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‘Equity & Excellence: Liberating the NHS’

A response from Trafford to the companion consultation documents

For further information, please contact: Mike Barker, Director of Corporate Affairs & Partnerships at Trafford PCT on 0161 873 9538 or email: mike.barker@trafford.nhs.uk
Transparency in outcomes – a framework for the NHS

The white paper signals a change of emphasis from measurement to outcomes. The outcomes framework will consist of a focused but balanced set of progressive outcome indicators that will provide an indication of the overall performance of the NHS. The NHS framework will focus on clinical outcomes, and be based around 5 high-level domains each with an overarching indicator and a set of more specific improvement areas with their own outcomes indicators.  A suite of quality standards will be developed to support commissioning the delivery of improved outcomes in each domain.

The consultation document asks a number of questions about the scope, principles and structure of the framework including whether the right principles are being used to design and underpin the framework; how the framework could be used to promote equity and reduce health inequalities; how it can be designed to recognise and enable integrated care; how it can support delivery of VFM. 

It also asks about the appropriateness of the proposed overarching indicators and performance areas for each of the five domains, and how to attribute the relative contributions of the NHS, public health and social care to these potential outcome indicators.

Key points

We do not intend to respond to the questions about the specific proposed domains and indicators and their strengths and weaknesses. However, our overall observations to the proposed principles and structure are as follows:

· Developing robust indicators that will be credible with clinicians and capable of capturing important information on outcomes is a major task and will require significant investment. Achieving all of this and being able to make meaningful international comparisons is even more challenging.

· The collection and publication of information for inter-provider comparison and for analysis of the impact of particular providers or intervention on outcomes, requires inter-provider consistency in data collection, systems and processes.  This could be relatively expensive and place a significant new burden on the NHS. Ways of assessing the costs and benefits of data collection, and minimizing the costs, will be required.

· It may be more difficult to develop outcome measures and indicators in some areas than others.  The outcomes framework must not focus disproportionately on those areas where it is easiest to develop measures.

· Safeguards will need to be put in place to protect against resources being deflected away from areas where more cost effective improvement would be possible toward those where indicators have been developed

· It will not be easy to attribute the relative contributions of the NHS, public health and social care to outcome indicators but in order to facilitate funding decisions for the allocation and redesign of services a clear methodology is required.

· Overreliance on targets has had some unintended negative consequences, but the targets themselves have often been successful in focusing attention on things important to patients, in particular reduced waiting times.  Good access is a quality outcome itself, and should be given weight alongside clinical outcomes.

· The outcomes framework needs to recognize and support the alignment of good clinical outcomes and whole system objectives (for example ensuring the affordability of the whole system, reducing health inequalities, modernizing the structure of healthcare delivery).  

· It requires clarifying how the outcomes framework will be used in the performance management of commissioning consortia, and how quality standards will relate to registration, contracts, accreditation schemes, professional development and revalidation etc.

· Quality standards will need to be developed and presented in a way that makes it easy to incorporate them into contracts and service specifications. Incentives and penalties included in contractual and other mechanisms (including the GMS contract) need to be aligned with the outcomes framework.

· More rigorous performance management of providers to ensure they are practicing in line with such quality standards would be one way of improving outcomes for individuals and groups of patients once identified as needing treatment.  However, it is not clear that this is the expected role of local commissioners in future, or that they would have the resource to do it. Our assumption/understanding is that GP consortia would be expected to incorporate nationally agreed quality standards into contracts and to take action where they are not being met, but that the onus would be on providers to ensure they meet these standards rather than on commissioners to monitor them. 

· This model may work well for some individuals/conditions/interventions, and we support a model that emphasizes the responsibility and accountability of providers for the quality of care they provide.  However, we do not believe that patient choice/GP referral behaviour will be a sufficiently strong lever to ensure providers are delivering evidence-based care and high quality outcomes in all circumstances.  Therefore, to assure quality effective regulation, strong strategic commissioning, informed scrutiny will all be critical.  

Regulating healthcare providers

The intention of the white paper is to build on the existing plural provider market to create a dynamic market system. It is envisaged that all NHS providers will either become social enterprises or become, or be part of, foundation trusts (FTs). The NHS trust model will be repealed.  The intention is to take the state out of running (or any detailed involvement in) providers of NHS services and the proposals have significant implications for NHS providers’ access to capital, the approach to insolvency and failure and the creation of a level playing field between all providers, public and private.

The consultation paper also sets out how the Government wants the provider market to be regulated, with Monitor acting as the licensing authority and economic regulator promoting competition, while also being responsible for some elements of price-setting and supporting service continuity. 

Key points

· We are concerned that there has not been a sufficiently detailed approach to understanding the obstacles that some organisations have faced in achieving FT status, and the implications of this for the repeal of the NHS Trust model. It is not clear if the special administration and insolvency regime or takeovers will be sufficient to bring all NHS trusts up to foundation trust status, or what would then happen to those institutions and their patients.  It is also not clear whether the criteria for achieving FT status are being changed.

· There are concerns about access to capital for new market entrants.  In particular, how will asset light providers such as social enterprises be able to raise capital funding?

· The consultation paper does not pay sufficient regard to the relationship between Monitor and the new GP commissioning consortia. There are a number of points which emphasise Monitor’s requirement to consult or engage with the NHS Commissioning Board which we believe is right, but there also needs to a requirement to engage with GP consortia on decisions which will directly impact on them. This includes engaging GP consortia in making decisions on:

· proposed mergers/acquisitions of FTs

· special license provisions

· invoking licenses

· modifying tariff where requested by a provider

· We are concerned that the section on Monitor’s role in relation to anti-competitive behaviour of commissioners has been included in a consultation entitled ‘regulating health care providers’ and that this may therefore have been missed by many present and future commissioning organisations.

· We are concerned that the separation of responsibility for tariff structure (NHS Commissioning Board) from responsibility for tariff setting (Monitor) may lead to practical difficulties. There also needs to be greater clarity on what basis Monitor will set prices. While Monitor has a duty to ‘have regard to the need to make the best use of limited NHS and social care resources’, the way  this operates in practice will be crucial. Will the primary objective be to ensure provider or commissioner viability? So for example if activity is rising by 4% - should Monitor reduce prices by 4% given overall NHS spend is not rising; or should they share the risk between commissioners and providers; or is all this risk borne by commissioners?  We believe that prices should be mutually agreed by both parties, and that the Secretary of State should have reserve powers to intervene where agreement can not be reached or where an appropriate balance between the risks to commissioners and risks to providers is not being maintained.

· The suggestion of tariff as a maximum price is interesting, but it is not clear how well this can operate in an Any Willing Provider setting where patient choice is operating. There is a danger that variable prices would give commissioners incentives to promote the cheaper provider to patients rather than the highest quality provider.

· The proposals rightly put in safeguards for Monitor to prevent providers withdrawing unilaterally from services, leaving local commissioners with problems.  However the White Paper is less clear about who is responsible for ensuring continuity of service where either CQC withdraws registration or Monitor withdraws a license to operate. Do Monitor/CQC have a responsibility to ensure continuity of services in those circumstances or is it a local commissioner responsibility? If the latter then this reinforces the duty for Monitor/CQC to engage local commissioners in these decisions.

· The provider failure regime needs to be made more explicit. The logical end-point of freeing up the system and allowing choice and competition to shape the market is that at some point there will be hospital failures resulting from incremental change rather than, necessarily, any explicit decision by local people or healthcare professionals to de-commission the provider.  We are not clear whether this would be an intended or unintended consequence of the policy. 

· It is also not clear from the outlines published so far how the proposed failure regime will link into the commissioning and democratic accountability policies. 

· We are concerned that implementation of major supply-side reform during a period of disruption to the commissioning system will create a significant risk of supply-side domination resulting on over-supply and unaffordable growth in activity.

· We suggest that different approaches to market development and provider failure may be required for different types of services.  Some (those that are heavily reliant on capital and estate, have physical interdependencies with other critical services, require highly specialist staff etc.) need to be planned and strategically managed in order to achieve optimal efficiency and value, while in other cases efficiency and innovation will be driven by minimizing system oversight.  We will need to find ways of harnessing the benefits of easing market entry while guarding against the significant risks of over-supply.

· The reforms set out here, taken together, may signal the transformation of a quasi-market approach operating under NHS specific rules to a real market based on competition law regulated by Monitor through concurrent powers with the Office of Fair Trading and European competition law. We feel that the full implications of this shift are not spelt out in the consultation document and therefore will not be fully understood by consultees.

· In a more competitive environment we would expect to see more innovation coming from providers.  Strong clinical leadership in provider organisations will therefore be critical. 

· There are significant concerns about the loss of any system management responsibility under the proposed future arrangements.  In the short-medium term in particular, it may be harder to achieve the integration and cooperation that is crucial for keeping a grip on finances, delivering QIPP etc.  We feel that there still needs to be a ‘step-in right’ or ‘reserve power’ for those that are ultimately accountable for pubic resources to intervene if and when local systems gets out of balance.  Greater clarity is required on whether and where that right exists under the proposed arrangements.  

· It is not clear from the current proposals who will be responsible for the regulation of the primary care provider market, and how this will relate to regulation of the rest of the system.

Response from Trafford Council
With regard to the role of Monitor charging fees and setting tariffs, we have some concerns that:

· The charging of fees is the best way to fund regulatory functions. A general levy may be fairer and more cost effective to collect.

· Tariff setting by a regulatory authority – is this an appropriate or desirable role?

Strengthening democratic legitimacy in health

With the abolition of PCTs, the White Paper proposes significantly enhancing local authorities’ role and powers in relation to health. This is expected to make health services more democratically accountable through the involvement of locally elected councillors, which is seen as a benefit in itself. It is also expected to provide a perspective of local place and promote the integration of health, local health and adult social care services, as well as children’s services and other wider local services.

The underlying assumption in the proposals is that transferring functions to and strengthening the role of local authorities in health will automatically increase the democratic legitimacy and accountability of the NHS, and lead to better integration between health and social care services. 

Key points
· We welcome the focus on strengthening public engagement in and local accountability for the health service, but we are unclear how the new proposals will actually give local people more influence over decisions about NHS services which will be made by GP-led commissioning consortia. 

· We would like to see more detail on the proposed relationships and accountabilities between GP consortia and their own patient involvement structures, local and national HealthWatch, the NHS Commissioning Board and HWBs. While we believe that the best way of managing these relationships should be determined at a local level, organizations will need to have a common understanding of the parameters within which they are working. 

· It will be particularly important to ensure that while influence over commissioning and delivery decisions may come from various different sources and in different ways, responsibilities for decision-making, and chains of accountability are absolutely clear.

· At a time when major service change is going to be necessary in most parts of the NHS over the next few years it will be crucial to strike the right balance between robust scrutiny of re-design/re-configuration/prioritisation proposals, and the need for rapid decision-making and action.

· Relationships may be particularly complex in areas where the boundaries of commissioning consortia do not align with those of local government so that the decisions of the consortia impact on residents of more than one authority and vice versa.  The principles of commissioning being co-terminous with local authorities is strongly supported by the PCT in Trafford and its partners.
· It will be important to ensure that the proposed dual delivery and scrutiny role of the HWBs does not create conflicts of interest.  This will be particularly important where a local authority’s involvement in NHS commissioning is not just as a partner in joint commissioning arrangement, but extends to the provision of commissioning support services to GP consortia.

· We feel that more emphasis should be placed on the need for commissioning consortia to establish and develop their own public and patient involvement mechanisms.  It will be important to clarify so these arrangements will relate to Local HealthWatch.

· We would like to see further detail on how the new arrangements will relate to children’s services, and whether commissioning consortia will be statutory members of child safeguarding arrangements. The consultation paper asks about the how the HWB would relate to duty to co-operate through children’s trusts, although it is unclear whether this duty continues to exist.

· Given concerns about the loss of a ‘system manager’ within the NHS, there is some suggestion that the HWBs would assume that role in future.  This may help to address some of the concerns about loss of grip on and oversight of local health economies, but would make the questions raised above around conflicts of interest, powers and accountability even more critical.

· We would strongly emphasize the importance of understanding and managing interdependencies between health and social care and the need for integrated funding mechanisms as well as integrated service delivery.  In this context, we would like to see more detail on how place-based budgeting would operate, and enable the integration of NHS, public health and local government funding streams.   

Response from Trafford Council

Should local HealthWatch have a formal role in seeking patients’ views on whether local providers and commissioners of NHS services are taking account of the NHS Constitution?

Yes, it should, however, there is a lack of detail in the white paper over HealthWatch and the resources it would have at its disposal. The new role would ask a great deal of current LINk volunteers to undertake the responsibilities outlined in the white paper. If HealthWatch were not resourced properly then the public would be let down by the services it should provide. There is an opportunity for HealthWatch to be supported by volunteers, however, a small core of salaried staff with the requisite knowledge and expertise is essential to ensure consistency and capacity. 

If however, HealthWatch were to be supported solely by volunteers, these proposals do not adequately address the complexities of supporting individuals to exercise choice and control. 

There is a possibility that HealthWatch could create a conflict of interest between the independence of the body and the services it signposts to residents.     

Should local HealthWatch take on the wider role, with responsibility for complaints advocacy and supporting individuals to exercise choice and control?

This may create tension and confusion with the function of seeking views on local health and social care services. Experience tells us in Trafford that where Advocacy is included alongside review of services, disputes can arise and information can potentially be misrepresented by reflecting on individuals experience in the overall performance assessment of a service.

To deliver on both functions there would have to be a very clear differentiation between the two, reflected by the commissioning process and monitored accordingly. HealthWatch would require different personnel with different skills and competencies to deliver on both.

What needs to be done to enable local authorities to be the most effective commissioners of local HealthWatch?

There would need to be a clear service specification with clear outcomes reported to the LA on a regular basis to indicate any issues, etc. The process would need to be joined up with the Health and Wellbeing Board and informed by the knowledge of the market place in Trafford.

What more, if anything, could and should the Department do to free up the use of flexibilities to support integrated working?

There needs to be clarity in relation to expectations and parameters of flexibilities in relation to pooled budgets and commissioning arrangements. It will not be sufficient to refer to locally agreed arrangements.

Should the responsibility for local authorities to support joint working on health and wellbeing be underpinned by statutory powers?

Yes.

Do you agree with the proposal to create a statutory health and

wellbeing board or should it be left to local authorities to decide how to take forward joint working arrangements?

Yes, it should be a statutory board with clear lines of accountability. Local joint working arrangements will still be required but statutory approach will speed up the process and avoid delay.

Meetings should be held in public and have membership which extends further than the local authority and health providers but must include a clinician. 

Do you agree that the proposed health and wellbeing board should have the main functions described?

The Board must be scrutinised independently and be accountable to the public for the decisions they make and will require clear terms of reference to avoid confusion with regard to its responsibilities. The Board will need to be manageable to ensure delivery. 

Scrutiny arrangements which are already in place in the vast majority of LA’s should be applied to this body. 

We would add an Equality Impact Assessment function regarding the general scrutiny role.

Is there a need for further support to the proposed health and wellbeing boards in carrying out aspects of these functions, for example information on best practice in undertaking joint strategic needs assessments?

We would assume that the Board would be in a position to draw on the delivery of its main functions from within existing resources.

How should local health and wellbeing boards operate where there are arrangements in place to work across local authority areas, for example building on the work done in Greater Manchester or in London with the link to the Mayor?

Local health service provision must be kept at the level closest to the patient where ever possible. The local health and Wellbeing Board should be kept at the District level. This will not prevent joint working by agreement where a suitable case arises. By keeping arrangements at the local level the particular problems of that area will not be over ridden by others caused by fusing together.  

If Boards were to work this way, effective Scrutiny arrangements must be in place, e.g. Joint Committees to ensure public accountability but this would represent an extra layer of administration which is not necessary.  

Do you agree with our proposals for membership requirements?

It is essential to involve Voluntary and Community Sector partners, community leaders and citizens via eg, Citizens Reference Board, however, care must be taken to prevent membership becoming too large and hence unwieldy.

What support might commissioners and local authorities need to empower them to resolve disputes locally, when they arise?

Support of the Chair of the Health & Wellbeing Board. 

Support of a developed dispute policy – built in as a statutory requirement nationally, but informed by the local context.

Do you agree that the scrutiny and referral function of the current health OSC should be subsumed within the health and wellbeing board (if boards are created)?
No, transparent and independent public scrutiny is essential.  A body taking Executive decisions cannot scrutinise itself effectively whilst working in the public interest. Health OSCs must remain in place to hold to the Boards to account.  

How best can we ensure that arrangements for scrutiny and referral maximise local resolution of disputes and minimise escalation to the national level?

There need to be strong governance arrangements at the local level.
We believe the current system works well and so unnecessary changes should not be made.

What arrangements should the local authority put in place to ensure that there is effective scrutiny of the health and wellbeing board’s functions?

To what extent should this be prescribed?

Health OSCs have the necessary powers to scrutinise health providers and commissioners and must remain. To develop the OSCs powers to become more prescriptive would be helpful.  

What action needs to be taken to ensure that no-one is disadvantaged by the proposals, and how do you think they can promote equality of opportunity and outcome for all patients, the public and, where appropriate, staff?

The term ‘Inequalities’ is mentioned continually in the white paper but it doesn’t address how these are to be overcome. One solution would be to have a requirement to carry out Equality Impact Assessments.

The GP consortia should be held to account in the same way as the Health and Wellbeing Boards. That way, elected representatives could ensure that the principles of equalities are adhered to.   

Do you have any other comments on this document?

We welcome the proposals in principle and look forward to further clarity being provided in the near future.  

Commissioning for patients

The white paper and consultation document on ‘Commissioning for Patients’ set out a model for NHS commissioning consisting of a national, independent NHS Commissioning Board and local GP-led commissioning consortia, working in partnerships with local authorities through health and wellbeing boards.

The Commissioning Board will be responsible for allocating and accounting for NHS resources, promoting quality improvement and public and patient engagement, ensuring the development of GP commissioning consortia and holding them to account, and directly commissioning certain services that cannot solely be commissioned by consortia (including independent contractor services).  

Every GP practice will be required to be a member of a commissioning consortium that has sufficient geographic focus to be able to agree and monitor contracts for locality-based services, and that is big enough to carry financial risk. It is intended that consortia, once established, will be statutory public bodies. Each will have an accountable officer and a chief financial officer (although the latter could work across more than one consortium).  Consortia will commission most NHS services, deciding which commissioning activities they undertake themselves, which require cross-consortia collaboration, and what support to buy in from external organisations. 

Key points

· We welcome the vision that has been set out for an NHS in which local decision-making is led by clinicians, informed by evidence, high quality information and a strong patient voice, and judged according to its impact on health outcomes and service users’ experience.  

· Health service commissioning is a complex task, and requires significant capacity and expertise to do it well.  PCTs have been building up that expertise since the NHS was last reorganised in 2006, and their performance as commissioners has improved considerably in recent years.

· Many of the things that have prevented PCTs from being optimally effective commissioners have not been not to do with their own skills and capacity, but about the system they operate in.  Therefore, alignment of the objectives and responsibilities of GP commissioners with the policies on economic regulation and supply-side reform, democratic legitimacy, and public health policy, will be critical to the success of GP-led commissioning

Role, capacity, competence of GP consortia

· There are concerns (including from GPs) about the capacity and ability of new GP-led consortia to manage the commissioning task, particularly in the context of reduced management costs.

· Fundamental to addressing this concern is knowing what the commissioning task for the consortia actually is – what responsibilities will they have, what duties will be placed upon them, what will their legal status and operating framework be, how will they interface with the Health and Wellbeing Boards etc?  Until this is clarified, it is impossible to know what management resource is required; form needs to follow function.

· We recognise that GP consortia should not need the same management resource and infrastructure as PCTs because their role and governance will be different and not all PCT functions will transfer to them. However, there is some concern that policy makers and GPs ‘don’t know what they don’t know’ about PCTs’ current work, what functions may need to be continued, what they actually involve, and the potential risks involved in allowing them to simply ‘fall-away’ in the new system. In particular, there are questions over who will drive patient safety and quality improvement in the system, as this is a large element of what PCTs do now. 

· If certain functions that PCTs have carried out are not to be transferred to consortia, the accountabilities and requirement that have driven the need for those functions must not be transferred either.  For example if consortia are not supposed to monitor and scrutinise the quality of providers’ services in depth (because we will rely on choice, competition and transparent reporting by providers to deliver quality) they should not be held responsible for quality failures. 

· Exceptionally strong clinical and managerial leadership will be required in the establishment and development of GP consortia, and in the management of complex relationships between GPs, consortia, local government and the NHS Commissioning Board.  We feel that more emphasise needs to be placed on developing and supporting this leadership capability, and undertaking succession planning to ensure that future clinical leaders are identified and encouraged.

· The consortia will require access to a wide range of expertise, including skills in practice and organisational development, communications and relationship building as well as knowledge of governance and finance and more technical and transactional commissioning activities.  Although individual GPs will not need to develop all of these skills, a number will require support and training to develop strategic commissioning skills in order to run the consortia effectively, and to be an ‘intelligent client’ of commissioning support providers. 

· Participation in commissioning consortia will require GPs to deal with new forms and levels of accountability that are very different from their professional responsibilities and accountability.  In particular public accountability for rationing and prioritisation decisions for whole populations is different to, and potentially in tension with, accountability to individual patients, and responsibility for major service reconfiguration is different from leading relatively small scale service and pathway re-design projects.

· Work will be required both to develop relevant skills among GPs to undertake these tasks, but also to address some of the professional ethics and accountability issues that new responsibilities will raise.

· In this context, we feel that more emphasis needs to be placed on the need for good corporate governance of the commissioning consortia, and more attention needs to be given to what this might look like.  This includes articulating in more detail the status of the accountable officer and the implications for them of organisational failure.

Authorisation criteria for consortia

· We believe that practices should be able to decide for themselves what size and form their consortia will take, and that no minimum (or maximum) size for a consortium should be prescribed.  However, such decisions must be taken with due consideration of economies of scale, critical mass, management of financial risk and the management cost envelope. Decisions  will need to be assured in a rigorous way, albeit light-touch. 

· Consortia need to be presented with information about what is expected of them, and evidence on what resources this might require and what risks are involved before they make decisions about their size and constituency.  PCTs have a role over the coming months in ensuring that GPs are given as much of this information as possible.

· There should be a process of assurance in which consortium proposers have to explain their proposals and how certain requirements will be met.  For example, proposals for very large consortia should have to demonstrate how they were planning to ensure the engagement and ownership of all GPs; those proposals for small organisations would have to demonstrate how they are going to manage financial risks and achieve sufficient purchasing/bargaining power; if a proposed consortium does not sit neatly within a local authority area, it would have to set out how partnership arrangements with local government would be managed.

· The potential impact of the size and constitution of proposed consortia on equity of access and outcomes should be taken into account when authorising consortia.
· Models in which federations of consortia come together to share certain functions and pool elements of their funding could provide solutions to realising the benefits of smaller, locally-focussed organisations and larger organisations able to bear more risk and achieve economies of scale. 

· It is not clear whether anyone other than the NHS Commissioning Board has a role in authorizing consortia.  Do local patients or members of the public have any influence over the decisions?

· Further thought and detail is required on the extent to which competition between consortia (and/or the management and leadership of consortia) will be possible and encouraged.  If it is intended that patients will increasingly make decisions about practice registration on the basis of the performance on commissioning consortia, then a move toward more individually risk-adjusted funding models will be required.
· Establishing fair share allocations for consortia could be extremely complex, and failure to find ways through this could seriously undermine the policy.  The move toward fair-share funding targets has so far been very slow.
· We are clear that if GP consortia are to receive the funding for all local health services they must also take on all of the existing commitments and liabilities that come with it.  This needs to be clearly articulated now so that GPs can start to work with existing commissioning organisations to develop plans for dealing with historic deficits and other local pressures.

· As well as an authorization process, a failure regime for commissioners is required, and may be even more important than a failure regime for trusts.  As part of this, a definition of the break-even duty that will be placed on consortia needs to be provided (will an annual break-even position be required?)

Tackling poor quality and promoting excellence in general practice 

· One of the things that consortia will have to understand in agreeing their size and membership is what responsibilities they will have for, and what levers and sanctions they will have over, constituent practices and how effective these will be.

· If consortia are not directly holding the GMS/PMS contracts of local practices, they will need some other powers to intervene when their performance as primary care providers is impacting on the ability of the consortia to meet its commissioning objectives.  They will also need to understand what incentives they can use to promote continuous quality improvement and innovation within primary care.

· This will require an effective relationship between the NHS Commissioning Board and Commissioning Consortia which is not just about the former holding the latter to account, but which recognises that they will sometimes need to work together to achieve improvements in local primary care delivery.  

· The role of the CQC is registering and inspecting primary care providers, and how it relates to the NHS Commissioning Board and commissioning consortia in this regard, also needs to be better understood.

Commissioning services from constituent practices 

· There is a view that the biggest potential gains from this policy are associated with GPs developing new and/or better services in primary care.  The things GPs can do differently in managing demand for specialist services are largely related to their role as providers – e.g.  focusing more on primary and secondary prevention, and reducing referrals/acute contacts by managing more in primary care/providing more services themselves. 

· As well as having the ability to deal with poorly performing primary care providers, consortia should be able to commission services ‘over and above core primary care’ from their constituent practices, and from provider organisations formed/owned by them, as long as the process for doing so is transparent.  This could include operating open-book accounting so that the financial interest of all relevant parties could be subject to scrutiny, ensuring that procurement processes are managed by independent entities where necessary, and ensuring that patients are offered choice for all non-core primary care services. 

· In practice, however, it is very difficult to define what is ‘core’ primary care, and what is ‘over and above’ the contract.  Establishing this line is critical to the discussion of how to handle conflicts of interest (and is related to re-negotiation of the GMS contract), but we need to manage this without the system becoming overly bureaucratic and stifling, rather than encouraging, innovation and entrepreneurialism.

· It is not clear who will actually scrutinise this and carry the can if such conflicts aren’t handled appropriately?  The NHSCB? Monitor? Local government?

Regional and specialised commissioning

· We agree that the commissioning of designated specialised services needs to be done at a regional or national level.  However, we suggested that this could done by ‘federations’ of consortia, rather than directly by the Board (expect for those services provided to such small number of people that the involvement of GP consortia in any way would be meaningless and tokenistic).   

· If specialised commissioning is done by the Board, the relationship between the Board and the consortia will have to be clarified – is the Board acting on behalf of consortia and to their brief, or is it a completely separate (and top-sliced) function?  If the latter, how are the connections between consortia-level and Board-level commissioning activities managed (and cost/risk shunting avoided)? 

· There are some services that are not designated ‘specialised’ but that can be high cost and potentially complex (for example for some people with learning disabilities who also have severe mental health and/or physical health problems).  Confidence in GPs ‘ability to commission (or provide) this type of service effectively or appropriately is not necessarily high.  What are the appropriate models in these cases?

· The consultation document identifies certain services beyond the specialised services definition set that will be commissioned directly by the NCB (maternity, paediatrics).  We do not feel there is a clear rationale for this, and have concerns that separating these commissioning responsibilities from the consortia will create practical difficulties given the local nature of the services.  On the other hand there are some services (in particular emergency ambulance services) that we feel should be commissioning by, or with the NHS Commissioning Board rather than by individual consortia.

· There are some concerns about the most vulnerable and least visible individuals, and whether GP consortia will be best placed to commission services for them.  Although the policy states that consortia will be responsible for, non-registered patients, how will they know who and where they are, and what services they want and need.  This links to questions about the consortia involvement in the JSNA process, and wider involvement in the Health and Wellbeing Boards.

Transition to new commissioning arrangements

· New commissioning systems will take time to establish and will take time to bed in once put in place, before they start delivering better efficiency and quality.  Meanwhile, financial pressures will start to seriously bite in the NHS from April 2011 as real terms inflation funding will be significantly lower than recent growth. 

· It is therefore important that we make sure the existing system simultaneously manages this financial pressure effectively while supporting the transition to give commissioning consortia a fighting chance of success. 


· To this end during the transition period it will be important to minimise the risk of talent drain from commissioning organisations.  A good HR framework is required to help manage the transition and ensure staff with the skills and expertise needed are retained. 

· We also need to identify and agree things that PCTs can stop doing now; engage GPs in tacking current financial and service challenges by promoting devolution of decision-making and budget holding within existing PCTs to PbC groups as quickly as possible, and encourage real-time evaluation and dissemination of learning about the opportunities and risks.  

· While local GP-led commissioning systems are being strengthened, it may also be necessary to drive provider cost reductions through more central (e.g. contractual controls).

· During the transition period, the focus should be on managing the bottom-line - the overall costs and sustainability of the system.  The opportunity costs associated with dramatic and rapid reductions in management resource need to be acknowledged and a rationale approach to whole system cost containment must be taken.

· The re-negotiation of the core primary care contract will be critical to the success of the proposed commissioning reforms, and therefore needs to happen quickly.

Response from Trafford Council

· With regard to GP consortia, there should be an indicative minimum / maximum size linked to local conditions and reflective of local demographic profiles.

· Currently, the borough boundary is co-terminus with that of the PCT. Any flexibility to include practices from outside the current area would need to be linked with the local JSNA and local Health and Wellbeing agenda. This should require a business case outlining Value for Money benefits through clearly identified shared priorities and more efficient commissioning based on collaborative approaches. There would also be a need to manage risk locally, with regard to any move away from local services.

· Features that should be considered as essential for the governance of GP consortia should include budgetary control and accountability, the development of a robust commissioning and market management model, robust monitoring linked to patient outcomes and Value for Money. GP consortia can be supported in developing their own commissioning capacity and capability through partnership agreements with LA / Voluntary and Community sector & PCT to deliver on their behalf. This approach would keep market prices down, retain stable markets and draw on established excellent practice and knowledge with regard to commissioning in Trafford. This approach should be co-produced with citizens and local communities, and citizen / patient involvement should be an integral part of the evaluation process of external providers.

· GP consortia must be accountable and monitored, whether by Health and Wellbeing Boards or HOSCs, to ensure that they are consistent in promoting equality and reducing avoidable inequalities in health. 

· GP consortia must build on current relationships between health and local authorities. There is potential to build on existing good practice, such as the current partnership approaches linked to Big Society and Vanguard practices with regard to Integrated Care Services and joint work around telehealth with local practices. These need to be utilised and developed to ensure that support is person centred, personalized and focused on delivering improved health and wellbeing outcomes. Furthermore, the emerging commissioning ‘Academy of Excellence’ in Trafford, led by the LA, would be an effective vehicle for multi-professional, effective, sustainable commissioning.   

General response to the companion consultation documents from Trafford Council

We strongly support the proposals to transfer the responsibility for improving public health to local authorities. This function is consistent with the current and historic role of local government in health improvement and public health and recognises the strategic role of councils to address the broader determinants of health.

Whilst there is recognition that councils will require additional funding and resources to undertake this role there needs to be clarification as to the level of resources to be allocated to authorities to meet these proposed duties. It is noted that these resources will be allocated according to a needs formula and will be ring-fenced.

There is a concern in Trafford as we are seen as an affluent Borough and do not do well from current central government funding formulas and consequently that the ring-fencing of these resources could be a barrier to a whole system approach. Mainstream services such as housing, transport, leisure make substantial contributions to public health and health improvement. Should this ring-fence be in place there is a danger that LA’s may see this as the total budget for public health activities and place constraints on wider services making future contributions, which would be the case if there is financial flexibility.

Personalisation of healthcare will require patients and service users to be well informed, empowered and supported to make choices about their care. It is, as adult social care well knows, more than simply giving people personal budgets. It leads to change in the professional / service user relationship and users become their own commissioners to make decisions and purchase services that best meet their needs. As stated earlier in this document, LA commissioners have a wealth of experience, expertise and, certainly in Trafford, excellence in this area and have a key role in supporting patients / service users in this respect.

By utilising the structures, expertise and local knowledge already in place the NHS can become more responsive to the patients it serves.

‘Equity & Excellence: Liberating the NHS’

A response from staff working at NHS Trafford to the companion consultation documents

Summary of consultation activities with staff at NHS Trafford

	Consultation activity
	Date of activity
	Who was involved
	Numbers involved

	Staff briefing
	16 sep 10
	Promoted to all PCT staff via intranet and branded White Paper staff bulletins 
	Approximate attendance: 100 people 

	Online staff survey
	17 sep 10 – 1 oct 10
	Promoted to all PCT staff via intranet and branded White Paper staff bulletins 
	14 members of staff completed the online survey

	Staff focus groups
	20 sep 10: two sessions

22 sep 10

27 sep10

29 sep10: two sessions

30 sep 10
	Sessions were themed by directorate / team and all sessions were promoted to all PCT staff via intranet and branded White Paper staff bulletins 
	Approximately 70 staff across all 7 sessions

	Anonymous Q&A section on intranet – for engagement relating to the White Paper consultation and local implications, but will also be used going forward as part of an ongoing engagement mechanism through any period of transition 
	Throughout September/October and still running
	Promoted to all PCT staff via intranet and branded White Paper staff bulletins 
	Available to all staff


 Establishing Healthwatch

	Group
	Question
	Summary response to each question

	Staff


	What needs to happen for local HealthWatch to fulfil its new functions around health complaints advocacy? 
	Discussion group responses:

· Need to understand what local means. Will Healthwatch be both health and social care? If not, it needs to be. Huge training development issue to fill skills gap to ensure the service is fit for purpose. Look at existing skills in the system.

Online survey responses:

· They need to be fit for purpose and have teeth. The current advocacy service is poor in terms of ability to truly represent someone and to me they call themselves advocacy but aren't in the true sense of the word.



	
	What needs to happen for local HealthWatch to support people making choices, in particular to support people who do not have the means or capacity to make choices about their care?
	Discussion group responses:

· Healthwatch needs to identify who does not have the capacity to make choices about their care
Healthwatch needs to understand choice issues, including what choice is available and how to exercise choice
Outreach programme both national and local level to ensure public awareness of healthwatch
Need correct / adequate level of resources to provide an effective service
Careful consideration needs to be given to how healthwatch will offer support to those who are unable to find out information for themselves / self-advocate

Online survey responses:

· Need to ensure that other agencies are used and that they work in partnership to make sure all members of the community are represented.



	
	How should local HealthWatch work with the local authority and GP consortia to influence commissioning decisions?
	Discussion group responses:

· Patient rep group - wide spectrum of members to cover BME and E&D. Ensure accessibility, patients have varied routes / forums to be heard. Use charities to deliver message and engage with different backgrounds, ages, ethnicity. Use charities as mentoring schemes - educate public about needs of Trafford patient (eg living with disability / deafness / impairments etc)

Online survey responses:

· They should be the genuine voice of local people not a specific few who always speak up at these types of organisations.



	
	What needs to happen for local Healthwatch to support the needs of vulnerable people – such as older or very frail people?
	Discussion group responses:

· Need resources to engage with groups who lack capacity to make decisions.
Links with agencies that take decisions / deliver health and social care services.
Question: where will the PALS and complaints function that is carried out by PCTs sit in the future?
If the primary care PALS and complaints function transfers to healthwatch then why should the secondary and tertiary PALS and complaints remain there?

Online survey responses:

none


Commissioning for patients 

	Group
	Question
	Summary response to each question

	Staff


	How can GP consortia best be supported in developing their own capacity and capability in commissioning?

	Discussion group responses:

· By employing PCT staff!
Working closely with current commissioning managers
Having a structured handover period
training and development initiatives to understand what their role is and how they are accountable
Finance awareness / budget skills

· Depends on what are consortias going to look like? Needs a sound commissioning approach and to understand what commissioning is.

Online survey responses:

· That depends on what functions the GP will actually perform within the Consortia. Will they be hands on, or will they act like a Board to provide oversight? If oversight, then I feel that there is a need for them to understand the breadth of the tasks the PCT completes, and the frustrations we all face. GP's are intelligent and knowledgeable - they will be able to understand what they need. The obvious ones are:
Legal issues (inc. procurement)
Contractual detail
Statutory obligations
Relationships with other providers
Service redesign
Performance management (detailed, rigorous scrutiny with penalties for non compliance)
etc.

I would imagine a skill gap analysis vs a proposed future state would provide some answers regarding capabilities.
Leadership training may be of benefit for some, as the softer skills are sure to play a part in the internal politics of the future.
Clear governance will be needed to give them a framework to work through. A concern is that creating clear governance against a backdrop of shift interpretation could result in something that is not fit for purpose.
With regards to capacity - this will require incentivisation or movement from practice to management roles for a selected few (considering the cost implication of a GP salaries would be similar to an exec of a PCT)

· There has to be open communication between the consortia and commissioning, at present it appears to be a bit cloak and dagger!

· think they need to be clear in regards to their objectives and goals, and need to have an audit and data quality plan in place.. need to decided what support mechanisms they need in place to best help to support them.

· A stocktake of existing information systems, skills, knowledge and experience and current developmental implementations needs to be assessed to prioritise those that are most beneficial to consortia. A needs assessment can then be carried out to identify knowledge or Information gaps that may be addressed in a number of ways, ideally using existing expertise.

· To start taking the workload now supported by the commissioning arm of the PCT.  Commissioning should include performance and financial risk control

· having people who understand the processes needed to save money



	
	What support will GP consortia need to access and evaluate external providers of commissioning services?   


	Discussion group responses:

· They need a commissioning / business team, financial support, contracts team, medicines management, estates, informatics support, links to providers.

· contract and performance management - through regular reviews of outcomes and services delivered
open book policy to see profit made by companies - profit reinvested into regional healthcare
KPIs and QIs

· Good information (community services traditionally not good at collecting), IT and systems implemented in providers, Training, Access to data - acute and commissioning, Links and relationships, Robust infrastructure, Benchmarking data

· - reports showing performance of current services of external providers
- need to know current demand of service
- overview and understanding of current commissioning services
- information analyst support to analyse all data sources
- understanding of different data sets/sources
- cost of current services provided
- GP consortia duties and responsibilities clearly defined

Online survey responses:

· Managers with established relationships with providers who can produce:
A clear list of all services provided, 
Redesigned care
Contracts for all providers
Accurate Data (outcome focus)
Service reviews and performance management

· Commissioning need to provide the consortia will a full list of every thing that is provided from the PCT and particularly commissioning for them to understand the scale of the task involved.

· information and support

· Robust Information on planned and actual activity, finance, performance, quality benchmarked against other providers where possible.

· access to the different IT and information basis of information. an understanding of the interpretation and manipulation of data.

· Robust tendering support, register of approved contractors, nationally agreed tariffs for independent contractors.

· I would expect external providers to be marketing themselves to GP consortia. Performance and Information Analysts will be able to provide facts about the provider's ability to deliver quality health outcomes and Finance staff the ability to ascertain average cost.



	
	In what practical ways can the NHS Commissioning Board most effectively engage GP consortia in influencing the commissioning of national and regional specialised services and the commissioning of maternity services? 


	Discussion group responses:

· ensure clinicians are on board from the beginning

· How will this effect local services? Again, fear that services will not be available locally for the Trafford population.

Online survey responses:

· Legislation or incentives.

· Give examples of tried and tested processes throughout the world. Gather information of the skills that are within Trafford within each practice. Not all GPs are just GPs some have specialist interests and could be trained to give enhanced services at a lower cost than secondary care. Use the experience and clinical capabilities of the Trafford team.

· speak with the GP's and discussions and provide information

· building relationships with the consortia and having transparent systems in place around decision making.



	
	Are there other activities that could be undertaken by the NHS Commissioning Board to support efficient and effective local commissioning? 


	Discussion group responses:

· Difficult to say as we don't know their remit yet, but regional or national commissioning would be more cost effective and establishment of national tariffs in all treatments.

· NHS commissioning board - regional or national? Will they require a local commissioning board?

Online survey responses:

· Larger footprint services could be co-ordinated and procured at a more regional level to reduce the time spent getting all the local consortia to see eye to eye.

· Highlight high and low refers; 
Highlight the cost differences between secondary care and primary care
Highlight every referral where it was unnecessary and fine them!
Made radical decisions - People over 85 yrs, don't get new body parts, people who smoke and drink alcohol - don't get IVF.



	
	Should there be a minimum and/or maximum population size for GP consortia? 


	Discussion group responses:

· NO - not relevant

· Yes, depending on health inequalities and value for money.

Online survey responses:

· Yes, too small and they will have no traction in the system and overheads will be unsustainable. Too big and they will be no better than PCTs at commissioning services that are for their local area.

· Minimum should not be lower than 50,000. The population of Trafford need to remain as one as not be separated by how good a consortia is. This would change Trafford into a post code lottery area depending how good your consortia was.

· think for Trafford they should have a one for Trafford North and one for Trafford South, as both areas have different issues, but they can work together also..

· Yes, minimum of 200,000. Any larger and it is difficult to respond to and plan for the needs of the local population. Consortia need to work in parallel with Local Authorities so their commissioning intentions should in some way be focused on similar geographical footprints.

· no



	
	How can the NHS Commissioning Board and GP consortia best work together to ensure effective commissioning of low volume services? 

	Discussion group responses:

· Regional effective use of resources policy for all regional consortias to be managed by commissioning board

· establish community guidelines, local commissioning consortia to support GP consortia - ie commissioning managers, contract managers, finance managers and performance

Online survey responses:

· Review the PBR tariff arrangements to ensure they are fit for purpose within the new system. With particular regard to low volume services, use of social enterprises, charities etc. should be encouraged where cost effective.

· Keep highlighting to practices effective referrals. Question each referral. Encourage GPs to go through referrals together and see if it is necessary or if it has been done 'just to keep the patient quiet'.

· Give examples of tried and tested processes throughout the world. Gather information of the skills that are within Trafford within each practice. Not all GPs are just GPs some have specialist interests and could be trained to give enhanced services at a lower cost than secondary care. Use the experience and clinical capabilities of the Trafford team.



	
	Are there any services currently commissioned as regional specialised services that could potentially be commissioned in the future by GP consortia?


	Discussion group responses:

· Bariatric surgery (NWSCT)
CAMHS
Mental health services
Neuroscience
Hyperbaric (diving accidents)
termination of pregnancy
sexual health
cancer services / treatments
some medicines via GMMG

· Need to consider public health white paper
local authority involvement
commissioning services regionally - local input? i.e. networks

Online survey responses:

none

	
	Where can we learn from current best practice in relation to joint working and partnership, for instance in relation to Care Trusts, Childrens Trusts and pooled budgets?  What aspects of the current practice will need to be preserved in the transition to the new arrangements? 


	Discussion group responses:

· continuing healthcare and funded nursing care management needs to be kept as a stand-alone service due to its unique and complex nature

Online survey responses:

· We can't learn much regarding joint working across health and social care from within Trafford - we got a red flag for it...
Aligning social care and health care services which serve citizens who have Long Term Conditions is vital - having different commissioners overlapping and over resourcing citizens is not sustainable, collaboration and lean processes are required to deliver a sensible approach to this group who cost the health and social care system the most.

· Relationships will all providers of services whether NHS, Private or voluntary still need to be maintained.  We need to understand fully what services each provider supplies and ensure there is no cross over of roles. Contracts must thorough, realistic and have robust audit tools within them.



	
	What safeguards are likely to be most effective in ensuring transparency and fairness in commissioning services from primary care and in promoting patient choice?


	Discussion group responses:

· Everyone has to be charged NHS tariff and not locally agreed to ensure consistence of charges and promote patient choice - if not the same price, choice won't be there
Nationally agreed commissioners of specialist services such as bariatric surgery, neuroscience, etc for consistence charging

· commissioner / provider split, patient choice and commissioning don't sit well together, purpose of the commissioning board?

· corporate governance - GPs should declare any interests so this doesn't present a conflict when the consortia make decisions about commissioning a service or drugs etc.

Online survey responses:

· All communication with the public to be available in a variety of languages, and culture specific
Openness with the public how things are going and how decisions are made.
Clear and concise policies - no woolliness that there is now within every single document.

· Robust internal tender arrangements and appropriate external regulation.

· The establishment of a Project Board set up for each investment decision with representation from the interested departments. Clear Goals established for each investment which "fits" with the objectives of the consortia. A thorough tendering process undertaken with sealed bids with appropriate advertising to ensure all potential interested bidders are informed. Any individual with a potential conflict of interest should not be selected on a Project Board.
Safeguarding choice could conflict with cost reduction. Free, quick, transport for Trafford residents to CMFT and Wythenshawe would increase choice in the short term.



	
	What arrangements will support the most effective relationship between the NHS Commissioning Board and GP consortia in relation to monitoring and managing primary care performance? 


	Discussion group responses:

· Performance management framework - balance scorecard, KPIs
Effective communication
Understanding where accountability lies
Account management (finances)

· GP consortia will be responsible for commissioning services locally and may well be responsible for providing the services, therefore how can they be responsible for monitoring the performance? 
With regards to NHS commissioning board, how will they know what services need to be commissioned for local population and that the need has been met?

· Clear corporate governance framework that highlights accountabilities and responsibilities of both organisations that define roles and relationships is essential.
Learning lessons from past changes in relation to areas that have not worked.
NHS board must have some sanction if GPs are not performing.

· GP consortia will have a role in driving up the process of GPs, what standards are going to be used to measure themselves.
Learning lessons from previous systems such as QOF
NHS commissioning board needs to have powers if the GP consortia does not work.

Online survey responses:

· legislation and incentives.

· Openness and honesty. An overall agreement of who is responsible for what and when. 
Complete participation of all GPs to be compulsory. Non attendance to be addressed and solved and not left to fester.



	
	What are the key elements that you would expect to see reflected in a commissioning outcomes framework?
	Discussion group responses:

· value for money, address health inequalities, clearly defined plan and timescales, delivering health improvements, providers deliver cost effective evidence based service.

· health improvements, 100% access to services, reduced early death, value for money, patient choice.

· Things that can be measured, survival, mortality, quality, patient experience, things that matter to patients and carers.

· No decision about me without me, mortality rates, outcome led and not process/target led, value for money, locally agreed/designed services tailored to the population.

Online survey responses:

· The European Foundation of Quality Management has produced the Business Excellence Model - a framework of 9 areas that cover the full range of organisational activity, it is divided into two parts: Enablers and Results. I would propose that consideration of this "balanced scorecard" approach could work well, as it enables focus on outcomes, whilst not loosing site of the factors that drive the outcome (which would be an easy pitfall in the move to outcomes focus). The enabling 5 areas are:
Leadership
People
Policy & Strategy
Partnerships & Resources
Processes

These enablers deliver the 4 result areas:
People Results
Customer Results
Society Results
Key performance results

The "key performance results" area could be broken down a number of ways: disease area, demographic group, locality, provider. It would then be a case of prioritising all the outcome measures by understanding what is important to Trafford people.

The real kicker will be actually gathering outcome data that isn't 12 months out of date, designing the processes to do this in itself will probably need measuring (or building into contracts...)

· Increased life expectancy with patients with chronic illness 
Increased life expectancy with patients with LD or MH
Health plans for all patients that show their improvement and outcome of treatments

· Clear, measurable goals and indicators with clear methodology and thresholds that are stable over a period of time and not changed to suit the political climate.

· Maximise length of quality life years - everything else is a subset of this.



	
	How can other primary care contractors most effectively be involved in commissioning services to which they refer patients? For example, the role of primary care dentists in commissioning hospital and specialist dental services and the role of primary ophthalmic providers in commissioning hospital eye services.
	Discussion group responses:

· will GDPs set up their own consortia the same way that GPs are? Who will contract manage and performance manage GDPs?

Online survey responses:

· The introduction of dental/optical homes would be the way forward. They  could be used to recruit, train, and employ new clinicians (for set contract times (5/7 years) creating a team of NHS trained clinicians on a rolling programme that supports new graduates from medical schools and creates an NHS team for NHS patients.



	
	The consultation outlines the following as likely criteria for managing financial risk: Are these the right criteria for an effective system of financial risk management?
	Discussion group responses:

· The proposed criteria are vague which allows for different interpretations and room for manoeuvre re: policies.
Not having money held back as a contingency conflicts with minimising exposure to uncontrollable risk as contingency is needed in order to deal with this. 
Need to ensure clinicians commissioning services understand the financial implications of each referral they make - perhaps provide financial training for clinicians. 
The 'maximum proportion' of funds is 100% - better phrase would be 'optimum proportion'. 
The system will operate more effectively by people analysing information. 
Would like to see 3 year funding cycles brought in (even if provided in annual instalments) which would give flexibility to carry money forwards/backwards between financial years
Ensure there is a disciplinary process for GP practices that don’t adhere - ie if a practice consistently prescribes branded drugs rather than cheaper and optimum alternative, how is this enforced?

Online survey responses:

· I think they are but we need to see how they are to be achieved. For example, what happens to a GP consortia that overspends? What are the sanctions? Are they personally liable for the deficit? If not then it's just fundholding again or we will have PCTs/consortia that are too small to manage the problem. Governance is a big part of this as well.

· "allowing for the maximum proportion of funds to be allocated direct to patient services".
Taken literally this means 100% and therefore no funds to manage financial risk . "Maximum" could be replaced by "optimum" although the risk of less (or more) than the optimum level of funds being allocated directly to patients is operational risk rather than financial.



	
	What support will GP consortia need to help them manage financial risk?
	Discussion group responses:

· Financial support
Information systems for contract activity data
training to ensure clinicians understand the financial implications of the referrals / prescriptions they make.

Online survey responses:

· Managing financial risk extends beyond financial expertise and pulls in commissioning, contracting, information and service re-design expertise. Creating effective services for patients should not be separate to managing financial risk. GP consortia will need a sound team containing all these elements that has a local overview of the consortium and can work with agreed priorities.

· People to explain where the funds are currently being allocated. Analysis of trends to predict future spending patterns and explanations of the success, or otherwise, of schemes designed to reduce cost.

· Financial experts



	
	What features should be considered essential for the governance of GP consortia?
	Discussion group responses:

· The management of patient safety, particularly the management of serious incidents requiring multi-agency working and coordination of root cause analysis when these incidents span across GP-acute-provider-social services.
GP will need a corporate governance structure / infrastructure to ensure accountabilities are robust, transparent and in line with national financial and corporate guidelines. 
HR framework will be needed to ensure that they have a robust training needs analysis in relation to their new roles as commissioners and perhaps employers.
How GPs monitor outcomes in terms of patient safety experience and effectiveness will need to be addressed, expertise, structures and process will be needed to support this especially when GPs will be providers as well as commissioners - lines of accountability will need to be clear.

· HR framework?? Corporate support services.

· Current legislation and existing frameworks will need to stay.
GMC?
Accountability to commissioning board and healthwatch.

· Information governance, risk management, patient experience / complaints, facilities, communications and engagement (managing change / public), centralised admin function, training / education, contracts / finance and performance management.

Online survey responses:

· Ensuring that jobs that revolve around legislation, compliance and ensuring that Frameworks are met are made secure and given priority




Transparency of outcomes

	Group
	Question
	Summary response to each question

	Staff


	How can the proposed Outcome Framework support equality across all groups & help reduce health inequalities?
	Discussion group responses:

· Specific actions and targeted support to various equality target groups to inform and support behaviour change. Such support and information should be relevant to the health experiences of those groups. 
Do not take a 'one size fits all' approach to increasing life expectancy.

· By measuring trends in inequalities

· Need to monitor inequalities
Understand how they can make a difference to inequalities
Need population segmentation
Using best evidence / practice
Need a public health outcomes framework.

Online survey responses:

· It can support Equality as there is a focus on supporting those groups of people whose health is worse, therefore closing the health inequalities gap. A more targeted approach with targeted outcomes will help reduce inequalities.



	
	How can the proposed outcomes framework support the necessary partnership working between the future Public Health Service and social care services?
	Discussion group responses:

· Proposed outcome framework will give a direction for any partnership working by having clear outcomes to work towards
Partnerships with LA departments other than social care services would be more relevant to preventing premature death
Unsure where social care services are involved in points 1 and 5 since these are about promoting healthy lifestyle choices?

· Prevention. Joint outcomes through health and wellbeing boards. Social care contribution. 
Concern about GPs - need to communicate effective public health intervention.

Online survey responses:

· The outcomes framework will enable a focus on tackling Health Inequalities, therefore the Local Authorities work in the wider determinants of health, will influence health behaviour and healthy lifestyles as well as health culture. The framework will ensure recovery from ill health is followed by support in the social care setting. Therefore the partnership between Physical and Mental health will be closer, more streamlined and more effective.



	
	Do you agree with the proposed design principles for developing outcome indicators for the NHS Outcome Framework? Are there any missing


	Discussion group responses:

· It is important to measure processes as well as outcomes because 1) efficient processes are important to patients and 2) efficient processes drive better outcomes. 
All areas should be measured and improvement sought - lack of evidence that the area can be improved should not preclude it from being improved.
Indicators that are meaningful to the public is helpful but not essential. 
Why April 2011?

Online survey responses:

· I think we need to resolve the tension between the Department of Health relationship with the voting public and the NHS's assessment of what represents value for money.

· "are meaningful to the public" - This can't be measured with any certainty. It may be possible that information may be too complex for the public at large to be engaged in a meaningful way. In this instance it would seem strange too dismiss it as an outcome indicator.



	
	Are there any other possible methods or approaches for selecting improvement areas and outcome indicators?
	Discussion group responses:

· Keep politics out
Clear performance appraisal for everyone employed by, or contracted by, the NHS
More routine, more comprehensive measurement of collecting patient feedback after each healthcare episode - ie not just complains, we need to hear what's gone well too

Online survey responses:

· There are a couple of things at odds here - the expansion of patient choice/influence and the move towards a clinician led/managed NHS. As things currently stand applying each of the above as the overriding priority might produce a different outcome/path for the patient. Therefore although we are measuring processes and not outcomes, the processes may be hindering the outcomes at present. For example a patient may be told by their GP that they do not need a particular treatment but may feel strongly that they do. Unless their rights to appeal are aligned with the PCT's right to uphold agreed commissioning priorities, the system does not work.

· Have some narrow indicators. If we can find what methods provide the best outcomes in a specific area then these should be developed.



	
	Would there be benefit in developing dedicated patient experience Quality Standards for certain services or client groups? If yes, which areas should be considered?
	Discussion group responses:

· One approach across the NHS, common across providers to all for true comparative data.
Yes but simplified so it’s tangible and used by local people for choice. 
PROMS extended more meaningful and feed into one overall score.
More focus on Quality Accounts.
Need clear systems in pace to manage quality (including experience)

Online survey responses:

· Yes but these need to be tangible (qualitative not quantitative) and not just focus on outcomes as the service user journey is key and can affect a health outcome.




Local democratic legitimacy in health

	Group
	Question
	Summary response to each question

	Staff


	One of the proposals is to create a statutory health and wellbeing board. Do you agree with this or do you think it should it be left to local authorities to decide how to take forward joint working arrangements? 


	Discussion group responses:

· Joint working should be taken forward by the groups involved in the joint working. A statutory health and wellbeing board may be useful in creating a framework.

· We agree that a health and wellbeing board should be set up, but developed with NHS taking the lead as they have experience and skills set.

Online survey responses:

· Yes I agree with a Statutory health and well being board, and no I don’t think it should be left to the local authority to decide how to take forward joint working arrangements. We are the leaders in Public Health / Health Improvement, so should use a vast range of Knowledge, skills and experience to take forward this work and develop an effective partnership with the local authority that eventually progresses into a merged service.



	
	Do you agree that the proposed health and wellbeing boards should have the main functions described in paragraph 30 of the consultation?
	Discussion group responses:

· First point: agree.
Second point: 'promote' should read 'ensure'. How does this join up with GP commissioners?
Third point: How will they do this? What powers will they have? Who will be on the board?

· JSNA - agree, already a function
Agree with joined up commissioning plans
Scrutiny - helps improve the service, but may not necessarily need MAJOR service redesign

Online survey responses:

· Yes, it already jointly assesses the Needs of the population.
Functions regarding Joined up commissioning plans, will benefit the population of Trafford.
Scrutiny role is good and has occurred in areas such as Mental Health and has offered effective methods of service redevelopment and design.
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