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Equity and excellence:

Liberating the NHS
The purpose of this briefing is to outline:

· The main changes proposed from the recent White Paper on Health
· Some of the possible implications for the sector (presented throughout the document in text boxes)
It should be noted that more detail about these proposals will be developed over the coming months so Regional Voices will be outlining this on a dedicated section of the Regional Voices website: www.regionalvoices.net
A summary of the timescales for all changes highlighted can be found in Appendix 1 and the proposed new structures in Appendix 2.

Produced with the support of NAVCA
Emma Easton

Regional Voices

Emma.easton@regionalvoices.org 
0113 394 2304

July 2010

Underpinning Values
The NHS is integral to Big Society, through access to collective healthcare, and a shared responsibility to use resources effectively to deliver health.  The principle of shared decision-making will become the norm: no decision about me without me.  In addition, the NHS constitution will be upheld, with the NHS standing for fairness for everyone.
Through the White Paper the Government is clear what the NHS should achieve but will not prescribe how it should be achieved – NHS institutions and providers will be more autonomous, with transparency in their responsibilities to patients and accountabilities i.e. power transferring to front-line clinicians and patients.  There is also an ambition in the Paper to create the largest social enterprise sector in the world.

	Possible implications for the sector:

· An opportunity and expectation to be involved in shaping how this works

· Arrangements for the sector at local level may be more fragmented


NHS Finances and Reducing Bureaucracy
Central to the White Paper is an acknowledgement that although spending will increase in real terms each year, NHS organisations will need to make unprecedented efficiency gains; total efficiency savings will be £15-20billion.  There will be cuts of up to 45% in NHS management costs and tighter governance over expenditure, including a review of arms length bodies.  However, this will only provide a modest contribution; the NHS will inevitably employ fewer staff at the end of this Parliament, although balanced towards clinical staffing and front-line support.  

QIPP (Quality, Innovation, Productivity and Prevention) will continue with greater urgency, with coordination passing to GP consortia from Strategic Health Authorities (SHAs) and Primary Care Trusts (PCTs), where they are willing and able to do so.
	Possible implications for the sector:

· Less funding available

· Less resource available for strategic working

· Less partnership working with the sector


The ‘Information Revolution’
Information about services: Information is intended to improve accountability; where possible, information about services will be published on a commissioner basis, comparable between providers on 3 measures of quality (safety, effectiveness, and experience)
Ways of delivering care: Creating ways for patients to communicate with clinicians on-line, and providing services and information on-line to enable people to access at their leisure.  Information will be available through a range of means, aiming to ensure no-one is excluded through a range of third parties.  Assistance will be provided for people who do not access on-line health advice, or who would particularly benefit from more intensive support.

Data: Patients will rate services and clinical departments according to the quality of care received.  Hospitals will need to be open about mistakes, telling patients if something has gone wrong.  Providers will also be under clear contractual obligations to ensure accuracy and timeliness; technical and data standards will promote compatibility between systems.  Data collections will be reviewed with a view to reducing burden.
Health records: Patients will control their health records, starting with access to GP records, extending over time to those held by all providers.  These will be available for patients to download.  People will be able to share their records with third parties, e.g. patient support groups.

	Possible implications for the sector:

· Potential to support clients better as they will be able to share their files if they wish

· Opportunity to work with statutory services to identify support mechanisms for those who do not have access to the internet

· New contractual obligations on providers for data collection


Increased choice and control

Patients and carers will have more clout and choice.  In return, they will be expected to take responsibility for the choices they make, concordance with treatment programmes and the implications for their lifestyle.

Personal health budgets will be extended and potential explored for introducing a right to a personal health budget in discrete areas such as NHS continuing care.  The results of the evaluation in 2012 will be used to inform a wider, more general roll-out.

The increased choice will:

· Increase the offer of choice of any provider (including private and voluntary sector), and create a presumption that patients have choice and control to choose from this list (only wherever this is relevant e.g. not in A&E)

· Introduce choice of named consultant-led team, choice in some mental health services, in diagnostic testing and post-diagnosis, in long-term conditions, and in end of life care; extend maternity choice
· Provide more information on relevant research studies and more scope to join if they wish

· Provide a clear right to register with any GP practice with an open list, without being restricted by where they live

· Develop a coherent 24/7 urgent care service

	Possible implications for the sector:

· Choice of any willing provider could increase opportunities for new providers

· Consideration required on how best to help clients make choices and support the most vulnerable


Commissioning

PCTs and practice based commissioning will be replaced by GP consortia, with all GP practices being a member of a consortia (no opt-outs).  These will be formed in ways GP practices think will secure the best healthcare and health outcomes for their patients and locality but they will need to have sufficient geographical focus to be able to take responsibility for agreeing and monitoring contracts for locality-based services, to have responsibility for patients for registered with a GP practice, and to commission services jointly with local authorities.

Monitor and the new NHS Commissioning Board will ensure commissioning decisions are fair and transparent and will promote competition.  The NHS Commissioning Board will hold consortia to account and calculate practice-level budgets, allocating these directly to consortia.  It will also commission some national and regional services e.g. dentistry.

Monitor’s role will be extended to provide economic regulation for all providers of NHS care, issuing joint licenses with the Care Quality Commission.

	Possible implications for the sector:

· If consortia cover smaller areas than current PCT boundaries, there could be resource implications for the sector if multiple tenders are required

· Working with GP consortia will not just be about third sector provision but also about community organisations working in partnership with GP consortia to ensure local need is understood

· There is a need to educate GPs on the diversity of the sector, especially regarding often excluded communities

· There is also a need to educate the sector on how best to work with GPs

· Opportunities to open up a range of third sector providers

· Consider ways of linking GPs who have a specialist interest with relevant patient support groups

· With the loss of the regional tier, there is a question on how local VCS organisations can interact with the national level effectively

· There is an ongoing question on who is a provider which will need to be resolved to ensure that smaller organisations are not excluded


Improving Healthcare Outcomes

The improvement in quality and healthcare outcomes will be established as the primary purpose of all NHS-funded care, the NHS constitution, and model contracts for services; to stop top-down targets unless clinically justifiable and delivers significant benefits.   Instead, measures clinicians themselves use will be the source of outcomes goals, spanning both health and social care.
Patient safety will be placed above all else; there is an aim to foster a culture of active responsibility where staff and patients are empowered to ask, challenge and intervene.
If providers deliver excellent care in line with commissioner priorities, the commissioner will be able to pay a quality increment, however, if care is of poor quality, there will also scope to impose a contractual penalty.  The Department of Health (DH) will extend the Commissioning for Quality and Innovation (CQUIN) payment framework to support local quality improvement goals.  These principles will also apply in primary care and there will be incentives to improve access to primary care in disadvantaged areas.
	Possible implications for the sector:

· A payment by results system could be damaging for small organisations without the resources to be paid in arrears

· Could stifle innovation and risk taking


Local Democratic Legitimacy
In one of the biggest changes, local democratic legitimacy of the NHS will be strengthened, with “health and wellbeing boards” established (where they do not already exist) taking a strategic approach and promoting integration across health and adult social care, children’s services, including safeguarding, and the wider local authority agenda.  These arrangements give local authorities influence over NHS commissioning and corresponding influence for NHS commissioners in relation to public health and social care.
Social Care

Recognising the critical interdependence between health and social care, the Government is seeking to break down barriers between health and social care funding to encourage preventative action.  DH will establish a commission on the funding of long-term care and support, to report within a year and will then introduce a White Paper on social care in 2011.

HealthWatch / LINks

HealthWatch England will be created as an independent consumer champion within the Care Quality Commission.  Meanwhile, Local Involvement Networks (LINks) will become the local HealthWatch and the role of local authorities will be enhanced in promoting choice and complaints advocacy, through HealthWatch arrangements commissioned.  Existing mechanisms will be looked at to ensure that public engagement is fully effective in future, and services meet the needs of neighbourhoods.  It will build on the existing complaints handling structures to strengthen arrangements for information sharing.  Further details on HealthWatch is provided in Appendix 2.
	Possible implications for the sector:

· Patient voice and choice will be critical if state involvement is decreased.

· The sector has a role in choice, shared decision-making.

· There is need for debate about how local / national advocacy will work

· Many organisations already provide advocacy in other areas.  Locally discussion will be required in terms of funding etc.

· To be successful Local HealthWatch will be required to work closely with the voluntary sector.  Within the consultation ways of better engaging with the sector could be investigated


Public Health

Responsibility for health improvement will transfer to local authorities with a ring-fenced health improvement fund allocated according to relative population health need.  A new Public Health Service will also be established.  There will be a White Paper on Public Health published later this year which will outline more of the details.
Structural Changes

All of the above changes will lead to a large structural change in the NHS.  Appendix 2 provides a diagrammatic overview of the proposed new structures with summary detail of their responsibilities and formation.
	Possible implications for the sector:

· Many PCTs have provided significant funding for the sector including activities which may not emerge as priorities, both in terms of reduced spending and the emergence on consortia (e.g. housing advice is often funded through mental health and wellbeing etc.)

· SHAs have also provided funding to the sector and the loss of the regional tier could have implications on funding for organisations that cross boundaries


Consultations as part of the White Paper
The proposals outlined are just an overview.  Further documents have been published which will be consulted on until early October as follows:

1. The implementation of the NHS Commissioning Board and GP consortia

2. Local democratic legitimacy in health

3. Freeing providers and economic regulation

4. NHS outcomes framework
During September, Regional Voices will be providing events in 9 locations across the country to provide you with an opportunity to speak directly to those leading on each of the consultations already released.  Details of these can be found on the Regional Voices website or by calling 0113 394 2304 (textphone users add prefix 18001 to access BT Typetalk).
Future Consultations

· Information strategy and how to implement these changes – Autumn 2010

· Choice of treatment – Autumn 2010

· The development of “health and wellbeing boards” – Autumn 2010

· Public Health White Paper – Autumn 2010

· Social Care White Paper – 2011

Regional Voices will again be working with the sector on the consultation accompanying these proposals.

Appendix 1: Some of the Timescales for Change
(timescales not relevant have been omitted for simplicity)

Further consultations or publications:

	Commitment
	Date

	Further publications on 5 consultation topics 
	July 2010

	Health Bill introduced in Parliament
	Autumn 2010

	Further publications as detailed above
	By End 2010

	Public Health White Paper
	End 2010

	White Paper on social care reform
	2011

	Quality accounts: nationally comparable information published
	June 2011

	Report on funding of long-term care and support
	By July 2011


Structural Changes:

	Commitment
	Date

	Shadow NHS Commissioning Board established
	April 2011

	Shadow health and wellbeing partnerships begin to be put in place
	

	NHS Outcomes Framework
	

	GP consortia established in shadow form
	2011/12

	NHS Commissioning Board fully established
	April 2012

	Local authority health and wellbeing boards in place
	

	Public Health Service & Director of Public Health in LA’s in place
	

	HealthWatch established
	

	Monitor established as economic regulator
	

	NHS Commissioning Board makes 2013/14 allocations to GP consortia
	Autumn 2012

	Formal establishment of GP consortia
	

	SHAs abolished
	2012/13

	GP consortia hold contracts with providers
	April 2013

	PCTs abolished
	From April 2013

	All NHS trusts become, or are part of, foundation trusts
	2013/14

	All providers subject to Monitor regulation
	


Changes affecting providers of services:

	Commitment
	Date

	Quality accounts extended to all providers of NHS care
	April 2011

	Develop pathway tariffs for use by commissioners
	

	Tariffs introduced for a range of services
	2011/12

	NHS Outcomes Framework fully implemented
	By April 2012


Implementation of patient choice:

	Commitment
	Date

	Choice for long-term conditions, diagnostic testing, and post-diagnosis
	From 2011

	Choice of consultant-led team
	By April 2011

	Cancer drug fund established
	April 2011

	Choice of treatment and provider in some mental health services
	From April 2011

	Free choice of GP practice
	2012

	Choice of treatment & provider for vast majority of NHS-funded services
	By 2013/14


Appendix 2: Proposed New Structures in Health

Current Structures

SHAs and PCTs will be abolished in the next few years and will help pave the way for the new structure, outlined in Figure 1.  Summary details of some of the responsibilities and formation of these are provided below (please note: only responsibilities highlighted within the White Paper are summarised here).


[image: image1]
The Secretary of State for Health will:

· Have a reduced ability to micromanage and intervene in the NHS
· Set a mandate for the NHS Commissioning Board and hold it to account

· Provide arbitration as a last resort in disputes between NHS commissioners and local authorities (LA’s)

· Provide the legislative and policy framework

· Account annually to Parliament.

The Department of Health (DH) will:

· Be much reduced and more strategic

· Focus on improving public health, tackling health inequalities and reforming adult social care (recognising the critical interdependence between the NHS and adult social care system)

· Establish a commission on the funding of long-term care and support, to report within a year

· Revise and extend quality accounts

· Work closely with Department for Education on services for children.

The NHS Commissioning Board will:

· Support GP consortia develop and support their commissioning decisions

· Assess NHS commissioners (currently responsibility of the CQC) and hold GP consortia to account for performance and quality

· Provide leadership for quality improvement and standardise good practice

· Promote equality, patient and carer involvement and choice, championing the interests of patients rather than of providers (e.g. personalisation)

· Commission certain services, including dentistry, community pharmacy, primary ophthalmic services, national and regional specialised services

· Lead on tackling inequalities in health outcomes and accountable for the national outcome goals identified within the Outcomes Framework.

GP Consortia will:

· Be groups of GP practices with responsibility for commissioning and budgets for the great majority of services for their patients

· Be free to form themselves (although they will have to join one) – there could be several consortia in any local authority area

· Have freedom regarding what commissioning activities they undertake themselves and what they choose to buy in from LA’s private or voluntary sector bodies (e.g. demographic analysis, performance management etc.).  They will not be responsible for commissioning services GPs themselves provide

· Hold contracts with providers and may choose to adopt a lead commissioner model, for example, in relation to large teaching hospitals.

· Have a duty to:

· promote equalities

· work in partnership with LA’s e.g. in health and adult social care, early years, public health, safeguarding, and wellbeing of local populations

· involve the public and patients, including in the commissioning process.

Local Authorities will:

· Have national health improvement objectives (set by Public Health Service)

· Employ a Local Director of Public Health (joint with Public Health Service) responsible for ring-fenced health improvement funds allocated according to local population needs

· Promote integration and partnership working - set up (or strengthen existing) “health and wellbeing boards” to join up the commissioning of local NHS services, social care and health improvement

· Lead joint strategic needs assessments (JSNA)

· Fund Local HealthWatch and ensure its efficient operation (or put in place better arrangements if it is not) and commission either Local HealthWatch or HealthWatch England to provide advocacy and support.

(All relevant NHS commissioners, Directors of Public Health, adult social services, and children’s services will also be involved in these functions under a partnership duty.  Local HealthWatch will have a formal role to ensure feedback from patients and service users is reflected in commissioning plans. Many functions outlined replace those of PCTs and of Health Overview and Scrutiny Committees.)

Local HealthWatch will: 

· Have the same existing roles as LINks plus additional ones as below

· Be funded by and be accountable to LA’s

· Ensure that views and feedback from patients and carers are an integral part of local commissioning across health and social care

· Provide advocacy and support if commissioned by the LA (or this can be provided through HealthWatch England), helping people access and make choices about services, and supporting individuals who want to make a complaint.  In particular, they will support people who lack the means or capacity to make choices

· Be involved in the LA’s new partnership functions

· Provide intelligence for national HealthWatch and be able to report concerns about the quality of providers, independent of the local authority, and have the power to recommend that poor services are investigated.

National HealthWatch will:

· Be created as an independent consumer champion within the CQC

· Provide leadership, advice and support to local HealthWatch

· Provide advocacy services on behalf of a local HealthWatch if required

· Provide advice to the Health and Social Care Information Centre on information to help facilitate patient choice about their care

· Provide advice to the NHS Commissioning Board, Monitor and the Secretary of State

· Have powers to proposes CQC investigations of poor services, based on information received from local HealthWatch and other sources.

Providers will:

· Be required to publish quality accounts from 2011

· Enable patient access to healthcare records held on patients (in future)

· Be under clear contractual obligations in relation to data collection
· Have greater ownership of education and training for the workforce
· Be licensed by Monitor and CQC.

Care Quality Commission (CQC) will:

· Be the quality inspectorate for health and social care (publicly and privately funded)

· Issue a joint license with Monitor for providers to maintain levels of safety and quality and ensure continuity of essential services (can enforce fines or suspension of services if providers fail to meet essential levels)

· Inspect providers in response to information received from patient feedback and complaints, HealthWatch, GP consortia or NHS Commissioning Board

Monitor will:

· Be the economic regulator for all providers of NHS care

· Issue joint license with CQC for providers

· Promote competition

· Provide price regulation where necessary

· Support continuity of services (proactive powers to protect essential services and help open the NHS social market up to competition)

· Investigate complaints of anti-competitive purchasing and act as arbiter

· Be able to apply transparent subsidies where ‘objectively justified’

Public Health Service will:

· Be a new service created to integrate existing health improvement and protection bodies and functions, including increased emphasis on research, analysis and evaluation.  (See White Paper later this year)

· Be responsible for vaccination and screening programmes

· Have powers in relation to NHS matched by duties for NHS resilience

· Create a joint appointment of local Director of Public Health with LA’s

· Set national objectives for improving health outcomes through LA’s.
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In each of the nine English regions there is a network which champions the engagement of the third sector in regional policy and strategy. They develop and support the contribution of the sector to regional progress and raise awareness and understanding of the sector’s roles. Regional Voices is the national forum of each of the regional networks in England.

All the networks share common purposes but they also reflect the particular nature of their own region. All are independent organisations accountable through their membership to the third sector. They work closely with specialist networks in their region such as those concerned with black and minority ethnic organisations, disability issues and social enterprises.

The regional networks link local involvement and experience with the decision-making structures in the regions by providing an informed and independent voice for the sector. On a national level, Regional Voices connects each of the regional networks, enabling the critical connection between national, regional and local infrastructure.

Regional Voices is funded through the Department of Health Third Sector Strategic Partners Programme to ensure input from the sector in developing health and social care policy and to support organisations to improve health and social care services. As one of the sixteen Strategic Partners, Regional Voices is strengthening links between the Department of Health and the third sector.
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