of issues
identified by Patients' Farums as being of concern.

Its board is made up of 10 non-executive Commissioners and a
Chair. It has a Chief Executive and some temporary staff and is
curréntly recruiting permanent employees. For information about
the Commission contact Laura McMurtrie (Chief Executive)
at 9th Floor, Ladywood House, 45 Stephenson Street,
Birmingham B2 4DY. Further information can be obtained
from CPPIH's website at www.cppih.org or by emailing
infarmation@cppih.nhs.uk.

Commission for Social Care Inspections

On 19 April 2002 the Secretary of State for Health announced
plans to establish two new independent inspectorates: the
Commission for Social Care Inspection (CSCI) and the Commission
for Healthcare Audit and Inspection (CHAI). These new bodies will
further strengthen the system for inspecting health and social care,
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ensure clearer public accountability and rationalise the number of
bodies regulating health and social care.

The Commission for Social Care Inspection will create a single
comprehensive Inspectorate for social care, bringing together the
inspection functions of the Social Services Inspectorate and the
Mational Care Standards Commission and including the regulation
of social care providers. The Inspectorate will be independent of
the Government. Commissioners will be appointed by an
independent appointments commission, rather than Ministers. The
Inspectorate will:

® carry out local inspections of all social care organisations -
pubdlic, private, and voluntary - against national standards and
publish reports;

® register services that meet national minimum standards:

® carry out inspections of local social service authorities;

® publish an annual report to Ministers and Parliament on
national progress on social care and an analysis of where
resources have been spent;

® validate all published performance assessment statistics on
social care;

® publish the star ratings for social services authorities: and,
® undertake independent scruting of complaints.

The new Inspectorate will be staffed mainly by people currently
employed by the National Care Standards Commission and the
Social Services Inspectorate. They will continue their existing work
until the new body goes live in 2004. The Inspectorate will be of
a size that is fit for the purpose, without imposing more burdens
on front-line staff or creating unnecessary bureaucracy.

Council for the Regulation of Health Care Professionals
(CRHCP)

CRHCF ic being established as a key part of the drive for greater
co-ordination and accountability in professional self-regulation.
CRHCF was established in law in June 2002 by the NHS Reform
and Health Care Professions Act and will become fully operational
in 2003.

Professional self-regulation in health care provides independent
standards of training, conduct and competence for each profession
to protect the public and to guide workers and employers.

CRHCF was proposed in the NHS Plan and its functions have been
shaped by the Kennedy report into Children's Heart Surgery at the
Bristol Royal infirmary. The new Council will oversee the nine
regulatory bodies who regulate all health care. They are the:

® Ceneral Medical Council;

® Ceneral Dental Council;

® Ceneral Optical Council;

® Nursing and Midwifery Council;

® Health Profescions Council;

® General Chiropractic Council;

® General Osteopathic Council;

® Royal Pharmaceutical Society of Great Britain: and
® The Pharmaceutical Society of Morthern Ireland.

CRHCP's role is to promote the interests of patients and the public
in the way that these regulators do their work, Its main functions
will include formulating principles of good regulation and helping
the regulators conform to them in a consistent manner. It will
publish an annual report on the performance of the professional
regulation system.

For turther information on CRHCP contact Tim Lund (0113
254 5046) or Paul Atkinson (0113 254 5311) of the Health
Regulatory Bodies Branch, or e-mail

Tim. lund@doh, gsi. gov.uk.

Counter Fraud Service

The NHS Counter Fraud Service (CFS), a specialist directorate, was
established in September 1998 with a remit to counter fraud and
commuption in all areas of NHS spending and subsequently to counter
fraud and corruption in the Department of Health. The strategic
document Countering Fraud in the NHS, published in December
1998, sets out the comprehensive, integrated and professional
approach to tackling all fraud and corruption in the NHS. The high
level aims are to reduce fraud to an absolute minimum and hold it
permanently at that level, releasing resources for better patient care
and services. The NHS CFS also has similar responsibilities on behalf
of the National Assembly for Wales.

From 1 April 2003 all these responsibilities will be transferred to
a Special Health Authority, the Counter Fraud and Security
Management Service, which was established on 1 January 2003,

For further information on the NHS CFS contact the Executive
Office, Hannibal House, 7th Floor, Elephant & Castle, London
SE1 &TE; 020 797 22505,

Health Protection Agency

The Health Protection Agency was established as a Special
Health Authority on 1 April 2003. It has responsibility for a range
of health protection functions provided under the NHS Act and
previously carred out by other bodies. These functions were
detailed in the consultation paper Health Protection: A
Consultation document on Creating a Heath Protection Agency™,
In England the SHA will be responsible for the functions that were
previously performed by:

the Public Health Laboratory Service (but not in general its
clinical diagnostic microbiology services, which are
transferring to the MHS);

the Microbiological Research Authority;

the National Focus for Chemical Incidents, Regional Service
Provider Linits and the National Poisons Information Service;

the health protection functions provided by consultants in
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communicable disease control and other health protection
staff;

~ the advice and other functions provided by regional health
emergency planning advisers and their staff.

It will have an estimated gross turmower of £180m; and will employ
approximately 2,700 staff.

If legislative time allows, it is planned to establish the HPA as an
executive non-departmental public body (MDFPB). At this point it
is intended that it will take on both the functions of the new SHA
{which will be wound up) and the other functions detailed in the
consultation paper Health Protection: A Consultation Document
on Creating a Health Protection Agency™ (chiefly advice on
radiological protection currently carried out by the Mational
Radiological Protection Board). When it is established as an NOPB
it will have an estimated gross turnover of approximately £200
million; and will employ about 3,000 staff. Contact: Edward Goff,
Department of Health, room 801a Skipton House, 80 London
Road, Elephant and Castle, London SE1 6LH.

Medicines and Healthcare Products Regulatory Agency
(NHRA)

Mow an Executive Agency of the DoH - see Annex B,

NHS University (NH5U)

NHSU is the organisation set-up by the Department of Health to
establish a university for the NH5. This is a major undertaking and
will help focus education, training and development within the
MHS giving more people more opportunities to improve the way
we provide patient care.

NHSU is currently a 'hosted service’ within the Department of
Health. At present NHSU has no independent legal status. The
Prescription Pricing Authority provides financial and HR services
for NHSU under a service level agreement. The staff of NHSU are
currently employed by or seconded to the Prescription Pricing
Authority.

The aim is that by October 2003, NHSU should be constituted as
a Spedial Health Authority. A Chair and governing body, the main
board, will be established to reflect the special status of the NHSL
and an Academic Strategy Board will be established to ensure the
quality and integrity of the curriculum operating independently of
the main board.

NH5LU also intends to consider establishing a company, limited by
guarantee, as a trading arm, to act commercially to secure the
benefits of NHSU's products and services, including intellectual
property, for the NHS and the UK,

In the longer term, NHSU aims to seek university status.
Governance arangements will be put in place for NHSU that are
fully consistent with this aim. The governance structures will also
be designed to ensure appropriate representation of the views and
opinions of major stakeholders, including those of patients and
staff.

The Department of Health, Director of Human Resources, is the
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NHSU sponsor Director. The Human Resources Directorate is
responsible for the performance management of MHSLL.

For further information contact lane Hare, Department of
Health, Room 2E46, Quarry House, Leeds LS2 7UE; 0113 254
6121, or from the website at http://www.nhsu.nhs.uk,

Postgraduate Medical Education and Training Board
(proposed)

The MHS Plan set out the Department’s intention to establish a
Postgraduate Medical Education and Training Board (PMETE) to
owersee the supervision and certification of postgraduate medical
education and training. The new body will be an independent
competent authority covering the whole of the UK. It will have the
general duty of supervising postgraduate medical education,
ensuring that it raises standards and quality wherever possible. It
will replace the Specialist Training Authority (5TA) and the Joint
Committee on Postgraduate Training for Ceneral Practice
(JCPTGP).

A public consultation took place between November 2001 and
February 2002 on the paper. ‘Postgraduate Medical Education and
Training: The Medical Education Standards Board." Major
stakeholders were consulted. As a result, the 'Statement on Policy’
was published in July 2002. This document was well received
generally. The policy has been translated into a draft Order (The
General Medical Practice and Specialist Medical Education,
Training and Cualifications Order) which will establish PMETE as
a statutory body. This was published for statutory consultation on
4 Movember 2002.

The closing date for the consultation period for the draft PMETB
legislation was 27 lanuary 2003, The parliamentary process is
currently underway. The Order will be debated in the Houses of
Commons and Lords and also by the Scottish Pardiament.

Details of the draft Order establishing PMETB can be found at
www,doh.gov.uk/medicaltrainingintheuk.



ANNEX D

Public Accounts Committee — Reports Published in
2002

Seven PAC reports have been published in the calendar year of
2002, For each report a Treasury Minute has been produced (a
Treasury Minute is the Government's considered response to a PAC
report).

The list of PAC reports, with date of publication, is as follows:

1. Tackling Obesity in England 16 January 2002
2. Educating and Training the Future Health

Professional Workforce in England 8 March 2002
3. Handling Clinical Negligence Claims in

England 13 June 2002
4. MHS Direct in England 10 July 2002
5. Inpatient and Outpatient Waiting in

the NHS 18 September 2002
6. Inappropriate Adjustments to NHS

Waiting Lists 18 September 2002
7. The Management of Surplus Property

by Trusts in the MHS in England 19 September 2002

1. Tackling Obesity in England

The Committee concluded that: it is on a worldwide epidemic
scale; tackling obesity requires a twin track approach of prevention
and management; a cross Government approach within the LK
and with local strategies in primary care settings.

Action taken on PAC conclusions and recommendations includes:

® The Coronary Heart Disease National Standard Framework
(CHD MSF) sets standards and specific milestones for action on
local programmes of effective policies on reducing overweight
and obesity.

® DiES, DCMS and Sport England are working to develop PE and
sport in schools and the wider community and have a PSA
target.

® |nitiatives ta improve diet and nutrition include the five-a-day
programme, five-a-day local community initiatives, the
National School Fruit Scheme, the National Healthy School
Standard and the Food in Schools Programme. There are
initiatives with the food industry to improve the overall
balance of diet including salt, fat and sugar in food.

® DfES confirms that there are clear guidelines in place
conceming commercial advertising and sponsorship in schoals,
FSA are also funding a systematic review of promotion of foods
to children.

® Partnership working, between Local Authorities, PCTs and
other key stakeholders, is encouraged through Local Strategic
Partnerships and/or other linked partnership arrangements.

® The Department for Transport's Local Transport Plan funding
will provide opportunities to make cycling more accessible.

® There is improved co-ordination across Government on issues
relating to sport and physical activity, at Ministerial and official
levels. Ministers for Health, Transport, Education and the Chief
Executives of Sport England and the New Opportunities Fund
méet monthly,

2. Educating and Training the Future Health
Professional Workforce in England

The Committee concluded that the key to success to meeting the
NHS Plan, for the numbers of nurses and other health
professionals, was partnership working between the NHS, the
higher education sector and through membership of the new
Workforce Development Confederations. There was also a need
to improve the value for money from the training arrangements
and improve recruitment, retention and returners.

Action taken on PAC conclusions and recommendations includes:

® A Workforce Planning Framework and associated toolkit are
being developed to ensure that workforce planning is fully
integrated with local health community service and financial
plans.

® The Department will also:

® ensure by April 2004 that all NHS employers will be
accredited under the Improving Working Lives standard:

® set return to practice targets for 2002;

® conduct further national, regional and local recruitment
campaigns targeted at recruits and returners; and,

® develop specific action plans to tackle shortages in
midwifery and therapeutic radiography:.

® The move to a national standard contract and the adoption of
standardised prices for NHS funded education and training will
free Higher Education Institutions and Workforce Development
Confederations from much time wasting negotiation, and will
permit the development of new co-operative partnerships to
support Education and Training.

® Various measures have been taken to minimise attrition
including: new, better tailored and more flexible pathways to
support existing staff through education with step on and step
off points; continued development of rigorous selection
procedures; childcare support for all health professional
students with 0-5 children by 2004; bursaries for NHS funded
students, increases in basic NHS bursaries from September
2001,

3. Handling Clinical Negligence Claims in England

The Committee concluded that the NHS and the legal system had
failed to deal with patients whao had suffered injury with speed and
compassion; that the value of claims is rising; and that there was
a need to reduce the incidence of negligence in the first place.
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Action taken on PAC conclusions and recommendations includes:

® The Chief Medical Officer, Professor Liam Donaldson, has
reviewed a wide range of options to tackle the complex issues
involved in improving the present system for handling clinical
negligence claims; these are under consideration by Ministers.
The Government hopes to publish proposals for reform
S00M,

® One way of reducing incidences of clinical negligence, in the
first place, is by improving the overall quality and safety of care
and services provided to patients. Some of the recent quality
initiatives include:

® national standard setting (for example, through Mational
Service Frameworks and the National Institute of
Clinical Excellence (MICE));

® dependable local delivery (for example, through clinical
governance and professional self-regulation); and

® monitoring standards (for through
performance management and external assessment -
the Commission for Health Improvement (CHI), Mational
Patient Safety Agency (MPSA) and National Clinical
Assessment Authority (NCAAY.

example,

4. NHS Direct in England

Overall the Committee concluded that NHS Direct had quickhy
established itself as the world's largest provider of healthcare advice
by telephone and had a good safety record. However, the
Department needed to set a dlear strategic direction for the service
in order to avoid it becoming a victim of its own success by trying
to do to much at once. Awareness of NHS Direct remained too low
for certain groups within the population and that some callers
waited too long to speak to a nurse.

Action taken on PAC eonclusions and recommendations includes:

® A review of the organisational structure of NHS Direct with
recommendations is expected to be published in May 2003,

WHS Direct is also:
® |ncreasing the overall nursing workforce,
® Developing a human resources strategy.

® Introducing a telephony intelligent network, a number of data
centres and queue sharing capabilities which facilitates a virtual
call centre.

® Has identified and set productivity target improvements of
30 per cent by March 2003,

® Guidance on working with Black and Minority Ethnic
Communities has been issued to each NH5 Direct site.

5. Inpatient and Outpatient Waiting in the NHS

The Committee concluded that reduction in waiting lists and times
were required and that this needed a change in culture and
working practices, Patients and GPs needed accurate information
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to provide a real choice of where to go for examination and
treatrment.

Action taken on PAC conclusions and recommendations includes:

® The Department has set challenging wailting times targets
which will contribute to overall reductions in waiting times for
the whale patient journey. In addition, the Department has et
targets for the overall waiting time for cancer.

® The Department has taken action to improve data quality and
ensure correct reporting, including:

® Showing measures of data quality in performance
ratings;

® ‘Writing directly to chief executives, to reinforce the
importance of on-going waiting list validation;

® Publishing best practice guidance on validation;

® Strengthening expert help and support for reporting
organisations;

@ Bringing key guidance on reporting together in one
place.

® The Modernisation Agency has been running the primary
targeting list approach to ensure the best practice of the
management of waiting lists. They have also had a considerable
amount of success in the Action-On programmes where
outpatient waiting times have been reduced significantly.

#® The Department has introduced a new MHS resource allocation
mechanism so that decisions on funding are made doser to the
services provided,

® New arrangements for paying hospitals which were announced
in Delivering the NH5 Plan™ and set out in more detail in
Reforming NHS Financial Flows™' are also designed to help
PCTs and Trusts locally to tackle long wait areas.

® The Changing Workforce Programme has worked very closely
with the Royal Colleges to review work roles to improve patient
care and make better use of staff skills and time.

® The Government set out within the NH5 Plan how, by the end
of 2005, all patients and their GPs will be able to book hospital
appaintments for both a time and a place that is convenient
to the patient. This is the aim of the ‘Mational Booked
Admissions Programme; Access, Booking and Choice’.

6. Inappropriate Adjustments to NH5 Waiting Lists

The Committee concluded that in at least 10 hospitals, managers
and staff made inappropriate adjustments to their waiting list data
and that the Department did not know to what extent patients’
health had suffered. Arrangements for identifying and disciplining
those involved fell short of good practice. The Department should
outlaw confidentiality clauses that prevent full disclosure of
circumstances to other employers,

Action taken on PAC conclusions and recommendations includes:




® NHS trusts have been advised that clinical priority must be the
main determinant of when patients are seen and that any mis-
reporting of figures is treated as being very serious indeed.

® The use of confidentiality clauses in contracts of employment
is not contrary to the Department’s o Public Interest Disclosure
Act 1998, but employers will be asked to seek legal advice
regarding the need for a confidentiality clause.

® Action has been taken to improve data quality and ensure
comect reporting. The Department has introduced independent
spot checks on waiting list statistics by hospital. These spot
checks are being undertaken by the Audit Commission,

® The establishment of the Commission for Healthcare Audit and
Inspection (CHAI) is underway. CHAI will inspect all NHS and
private healthcare and will review the quality of patient care
and how well the NHS is using its funds. New CHAI will be
independent of both government and the NHS and will
produce an annual report direct to parliament. CHA is likely
to operate in shadow form during 2003 and be formally
established by April 2004,

® In response to introducing a standard format for future
investigation, in addition to spot checks, the Department has
introduced trigger analysis aimed at exposing future cases, and
a framework to be followed where there is evidence or strong
suspicion of serious malpractice. The framework will support
trusts in handling disciplinary cases.

® To prevent re-employment of those involved who resign, the
Department has issued a Code of Conduct for Managers.
Providing false information is one of several serious breaches
of the Code and could lead to dismissal. On making proper and
detailed checks on all prospective employees, it would be
virtually impossible for an NHS employer to unknowingly
employ a manager who had left for disciplinary reasons.

7. The Management of Surplus Property by Trusts in the
NHS in England

The Committee concluded that estate strategies should pay
particular attention to the longer term operational and
accommodation needs of the NHS and the wider public sector. The
Department and NHS Estates should ensure all Trusts have
‘exemplar standards’ strategies and that they maintain good
contact with local authorities and local planners.

Action taken on PAC conclusions and recommendations includes:

® A NHS Housing Co-ordinator within NHS Estates has been
appointed to ensure that the NHS Plan's targets for the
provision of key worker accommodation, particularly in
Londen, are met.

® A target of 31 December 2002 was set for all Trusts to have
estate strategies to ‘exemplar standard® that have been
approved by the Trust board.

® An Estate and Investment Plan has been prepared for each
Strategic Health Authority which will assist in deciding on the
priorities for NHS spending within the wider local health
ECONOMY.

® The Department's guidance on disposals, Estatecode, has been
amended to emphasise when clawback (where there is
potential for development at a later date) should be included
in sales.
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ANNEX E

Spending on Publicity and Advertising and
Income from Sponsorship 2002-03 (Estimate)

The Department runs a number of publicity campaigns each year
and the forecast outturn for 2002-03 is estimated to be
£39 million. The main components included in this total are given
below.

Mew activities in 2002-03 were:

® A new Adult Sexual Health campaign entitled The Sex
Lottery aimed at 18-30 year olds warning them of the risk of
contracting Sexually Transmitted Infections (5Tis) through
unprotected sex. This fulfils the commitment in the Sexual
Health Strategy published in summer 2001;

® A six-month pilot ‘contact strategy’ to test the success of
individually tailored programmes for smokers who want to give
up. Plus a campaign targeted at families and friends of
pregnant smokers to assist mothers to be in giving up
smoking; and

® A revised award winning campaign to recruit social workers.

Responsibility for publicity and advertising on Organ Donation will
transfer to UK Transplant on 1 April 2003,

Sponsorship

Under Guidelines published by the Cabinet Office in July 2000
government departments are required to disclose spensorship
amounts of more than £5,000 in their departmental annual
reports, For these purposes ‘Sponsorship’ is defined as:

‘The payment of a fee or payment in kind by a company in return
for the rights to a public assodation with an activity, item, person
or property for mutual commercial benefit.'

The following amounts have been received in the past financial
year as sponsorship “In-kind”, ie. the provision of goods or
services to support a campaign or other activity.

Sponsor Amount Support received
received

Superdrug £117,000 Publicising the Teenage
Pregnancy campaign
in-store

Durex £105,000  Publicising the Teenage
Pregnancy campaign

50 Fragrance £82,000 Provision of publicity

materials to support the
Teenage Pregnancy
campaign in Boots and
Superdrug stores
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£40,000 Provision of free condoms
to support the Adult

Sexual Health campaign

Durex

Provision of free condoms
to support The Adult
Sexual Health campaign

Mates £40,000

BBC £40,000 Website presence for
Teenage Pregnancy
campaign on Radio 1 and

S0 Websites

Mykindplace.couk  £26,500 Website presence for
Teenage Pregnancy

campaign

Stabilo £23,000 Supporting the Teenage

Pregnancy campaign

Sugar magazine £10,000 Website presence for
Teenage Pregnancy
campaign

Advertising space to
publicise the Health and

Social Care award

Guardian newspaper £6,800

Figure E1: Departmental Spending on Publicity and
Advertising and Sponsorship 2002-03

£ million
Campaigns run by the Department
Smoking (Tobacoo Information) 115
Workforce 5.2
Teenage Pregnancy 4.0
Child Immunisation 3.0
Flu Imimunisation 2.5
Mental Health 1.8
Drugs 17
Sexual Health 1.5
Social Warkers Recruitment 1.5
MHS Dingct 1.4
Children’s Services 1.0
Organ Donation 0.7
Health Care Abroad 07
Older People (inc Keep Warm, Keep ¥Well) 0.6
Cancer Screening 0.6
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Glossary

Acute Services

Medical and surgical interventions provided in hospitals.

Accruals accounting

Accruals accounting recognises assets or liabilities when goods or
services are provided or received - whether or not cash changes
hands at the same time. Also known as “the matching concept”,
this form of accounting ensures that income and expenditure is
scored In the accounting period when the "benefit” derived from
services is recelved or when supplied goods are "consumed®,
rather than when payment is made.

Annually Managed Expenditure (AME)

In agreeing the longer-term Departmental Expenditure Limit (DEL)
with the Treasury, it will be found that some areas of a
government department’s expenditure may be less predictable and
liable to fluctuate more in the period covered by the DEL. Because
a shorter-term view will be required in such areas, a separate,
annual spending limit will be imposed in such areas. Subheads
containing this sort of expenditure will be outside of the DEL and
categorised separately as Annually Managed Expenditure (AME).

Block Capital

Block capital is used to maintain the NH5 asset base and is available
to MHS Trusts for small scale developments, enhancement and
overhaul of existing assets, and equipment replacement. Trusts
have considerable freedom to decide on how block capital i spent,
but will need to demonstrate their spending plans deliver the
requirement of The NHS Plan.

Discretionary capital is allocated to fund larger capital schemes,
often of a strategic nature, that cannot be afforded out of block
capital. Access to discretionary capital is controlled by the
Regional Office, and allocated on the basis of prioritising business
cases for capital investment.

Capital

Expenditure on the acquisition of land and premises, individual
works for the provision, adaptation, renewal, replacement and
demolition of buildings, items or groups of egquipment and
vehicles, etc. In the MHS, expenditure on an item is classified as
capital if it is in excess of £5,000.

Capital Charges

Capital charges are a way of recognising the costs of ownership
and use of capital assets and comprise depreciation and
interest/target return on capital. Capital charges are funded
through a drcular flow of money between HAM Treasury, the
Department of Health, Health Authorities (HAs) and NH5 trusts.
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Central Health and Miscellaneous Services

These are a wide range of activities funded from the Department
of Health's spending programmes whose only common feature is
that they receive funding direct from the Department of Health,
and not via Health Authorities. Some of these services are
managed directly by Departmental staff, others are run by non-
Departmental public bodies, or other separate executive
organisations.

Community Care

Care, particularly for elderly people, pecple with learning or
physical disabilities or a mental iliness, which is provided outside
a hospital setting, l.e_ in the community.

Consolidated Fund

The Government’s general account at the Bank of England. Tax
revenues and other current receipts are paid into this Fund.
Parliament gives statutory authority for funds to be drawn from
the Consolidated Fund te meet most expenditure by the
Government.

Cost of Capital

A charge on the value of assets tied up in an organisation, as a
measure of the cost to the economy.

Credit Approvals

Central Government permission for individual Local Authorities to
borrow or raise other forms of credit for capital purposes.

Departmental Expenditure Limit (DEL)

The DEL is the annual spending limit imposed on a government
department arising from its agreed, longer-term financial
settflement with the Treasury. (See also Amnually Managed
Expenditure (AME).)

Depreciation

The measure of the wearing out, consumption or other loss of
value of a fixed asset whether arising from use, passage of time
or obsolescence through technology, and market changes.

Discretionary

Expenditure subject to cash limit controls.

Distance from target

The difference between a Health Authority's allocation and its
target fair share of resources informed by the weighted capitation
formula.



Drugs Bill

Drugs bill gross expenditure is the cash amount paid to contractors
{i.e. pharmacists and appliance contractors, dispensing doctors and
non-dispensing doctors in respect of personally administered items)
for drugs medicines and certain listed appliances which have been
prescribed by NHS practitioners. Net drugs bill expenditure is less
Pharmaceutical Price Regulation Scheme (PPRS) receipts. Funding
is subject to local resource limits and forms part of PCTs' HCHS
discretionary allocations.

Estimated Outturn

The expected level of spending or income for a budget, which will
be recorded in the Department’s Accounts.

Estimates
See Supply Estimates,

European Economic Area

The European Community countries plus Norway, lceland and
Liechtenstein,

Executive Agencies

Executive agencies are self-contained units aimed at improving
management in Government, They carry out specific executive
functions on behalf of the parent Department within an
operational framework agreed by Ministers.

External Financing Limits (EFLs)

NHS trusts are subject to public expenditure controls on their
spending. The control is an external financing limit (EFL) issued to
gach NHS trust by the NHS Executive. The EFL represents the
difference between the resources a trust can generate internally
{principally retained surpluses and depreciation) and its approved
capital spending. If its internal resources are insufficient to meet
approved capital spend then it is able to borrow the difference, If
the internal resources are more than the capital spend then the
maoney is used to meet any due repayments of debt principal on
the trust's ordinating capital debt and Secretary of State loans, with
an excess being invested.

Family Health Services (FHS)

Services provided in the community through doctors in general
practice, dentists, pharmacists and opticians, all of whom are
independent contractors. Their contracts are set centrally by the
Department of Health following consultation with representatives
of the relevant professions, and administered locally by Primary
Care Trusts (PCTs). Funding of the FHS is demand led and not
subject to in year cash limits at Primary Care Trust level, though
FHS expenditure has to be managed within overall NHS Resources.
The exceptions to this are certain reimbursements of GMS GPs'
practice staff, premises, out of hours and IM&T expenses payable
to doctors in general practice (GMS discretionary spending), the

costs of administration, and expenditure on drugs and appliances
by GPs. Funding for these items is included in Primary Care Trusts®
(HCHS) discretionary allocations.

General Dental Services (GDS)

The GD5 offers patients personal dental care via General Dental
Practitioners (GDPs), who work as independent contractors
from High Street and local surgeries. Although the GDS is
administered by PCTs as part of the Family Health Service, GDPs
are engaged under a uniform national contract. Funding is
provided from the national demand led or non-discretionary
budget, and is not subject to local resource limits and does not
form part of a PCT's HCHS discretionary allocation. Gross
expenditure represents the total cost of the service; net expenditure
represents the proportion of total costs met by the NHS after
taking into account the income from dental charges collected from
patients.

General Medical Services (GMS)

These are services covered by contract arrangements agreed at
national level by GPs to provide one to one medical services, for
example: giving appropriate health promaotion advice, offering
consultations and physical examinations, offering appropriate
examinations and immunisations.

Mon-discretionany GMS expenditure includes all demand led item
of service payments such as capitation payments, health promotion
and basic practice allowance.

Funding for this is not subject to local resource limits and does not
form part of a PCT's HCHS discretionary allocation. Discretionary
GMS expenditure includes reimbursement of GMS GPs' practice
staff, premises, out of hours and IM&T expenses. Funding for this
is subject to local resource limits and forms part of PCTS'
discretionary allocations.

General Ophthalmic Services (GOS)

The GOS offers priority groups of patients free WHS sight tests or
vouchers to help with the purchase of glasses. NHS sight tests are
mainly available to children, people aged 60 or over, adults on low
income, or people suffering from or predisposed to eye disease.
NHS optical vouchers are mainly available for children, adults on
low incomes, and those who need certain complex lenses.
Services are provided by optometrists and ophthalmic medical
practitioners who work as independent contractors from High
Street opbicians. Although the GOS is administered by PCTs as part
of the Family Health Service, optical contractors are engaged under
a uniform national contract. Funding is provided from the
naticnal demand led or non-discretionary budget, and is not
subject to local resource limits and does not form part of a PCT's
HCH5 discretionary allocation.

Gross Domestic Product (GDP) Deflator

The official movement of pay and prices within the economy that
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is used for expressing expenditure in constant (real) terms. The
series is produced by HM Treasury, and the one used in this report
is that published in April 2003.

Gross/Net

Gross expenditure is the total expenditure on health services, part
of which is funded from ather income sources, such as charges for
services, receipts from land sales and income generation schemes.
Net expenditure (gross minus income) is the definition of *public
expenditure” most commonly used in this report, since it is the part
of the total expenditure funded by the Excheguer.

Health Action Zone (HAZ)

An initiative to bring together organisations within and beyond the
NHS to develop and implement a locally agreed strategy for
improving the health of local people.

Health Authority (HA)

The Health Authority (HA) is responsible within the resources
available for identifying the health care needs of its resident
population, and of securing through its contracts with providers
a package of hospital and community health services to reflect
those needs. The Health Authority has a responsibility for
ensuring satisfactory collaboration and joint planning with the Local
Authority and other agencies.

(Mote: HAs were superseded by the establishment of Strategic
Health Authorities (SHAs) — see separate entry.)

Health Improvement Programmes

An action programme to improve health and health care locally
and led by the Health Authority. It will involve NHS trusts, Primary
Care Groups, and other primary care professionals, working in
partnership with the local authority and engaging other local
interests.

Hospital and Community Health Services
(HCHS)

The main elements of HCHS funding are the provision of both
hospital and community health services, which are mainly
commissioned by Health Authorities and provided by WHS
trusts. HCHS provision is discretionary and also includes funding
for those elements of FHS spending which are discretionary (GM5
discretionary expenditure). It also covers related activities such as
R&D and education and training purchased centrally from central
budgets.

MNHS Trusts

MHS trusts are hospitals, community health services, mental health
services and ambulance services which are managed by their own
boards of directors. MH5 trusts are part of the NH5 and provide
services based on the requirements of patients as represented by
Health Authorities and GPs.
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National Insurance Fund

The statutory fund into which all National Insurance contributions
payable by employers, employees and the self-employed are paid,
and from which expenditure on most contributory social security
benefits is met. The NHS also receives an element of funding from
this.

Non-Discretionary

Expenditure that is not subject to a cash limit, mainly “demand
led” family health services, including the remuneration of general
medical practitioners, the cost of general dental and ophthalmic
services, dispensing remuneration and income from dental and
prescription charges.

QOutturn

The actual year end position in cash terms.

Personal Dental Services (PDS)

PDS offers patients personal dental care equivalent to that
provided by General Dental Practitioners within the Family
Health Services, but within a more flexible framewark of local
commissioning. PCTs can contract with practitioners or other
providers to provide patient services but are free to negotiate and
set contract terms which best suit local circumstances and
priorities. Where services have converted from GD5 contracts, a
transfer is made on an annual basis from the General Dental
Services non-discretionary budget and allocated to the individual
PCT's discretionary budget. PCTs can also commit other funding
from their HCHS discretionary allocations or integrate more
specialised elements of former Community Dental Services into
PDS schemes, Gross expenditure represents the total cost of the
service; net expenditure represents the proportion of total costs
met by the MHS after taking into account the income from dental
charges collected from patients.

Personal Medical Services (PMS)

A PMS contract is locally agreed between the commissioner and
the provider. This means that primary care service provision is
responsive to the local needs of the population. As a result PMS
has been successful in reaching deprived and under-doctored areas.
Many PMS pilots focus on the care of vulnerable groups,
including homeless, ethnic minorities, and mentally ill patients. A
transfer is made on an annual basis from the General Medical
Services Mon-discretionary to a PMS discretionary budget. PCTs
can also commit other funding for PMS pilots, as appropriate, from
their HCHS discretionary allocations.

Personal Social Services (PSS)

Personal care services for vulnerable people, including those with
special needs because of old age or physical disability and
children in need of care and protection. Examples are residential
care homes for the elderly, home help and home care services, and



social workers who provide help and support for a wide range of
people.

Pharmaceutical Services (PhS)

Pharmaceutical Services cover the supply of drugs, medicines and
appliances prescribed by MHS practitioners. Gross PhS expenditure
includes total drugs bill costs (see Drugs Bill definition) and
dispensing costs. Dispensing costs is the remuneration paid to
contractors for dispensing prescriptions written by NHS
practiticners. This includas payments to pharmacists and appliance
contractors, dispensing doctors and non-dispensing doctors in
respect of personally administered items. Net PhS expenditure is
the gross expenditure less associated income from prescription
charges.

As stated in the drugs bill definition funding for the total drugs bill
is subject to local resource limits and forms part of PCTs" HCHS
discretionary allocations. However, funding for dispensing costs is
provided from the national demand led or non-discretionary
budget, and is not subject to local resource limits and does not
form part of a PCT's HCHS discretionary allocation.

Primary Care

Family health services provided by family doctors, dentists,
pharmacists, optometrists, and ophthalmic medical practitioners.

Primary Care Trust (PCT)

Primary Care Trusts are the new free standing, statutory bodies
with new flexibilities and freedoms. They have the same overall
functions as Primary Care Groups but also are able to directly
provide a range of community health services, thereby creating
new opportunities to integrate primary and community health
services as well as health and social care provision.

Private Finance Initiative (PFI)

The use of private finance in capital projects, particularly in relation
to the design, construction and operation of buildings and
support services,

Provisions

Provisions are made when an expense is probable but there is
uncertainty about how much or when payment will be required,
eg estimates for clinical negligence liabilities. Provisions are
included in the accounts to comply with the accounting principle
of prudence. An estimate of the likely expense is charged to the
income & expenditure account (for the Department, to the
Operating Cost Statemment) as soon as the issue comes to light,
although actual cash payment may not be made for many years,
or in some cases never, The expense i matched by a balance sheet
provision entry showing the potential liability of the organisation.

Real Terms

Cash figures adjusted for the effect of general inflation as

measured by the Gross Domestic Product deflator.

Regional Offices

The eight NHS Executive Regional Offices were establiched on 1
April 1996. These offices are responsible for developing the
commissioning function in the health service and for monitoring
the financial performance of the NHS trusts. The Regional
Offices took on the non-statutory functions of the Regional Health
Authorities following their abolition on 1 April 1996,

Request for Resources (RfRs)

Under the Resource Budgeting system, a Department's Supply
Estimate will contain one or more requests for resources (RfRs).
Each request for resources will contain a number of Subheads. A
request for resource specifies the combined cash and non-cash
financing requirement of the Department in order to provide the
range of services contained in its Subheads.

Resource Accounting and Budgeting (RAB)

Finally introduced in full on 1 Apnl 2001, Resource Accounting and
Budgeting (RAB) is a Whitehall-wide programme to improve the
management of resources across Government. The concept
deals with the wider issue of the resources available to government
departments and includes consideration of all of their assets and
liabilities and not just the level of cash financing which was the
principal measure used historically.

Resource Accounting comprises:

® accruals accounting to report the expenditure, income and
assets of a department;

® matching expenditure, income and assets (resource
consumption) to the aims and objectives of a department of
the appropriate financial year determined by accruals
accounting; and

® reporting on outputs and performance.

Resource Budgeting is the extension of Resource Accounting
principles and represents the spending plans of the department's
programmes and operations measured in resounce terms (resource
consumed in the financial year rather than just cash
spent/received) to reflect the full costs of its activities.

Revenue

Expenditure other than capital. For example, staff salaries and drug
budgets. Also known as current expenditure.

Secondary Care

Care provided in hospitals.

Special Health Authority (SHA)

SHAs are health authorities which have been set up to take on a
delegated responsibility for providing a national service to the NHS
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or the public. They can only carry out functions already conferred
on SofS. They originate under Section 11 of the NHS Act 1977,
which gives SofS the power to establish a special body for the
purpose of performing certain specified functions on his behalf.

Specific Grants

Grants (usually for current expenditure) allocated by Central
Government to Local Authorities for expenditure on specified
services, reflecting Ministerial priorities.

Strategic Health Authority

Twenty-eight new health authorities, covering the whole of
England, were established in April 2002. They were renamed
Strategic Health Authorities (SHA) by Section 1 of the NHS Reform
and Health Care Professions Act 2002, which came into force on
1 October 2002. SHAs serve populations of between 1.2 million
and 2.7 million people and have boundaries, which are aligned
with the boundaries of one or more local authorities and, which
broadly reflect clinical networks. As the headquarters of the local
NHS, the Strategic Health Authorities are the main link between
the Department of Health and the NHS and are responsible for
ensuring that all NHS organisations work together to deliver the
NHS Plan for modernised patient-centred services. Their main
functions include creating a strategic framework for the delivery
of the MHS Plan locally; drawing together bocal delivery plans, and
performance management, of local NHS bodies; and building
capacity and supporting performance improvement.

Supply Estimate

The term s loosely used for the Main Estimates, a request by the
Executive to Parliament for funds required in the coming financial
year. There are also Supplementary Estimates. Supply Estimates are
sub-divided into groups (Classes) which contain provision (usually
by a single department) covering services of a broadly similar
nature. A sub-division of a Class is known as a “Vote™ and covers
a narrower range of services. The Department of Health has thres
Wates which form Class II. Vote 1 covers the Department of Health
and contains two Requests for Resources (RfRs) — the first covering
expenditure on the MHS, the second other Departmental services
and programmes. A Supply Estimate does not of itself authorise
expenditure of the sums requested. This comes through an
Appropriation Act passed by Parliament.

Trading Fund

Trading funds are Government Departments or accountable units
within Government Departments set up under the Government
Trading Funds Act 1973, as amended by the Government
Trading Act 1990. The Acts enable the responsible Minister to set
up as a trading fund a bedy which is performing a statutory and
monopoly service whose fees are fixed by or under statute. A
trading fund provides a financing framework within which
outgoings can be met without detailed cash flows passing
through Vote accounting arrangements.
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Unified Allocation

Before April 1999, Health Authorities (HAs) received separate
revenue funding streams for: hospital and community health
services (HCHS); discretionary funding for general practice staff,
premises and computers (GMSCLY, and family health services
prescribing. The White Paper, The new NHS: Modem, Dependable
proposed unifying these funding streams. Since April 1999, there
has been a single stream of discretionary funds flowing through
Health Authorities to PCGs.

Vote
See Supply Estimate.

Walk-In Centre

Walk-in Centres are part of a tranche of initiatives to modernise
the NHS by providing quick and convenient access to basic primary
care services without the need for an appointment.

Weighted Capitation Formula

A formula which uses population projections for resident
population which are then weighted as appropriate for the cost of
care by age group, for relative need over and above that
accounted for by age and to take account of unavoidable
geographical variations in the cost of providing services. They are
used to determine Health Authorities target share of available
FESOUICES.
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