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Liberating the NHS: 

Greater Choice and Control
The purpose of this briefing is to outline:

· The main changes proposed within the Choice and Control consultation
· Some of the possible implications for the sector (presented throughout the document in text boxes)
The consultation on choice and control is open until 14th January 2011 and you can respond online at http://www.dh.gov.uk/liberatingthenhs, by email to choiceconsultation@dh.gsi.gov.uk or by post to the Choice Team, 11th floor, New King’s Beam House, 22 Upper Ground, London SE1 9BW.

Regional Voices will be providing a full response to the consultation.  If you would like to provide your thoughts to Regional Voices, rather than responding to the entire consultation, use the contact details below.

Emma Easton

Regional Voices

Emma.easton@regionalvoices.org 
0113 394 2304

October 2010

Background and Overview
The White Paper, Equity and Excellence: Liberating the NHS, sets out the Government’s vision of an NHS that puts patients and the public first.  The White Paper was consulted upon earlier this year and a summary of responses will be available in December.  To read more on the overall White Paper, please go to http://www.regionalvoices.net/briefings/briefings/
A central tenet is a presumption that everyone should have choice and control over their care and treatment in most NHS-funded services no later than 2013/14.
Choosing NHS Services

Choosing a healthcare provider when first referred for planned hospital care: By encouraging a change in attitudes and behaviour in health professionals, patients and service users, and in providers, the aim is that more are offered this.
Choosing a named consultant-led team: Offered by April 2011 for all relevant consultant-led teams.
Choices about maternity services: Will be extended e.g. being able to make choices offered by other providers, including voluntary and independent sectors.

Choices about mental health services: From April 2011 there will be more choice of how to access services, choice of healthcare professional or team, and access to a range of therapies and/or medication available.  Personalised care planning (for health and social care) should occur.  Choice will be extended, wherever practicable, to those detained under the Mental Health Act.
Choices about diagnostic testing: (from 2011) e.g. x-rays, hearing tests, blood or tissue sample testing etc.  It is intended that people should be able to choose where they undergo tests or have samples or measurements taken.

Choices after a diagnosis: (from 2011) After diagnosis, people should have the option to stay where they are and be treated by the same consultant-led team or to go elsewhere (e.g. if there are better treatment options available elsewhere).
Choices as part of personalised care planning: Those with a long term condition should be able to make informed choices about their care and condition management, through a single personal care plan, joining health and social care, led by one professional (e.g. nurse, social care worker etc.).  It should recognise that there may be other issues impacting on a person’s health and wellbeing.
Choices at the end of life: The aim is to give people more control over the care they receive as they approach the end of their lives.  The needs and feelings of carers will also be taken into account.  A review will be undertaken in 2013 to determine a national choice offer for those who choose to die at home.
Choosing a GP practice: People’s should be able to register with any GP with an open list regardless of where they live.  As GP practices may no longer be close to home, a 24/7 urgent care service will be developed.  A summary of the consultation on this will be published alongside a policy framework in early 2011.
Choices about treatment: Many professionals involve people in decisions, and offer a range of appropriate treatments, therapies etc.  This should be the norm, except where clinically inappropriate or unfeasible (e.g. emergency situations).
General Principles
The choices above will be underpinned by some governing principles as follows:

· Decision-making will be a shared process, with everyone being involved in decisions about their own healthcare.

· Level of involvement in decisions will be up to the individual, with some taking a less active role or involvement changing over time.
· People can make future wishes clear for a time in the future when they may be unable to make this decision, including in mental health services – this can be changed at any time.

· Healthcare professionals will need to develop skills in gauging how much involvement their patient is comfortable with and how they can be supported to make informed decisions.

· The full range of information should be provided to enable patients and service users make informed decisions (e.g. waiting times, outcome data)
· Services referred to must be safe and clinically appropriate for individual needs – the referring healthcare professional should assess this.
· Services must be financially sustainable.  Where treatments etc. are not financially affordable for the NHS, they will not be choices offered.
· The impact of choice will need to be managed carefully.  E.g. increased waiting time for some services, reduction in a less popular healthcare provider’s income, some services may cost more etc.

· Ensure patients and service users receive joined up services with records moving between organisations quickly and securely.  There will need to be less of a distinction made by commissioners between health and social care and close links with other services e.g. employment.
· Choices need to be offered to everyone, irrespective of circumstance.  Some may need more support and steps will be taken to reduce potential disadvantage.  Many organisations and individuals will have a role in ensuring all patients and service users get to make choices.  Views are requested on ways in which additional support could be provided.

· In return, patients should accept responsibility for their choices, compliance with treatment programmes, and implications for their lifestyle. 
	Possible implications for the voluntary and community sector:

· Consideration required on how best to help clients make choices and support the most vulnerable – role for whole sector, not just HealthWatch

· Supporting clients gain access to information (see Information Revolution)

· Impact on third sector services if these are ‘less popular’ but specialist

· Could support healthcare professionals in gauging level of choice required


Making Choice Happen
Information to support choice: So people can make the right choice, there should be easy access to reliable, user friendly information.  For more on this, please see the Regional Voices summary of the Information Revolution, available at http://www.regionalvoices.net/briefings/briefings/
Choose and Book: This is the electronic referral and booking system for NHS-funded services, which can be accessed by patients themselves or with support of healthcare professionals.  It is not used extensively and the intention is to widen its scope by increasing the range of services and choices available through it.
GP contracts: The common contract with all local GP practices may be changed to ensure the greater choice is offered.  Should these changes be introduced in GP contracts it is also likely that they would be mirrored in new terms in both personal and alternative provider medical services contracts.
NHS contracts and commissioning: There is fixed wording that applies to every healthcare provider’s NHS contract as well as locally agreed elements.  It is intended that the 2011/12 guidance be amended as follows:
· Accept patients referred to a named consultant-led team
· List their services on Choose and Book
· Publish information about their services to enable people to make choices about their healthcare, and support people to use this information.

Any willing provider: To make this a reality, the NHS will develop standard prices (the ‘national tariff’, similar to already applies for services provided by acute hospitals) for services where there is no national standard pricing.  As this will take time, in the short-term prices will be agreed locally, within a national framework.  Commissioners will then be free to commission services from a provider who has the joint license from the Care Quality Commission (CQC) and Monitor and has agreed to NHS standard contract terms and conditions.  A central directory may be established listing all those providers who meet these criteria, thereby preventing local commissioners having to repeat checks and enable them to concentrate on specifying local requirements.
Personal health budgets: A pilot of personal health budgets is taking place in many areas, learning from the social care experience.  Pilot sites are thinking about how personal health budgets and personal social care budgets may be linked, where appropriate.  An independent evaluation will be inform the future roll out and explore the possibility of introducing a right to a personal health budget in discrete areas, such as NHS continuing healthcare.
Supporting Organisations: In the proposed new structure many organisations will have a role in ensuring access to choice and control, including the NHS Commissioning Board and Secretary of State for Health (championing involvement and agreeing “choice guarantees”), GP commissioners (supporting patients make choices and ensuring appropriate services commissioned), local government (through HealthWatch and in joining up services), HealthWatch (providing information and advice for patients and service users, and ensuring feedback is gathered and fed into local decisions about health and social care).
	Possible implications for the voluntary and community sector:

· Choice of any willing provider could increase opportunities
· May make block commissioning less likely

· Personal health budgets are generally welcomed by the sector but could have an impact on commissioning contracts

· Role for the sector in providing support and championing choice and involvement, particularly of those who may be disadvantaged by proposals
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In each of the nine English regions there is a network which champions the engagement of the third sector within the region.  They provide the bridge between local and national policy and share good practice across the region.  

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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