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1. Understanding the NHS and the CHC -
a 1 day course for CHC new CHC members
Course Qutline

This course provides an introduction to the NHS, with particular emphasis on
understanding current changes and forthcoming developments.

The morning session will consist of a quiz to enable you to consolidate your
knowledge of the NHS, and will include the following:

L .
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Understanding the separation between commissioning and delivery of
services

How money flows in the NHS

The White Paper The new NHS - Modern - Dependable and its impact on
health authorities, primary care commissioning, and NHS Trusts
Developments in primary care (introduction only)

Health Improvement Programmes

The Green Paper Qur Healthier Nation

HMealth Action Zones

The national framework for assessing performance

The afternoon session focuses on CHC roles and structures, and will help
vou to understand:

&

Rights and duties of CHCs - discussion in the light of White Paper
changes etc.

How CHCs work, including conduct of CHC meetings, CHC working
Groups. :

Being an effective member,

Opportunities for CHCs in the future.
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2. Understanding the NHS and the Role of the CHC
Suggested Course Programme

10.15 Coffee on arrival
10.30 - 10.45  Introduction and welcome; clarification of the aims of the day
10.45 - 11,15  Quiz on "the new NHS"
11.15-11.30 Coffee
11.30-1.00 Answers to quiz, giving information on:
The White Paper: The new NHS - modern - dependable
The Green Paper: Qur Healthier Nation
The National Framework for Assessing Performance etc.
1.00-2.00 Lunch
2.00 -2.40 CHC rights and duties - brainstorm and plenary discussion
2.403-3.20 How CHCs work - plenary session

3.20 - 3.45 Being an effective member: in pairs or threes, followed by
plenary feedback

3.45-4.00 Final session and evaluation - plenary session

4.00 Tea
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3. Quiz on the new NHS

1. in the context of the NHS, what do you understand by
"commissioning”?

2. What is primary health care (primary care)?
3. Who employs GPs?

4. In December 1997, the Government published a White Paper on the
NHS in England The new NHS - Modern, Dependable. What do you know
about the implications of the White Paper for:

a) Health Authorities?
b} Primary Care Groups?
¢} NHS Trusts?

E. The White Paper introduced Health Improvement Programmes. What
are they?

&. The White Paper refers to a proposed new Commission for Health
Improvement. What is it?

7. The White Paper refers to a proposed new National Institute for
Clinical Excelience. What is it?

8. How does/will the money flow?

9. In January 1998 the Government published a Green Paper Our
Healthier Nation - a contract for health.

a) What are its aims and the 4 priority areas?

b} In the context of Our Healthier Nation, what is "a contract for health?”

10. What are Health Action Zones?

1. In January 1998, the NHS Executive published a consultation
document on A National Framework for Assessing Performance, which
sets out six areas of the proposed new framework. What are they?

12. Can you name the Secretary of State for Health and the Ministerial
Team for Health?
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4. Quiz on the new NHS: Answers

These guestions have been formulated in March 1998 - answers reflect the
situation at that date, and will need 1o be up-dated as the situation develops.

. in the context of the NHS, what do you understand by
eommissioning™?

Commissioning is & process by which the commissioners assess the health
needs of the population for whom they are commissioning, then specifies
what is required, then makes an agreement with a service provider to provide
the required service. The commissioner also monitors the delivery of that
service against agreed standards.

To put this into context: the main functions of the NHS fall broadly within 2
kinds of activity. On the one hand, there is the commissioning of services,
and on the other hand there is the provision (or delivery) of services.

From 1881, (when the 1990 NHS and Community Care Act came into effect)
until recently, this division was generally known as the purchaser-provider
split, although "commissioning” was often the preferred term, rather than
"purchasing”, as it implied a more pro-active way of specifying services. With
the Labour government's commitment fo abolish the internal market, the
concept of "commissioning” has largely replaced "purchasing”. Also, there is
a new emphasis on partnership and co-operation, rather than on a split
between different bits of the NHS. However, there is still largely a separation
of functions between commissioning a service (which is done at present by
Health Authorities and some GPs, but will in future increasingly be done by
Primary Care Groups (PCGs) - see below) and the provision of NHS services,
which is largely done by NHS Trusts.

All GPs are providers of family health services, but up to now, GPs have had
variable levels of involvement in commissioning. In some areas, GPs have
been involved in commissioning groups, advising Health Authorities on what
o commission/purchase for the population covered by the Health Authority,
Many GPs have also been GP Fundholders, directly responsible for
purchasing services for their practice population. In future, all GPs will be
involved, at some level, in commissioning.

See diagrams of the old and new NHS structures.
2. What is primary health care {primary care)?
Surprisingly, there is no "official” definition of primary care, but it is used in
several common ways. Firstly, it is the term used to include the walk-in (self-

referral) family healith services, e.g. General Medical Practitioners, General
Dentai Practitioners, community pharmacists and opticians. Secondly, it is &




term used more widely to include the range of health services delivered in
settings other than acute hospitals. Therefore, it can include preventative
services, services for acute illness that can be offered in a GP surgery or
health centre, rehabilitation services etc. It can refer to services delivered in
people's own homes or in the community. It is not easy to separate primary
health care from community health care, and there is often a lack of
consistency in the use of these terms.

One important development in the NHS over the last 15 years or more is that
primary care is becoming ever more central in the care and treatment of a
wide range of conditions, some of which would have previously been
hospital-based services (e.g. diabetes care, some minor surgery). GPs have
also become more centrally involved in commissioning services, and this
trend looks set to continue through Primary Care Groups.

3. Who employs GPs?

GPs are generally self employed. In other words, they are independent
contractors who are under contract to the NHS to provide General Medical
Services. This has been the case ever since the NHS came into existence.
However, recent legislation The NHS (Primary Care) Act 1997 allows for pilot
schemes for new ways of organising primary care and more flexibility in the
kinds of contracts that that Health Authorities can make with GPs. Proposals
for the pilot schemes under the NHS (Primary Care) Act include schemes for
salaried GPs within partnerships or within NHS Trusts. While salaried GPs
are likely to remain in a small minority, the NHS (Primary Care) Act may allow
for a more flexible service, related to local need.

4. In December 1997, the Government published a White Paper on the
NHS in England The new NHS - Modern, Dependabie. What do you know
about the implications of the White Paper for:

a) Health Authorities?
b) Primary Care Groups?
c) NHS Trusts?

a) Health Authorities

e Will give strategic leadership

e Will lead the development of Health Improvement Programmes (local
strategy for improving health and healthcare, drawn up in consultation
with NHS Trusts, Primary Care Groups, primary care professionals and
other partner organisations.)

e Will decide on the range and location of health services, which should
flow from the HIP

e Will support Primary Care Groups, allocate resources to them, and hold
them to account for their decisions and performance.



b} Primary Care Groups

Main functions:
+ 1o contribute to the Health Authority's Health Improvement Programme

{zee below)

to work in partnership with others to promote the health of local people

to commission health services for their local population

to monitor performance aganst targets by NHS Trusts

ta develop primary care by working across practices

to achieve betier integration of primary and community health services,
and to work more closely with social services on planning and delivery of
care.

& B8 % v =

There are 4 options for Primary Care Groups, who may be involved in
commissioning in the following ways:

1. advising the Health Authority on commissioning

2. devolved responsibility for managing the budget

3. free standing bodies accountable to the Health Authority for
commissioning care

4. as above, but also responsible for provision of community health services
to their population

Primary Care Groups will begin at whatever point on the spectrum is
appropriate for them, and it is assumed that all Primary Care Groups will
assume fuller responsibilities. the Government will bring in legislation to
establish Primary Care Trusts for Primary Care Groups who wish to be fres-
standing {options 3 and 4 above).

PCGs replace GP Fundholders, and develop from a range of recent
commissioning models, including locality commissioning, GP fundholding,
muiltifunds, Total Purchasing Projects and GP Commissioning Group pilots.

¢} NHS Trusts

The White Paper sesks to free Trusts from market-style incentives, and to
free them 1o use their managerial and clinical expertise to provide improved
services for patients. :

Will be required to work in partnership with other NHS organisations
Will participate by right in strategy and planning and by helping shape the
HIP

= Will have responsibilities for clinical governance, requiring practitioners to
accept responsibility for developing and maintaining standards

«  Wili meet in pubic and be more representative of local community

»  Wiil have to publish and benchmark the costs of the treatments they offer

« Will be assessed against wider goals than previously, including
improvements in health and healthcare ocutcomes




e Will be accountable to NHS Executive for their statutory duties - if
performance is not up to scratch, there will be investigation and if

necessary, intervention

5. The White Paper introduced Health Improvement Programmes. What
are they?

The White Paper stated that Health Improvement Programmes will be the
local strategy for improving health and healthcare, and will be the means to
deliver national targets in each Health Authority area. The Health Authority
will have lead responsibility for drawing up the HIP in consultation with NHS
Trusts, Primary Care Groups, other primary care professionals, the public
and other partner organisations.

A new statutory duty of partnership is to be placed on local bodies to work
together for the common good.

The initial HIP will cover a three year period and will be updated
progressively, with a part of it reviewed each year. Health Improvement
Programmes will be in place by April 1999.

The Green Paper, Our Healthier Nation gives a fuller account of what Health
Improvement Programmes will do.

Health Improvement Programmes (HIPs) will:

e give a clear description of how the national aims, priorities, targets and
contracts will be tackled locally

o set out a range of locally determined priorities, with particular emphasis on

addressing major health inequalities

specify agreed programmes of action

show that action proposed is based on evidence

show what measures of local progress will be used

indicate which organisations have been involved in drawing up the plans,

their contribution and how they will be held to account for delivering it

e ensure that the plan is easy to understand and accessible to the public

» be a vehicle for setting strategies for the shaping of local health services.

6. The White Paper refers to a proposed new Commission for Health
Improvement. What is it?

The proposed Commission for Health Improvement is already beginning to be
known colloquially as CHIMP! The Commission for Health Improvement will
be established to oversee clinical governance and if there are concerns, it
could be called in to investigate and report on a problem.



7. The White Paper refers to a proposed new National Institute for
Clinical Excellence, What is it?

The proposed Naticna!l Institute for Clinical Excellence {NICE) will give a
lead on clinical and cost effectiveness. It will draw up new guidelines and
aensure that they reach all parts of the service.

8. How doesiwill the money flow?

At present
The total funds made available to the NHS are determined as & result of the

government's annual Public Expenditure Survey. Expenditure falls into two
headings:

1. Hospital and Community Health Services (HCHS) - which are cash-limited
(i.e. have to be delivered within a given budget) HCHS is divided between
revenue and capital. .
2. General Medical Services (GMSE) - this is not currently not cash limited (j.e.
neither Health Authorities nor the GPs are bound by predetermined cash
limits, though at a national level, pressures have to be managed within
overall NHS resources.)

Revenue - Health Authorities are responsible for ensuring that their resident
populations have access (0 a comprehensive range of services. They have &
statutory duty under the NHS Act 1887 nol to exceed their approved cash
iimited aliccations. At present, general allocations are provided to heaith
authorities for them to commission health care services for their resident
population. Heaith Authority allocations for any given year use the previous
year's allocations as the starting point. This is called the baseline. In addition,
a target is set for each Health Authority based on what it needs as a relative
share of the available resources, using a weighted capitation formula. The
formula uses resident population figures weighted (adjusted) for;

« the age struciure of the population _
¢ its health needs over and above those accounted for by age
= unavoidable variations in the costs of local delivery of services.

Family heslth services are provided by GPs, dentists, pharmacists and
opticians who are independent confractors remunerated under & national
contract for carrying out specified activities. Health Authorities are
responsible for holding the contracts for family practitioners.

Capital - Capital funding may either come from the NHS or from private
capitai under the Private Finance Initiative (PF1). In recent years, the level of
NHS capital has diminishad, and it has been assumed that PFI funding would
make up for the reduction in public funding. In either case, a business case
must be made in order to proceed with large capital developments.




In future

When the provisions of the White Paper come into effect, money will be
distributed through Heaklh Authorities to Primary Care Groups, which wil
have unified budgets covering hospital and community services. There wil
be a new Advisory Committee on Resource Allocation to improve the
arrangements for distributing resources for primary and secondary care. The
healthcare needs of populations, including the impact of deprivation, will be
"the driving force” in whera monsy goes.

Long term agreesments will replace annua! contracts.

The exira contractual referral (ECR) system will be abolished and replaced
by simplified arrangements. A new system that reflects actual referrais will be
based on adjustiments to PCG and Health Authority Allocations (rather than
invoicing, as was the case for ECRs). Details of how this will work are not yst

Kniown.

There will be a Capital Prioritisation Advisory Group to assess which major
capital development projects should procesd.

9. In January 1998 the Government published a Green Paper Our
Healthier Nation - a contract for health.

a} What are its aims and the 4 priority areas?
Our Healthier Nation has 2 key aims:

¢ To improve the health of the population as a whole by increasing the
iength of people’s lives and the number of years people spend free from
iliness

= To improve the health of the worst off in society and narrow the haalth

gap.
There are 4 priority areas:

By vear 2010
o Heart disease and stroke - to reduce the death rate from heart dissase
and stroke and related illnesses amongst people aged under 85 by at
least a further third
Accidents - to reguce accidents by at least one fifth
Cancer - to reduce the death rate from cancer amongst people under 65
: by at least a further fifth
» Mental health - to reduce the death rate from suicide and undetermined
injury by at least a further sixth.

For each priority area, there will be a national target for improvements and a
national contract setting out the respective roles of individuals, government
and local communities.
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The framework outlined in Ouwr Healthier Nafion is designed to replace the
previous government's policy which was called The Health of the Nation.

b) in the context of Our Healthier Nation, what is "a contract for health?”

This is the idea of parinership between Government, local communities and
individuals to improve health. It aims to sel out a "third way* which is
"petween the old extremes of individual victim blaming on the one hand and
nanny state social engineering on the other hand”.

10, What are Health Action Zones¥

Health Action Zones (HAZs) were announced by the Secretary of Slate for
Health in June 1987, They are due to "go live” from April 1998, There will be
up to 10 HAZs. Thelr key objective is to reduce hesalth inequalities, improve
services and secure betler value from the fotal resources available.
Partnerships will be a key means of achieving these objectives. HAZs will
invoive local authorities, community groups, the voluntary sector and local
businasses in their work, Government will deliver support and investment
against agreed targets (but investment might not be financial, it might be help
with development or a willingness to relax national requirements to fit local
naeds}.

There are no upper or lower size limits for HAZs, but it is expected that they
will need to be of at least health authority size, or a large city within a health
authority.

HAZs will have these opporfunities

better working between local authorities and NHS

synergy with other initiatives within HAZ, such as Single Regeneration
Budget Schemes, Education Action Zones

a positive status in bidding for Lottery Healthy Living Centre funds
earmarked joint finance

piicting new arrangements to find ways of reducing administrative burden
on tocal NHS organisations.




11. In January 1998, the NHS Executive published a consultation
document on A National Framework for Assessing Performance, which
sets out six areas of the proposed new framework. What are they?

Areas

Aspects of performance

1. Health improvement

The overall health of populations, reflecting
social and environmental factors and individual
behaviour as well as care provided by the NHS
and other agencies.

2. Fair access

The fairness of the provision of services in
relation to need on various dimensions:

- geographical

- Socio-economic

- demographic (age, ethnicity, sex)

- care groups (e.g. people with learning
difficulties)

3. Effective delivery of
appropriate healthcare

The extent to which services are:

- clinically effective (interventions or care

packages are evidence-based)

- appropriate to need

- timely

- in line with agreed standards

- provided according to best practice service
organisation

- delivered by appropriately trained and educated
staff

4. Efficiency

The extent to which the NHS provides efficient
services, including:

- cost per unit of care/outcome

- productivity of capital estate

- labour productivity

5. Patient/carer
experience

The patient/carer perceptions on the delivery of

services, including:

- responsiveness to individual needs and
preferences

- the skill, care and continuity of service provision

- patient involvement, good information and
choice '

- waiting times and accessibility




- the physical environment, the organisation and
courtesy of administrative arrangements

6. Health ocutcomes of NHS success in using its resources to;

NHS care - reduce levels of risk factors

- reduce levels of disease, impairment and
complications of treatment

- improve quality of life for patients and carer -
reduce premature deaths

(The above table is reproduced from The new NHS - Modern and
Dependable: A National Framework for Assessing Performance. Consultation
Document. January 1998)

12. Can you name the Secretary of State for Health and the Ministerial
Team for Health?

Secretary of State: Frank Dobson

Ministers: Tessa Jowell, Alan Milburn, Baroness Jay
Parliamentary Under Secretary. Paul Boateng
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5. CHC rights and duties - notes for course participants

What rights does a CHC have?

Consuliation

Generally, Health Authorities must consuit the relevant CHCs on any
proposals for substantial development of the Health Service in the CHC's
district and on any proposals to make any substantial variation in the
provision of such service. This applies equally if the changes are being
considered as a result of changes elsewhere, it is for the Health Authority to
define whether the changes it proposes constitule a "substantial”
development or variation. Their decisions have cocasionally been chailenged
in Court when their "reasonableness” has been called into question.

if the Health Authority decides that in the interests of the Health Service, an
urgent decision has to be taken without allowing time for consultation, it must
immediately notify the CHC of the decision and why consultation was not
possible.

The Health Authority must allow "sufficient” time for a view o be taken and
advice to be formulated, but the decision on what is "sufficient” is the Health
Authority's. Their decision could be challenged in Court, if it were
unreasonabie.

The Lynton Judgement

in August 1997, an interesting judgement was given in a consultation case by
Mr Justice Moses in the High Court. The case was brought by a number of
patients of two North Devon community hospitals threatened with closure.
Their application for judicial review of the Health Authority's decision to close
these hospitals without prior consultation was supported by a community
group. The application was successful and the Health Authority's decision to
close the hospitals was quashed by the Court. North Devon Health Authority
was directed to carry out consultation with the CHC and the local community
before reaching any final decision on the future of the hospitals. The Court
took into account the Heaith Authority's argument that the closures were in
order to save money, so as to allow it to meet its statutory obligation to
palance its budget.

information

A Health Authority must provide the relevant CHC with such information
about the planning and operation of heaith services in the district of that
Authority as the CHC may reasonably require in order to carry out its duties.
The Health Authority may refuse to disclose information which it regards as
confidential, and it is not required io disclose confidential information about
individual patients or any personnel matters relating to its individual officers.
if the Heaith Authority does not disclose information that is requested, the
CHC may appeal to its establishing authority (i.e. The Regional Officer of the
NHS Executive). The Regional Office's decision on this is final.







8. How CHCs work

Membership
CHCs in England usually have 18-24 members. Half are nominated by the

local council(s}, one third are nominated by local voluntary organisations
though elections held for the purpose and the remaining one sixth are chosen
by the Regional Office. In some instances where several CHCs have merged
to cover a wider aress, there may, exceptionally, be more members.

Co-oplions
CHCs may co-opt members to the CHC or to its working groups or sub-

committess, up to one third of the membership of the group in guestion.

The NHS Execulive's Guidance on the changes in the establishing
arrangements for CHCs, issued with EL(95)142 states that CHCs "should
develop a protocol ideally incorporated into their Standing Orders, which
details the eligibility criteria, selection procedure, and length of appointment,
of co-options to its commitiees”.

A standard protocol has been drafted by ACHCEW which is available for
CHCs to adopt or amend as they think fit,

Euil CHG meetings and working group meetings
CHCs must meet in public at least every 3 months, In practice, most meet

more often. CHCs have standing orders to govern the conduct of meetings.

CHCs usually have a number of sub-commitiees or working groups, and all
members are usually expected to serve on at least one sub-commitiee. CHCs
vary a great deal in how they configure their sub-committees. Some examples
are;

= By type of patient, e.g. women and children, acute, older people
» By type of service, e.g. primary, acute, mental health
¢ Onan ad hoc basis, e.g. to oversee a current local issue or a CHC project

Reviews

it is increasingly accepted as good practice that CHCs have some means of
reviewing their work and discussing the objectives to inform their next vear's
work programme. CHCs in some Regions have developed protocols for peer
review, while others vary their approach from vear to year, often using an
external facilitator {o help them.

There is usually also a general purposes or liaison/co-ordinating committee
to bring together chairs of all sub-committees and the chair and vice-chair of

the CHC.
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7. The White Paper: The new NHS
Dependable

Main poinis
Reaffirmation of old principles:

If you are ilf or injured there will be a national health
service there fo help: and access to it will be on
need and need alone - nof on your ability to pay, or
onn who your GP happens to be or on where you
live,

Health Authorities

¢ Will give strategic leadership

« Will iead the development of Health Improvement
Programmes (local strategy for improving health
and healthcare, drawn up in consultation with
NHS Trusts, Primary Care Groups, primary care
professionals and other partner organisations.)




HIPs will:

e give a clear description of how the national
aims, priorities, targets and contracts will be
tackled locally

e set out a range of locally determined
priorities, with particular emphasis on
addressing major health inequalities

e specify agreed programmes of action

e show that action proposed is based on
evidence

e show what measures of local progress will
be used

e indicate which organisations have been
involved in drawing up the plans, their
contribution and how they will be held to
account for delivering it

e ensure that the plan is easy to understand
and accessible to the public

e be a vehicle for setting strategies for the
shaping of local health services.

e Local authorities will have a new duty to
promote the economic, social and
environmental well being of their areas

e Businesses can bring new skKkills to bear

e Voluntary bodies can act as advocates to
give a powerful voice to local people

e Individuals can take responsibility for their
own health

CxJ



2 key aims:

e To improve the health of the population as a
whole by increasing the length of people's lives
and the number of years people spend free from
illness

¢ To improve the health of the worst off in society
and narrow the health gap.

4 priority areas: By year 2010

e Hearl disease and siroke - to reduce the death
rate from heart disease and stroke and related
llinesses amongst people aged under 65 by at
least a further third

e Accidents - to reduce accidents by at least one
fifth

e Cancer - to reduce the death rate from cancer
amongst people under 65 by at least a further
fifth

e Mental health - fo reduce the death rate from
suicide and undetermined injury by at least a
further sixth.

For each priority area, there will be a national target
for improvements and a national contract setting
out the respective roles of individuals, government
and local communities.

3 settings for action

e Healthy schools - focusing on children

* Healthy workplaces - focusing on adulis

e Healthy neighbourhoods - focusing on older
people
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Table adapted from The new NHS - Modern and Dependable: A
National Framework for Assessing Performance. Consultation
Document. (January 1998)

Areas

Aspects of performance

1. Health improvement

The overall health of populations, reflecting
social and environmental factors and
individual behaviour as well as care provided
by the NHS and other agencies

2. Fair access

The fairness of the provision of services in

relation to need on various dimensions:

- geographical

- socio-economic

- demographic (age, ethnicity, sex)

- care groups (e.g. people with learning
difficulties)

3. Effective delivery of
appropriate healthcare

The extent to which services are:

- clinically effective (interventions or care
packages are evidence-based)

- appropriate to need

- timely

- in line with agreed standards

- provided according to best practice service
organisation

- delivered by appropriately trained and
educated staff

4. Efficiency

The extent to which the NHS provides efficient
services, including:

- cost per unit of care/outcome

- productivity of capital estate

- labour productivity

5. Patient/carer
expereince

The patient/carer perceptions on the delivery

of services, including:

- responsiveness to individual needs and
preferences




- the skill, care and continuity of service
provision

- patient involvement, good information and
choice

- waiting times and accessibility

- the physical environment, the organisation
and courtesy of administrative arrangementis

€. Health outcomes of
NHS care

NHS success in using its resources to:

- reduce levels of risk factors

- reduce levels of disease, impairment and
complications of treatment

- improve quality of life for patients and carer-
reduce premature deaths
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