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NHS Brighton and Hove’s response to 
Equity and Excellence: Liberating the NHS and
its supporting consultation documents

Introduction
1. NHS Brighton and Hove welcomes the opportunity to respond to the proposals in the White Paper, Equity and Excellence: Liberating the NHS and its supporting documents.

2. NHS Brighton and Hove is a commissioning-only primary care trust, commissioning on behalf of around 256,000 people in a diverse, relatively deprived city, which has a large lesbian, gay, bisexual and transgender community, very high levels of alcohol and substance misuse and a relatively young, transient population. 
3. Our boundaries are coterminous with Brighton & Hove City Council and house three practice-based localities, each chaired by two GPs.
4. We have engaged with our key communities, such as our partners, our local GPs, our staff and the local community, and this response is informed by that process. However, this response is that of the Board of NHS Brighton and Hove. 
5. The first section deals with the issues which we consider to be of utmost importance to clarify and address in order for the reforms to be implemented as swiftly, smoothly and effectively as possible. The remainder of the consultation response deals with a number of details contained within the supporting consultations where we have concerns, ideas or questions.
Key issues
6. The Board of NHS Brighton and Hove is concerned about the loss of the primary care trust (PCT) role as a system leader within the local health economy, and in particular how strategic planning and service configuration issues will be managed. There is strong evidence that our role in having an oversight of the city’s finances or managing delayed transfers of care, for example, has resulted in partners working more effectively together, producing better health and financial outcomes, and improved patient experience.

7. It seems unlikely that a single consortium would be able to fulfil this function and the NHS Commissioning Board is likely to be too remote to undertake this role and function.

8. There is significant risk involved in undertaking such significant change across the whole of the market place when all NHS bodies are reducing management costs and are introducing efficiencies through their QIPP plans. The Board of NHS Brighton and Hove shares the widely expressed concern about the pace, breadth and depth of the structural change to the whole health landscape in England. We would like to see additional support and guidance issued as part of the Government’s response to the consultation exercise to help mitigate the risks associated with change so that opportunities to improve outcomes and patient experience are not lost in transition.

9. The Board requests that early and significant guidance be released as soon as possible on:

a. a clear accountability framework for consortia, including an authorisation process, financial regime and failure regime.
b. the functions that organisations will be required to deliver and the management cost ceiling. Consortia must have sufficient resources and management capability to ensure the effective control, public stewardship and accountability for the use of resources to secure high quality outcomes.
c. the HR framework to help secure knowledge and skills through retaining local talent which is vital to retaining organisational memory and a grip on QIPP programmes and achievement of local health outcomes.
10. We would like to see GP commissioning consortia be described as clinical commissioning to reflect the roles that many other clinicians should and will play in the development and delivery of commissioning plans. This will build on the successes of practice based commissioning and support the continued engagement of the full multi-disciplinary team in the work of the consortia.
Considered opinions of the supporting consultation documents

Commissioning for patients

1. The Board warmly welcomes the opportunities set out in the proposed reforms for local GPs and other primary healthcare professionals to assume a critical leadership role in future commissioning arrangements. This will build on the use of their local knowledge for improved resource allocation and an enhanced role for GPs in strategic planning.
2. The Board also welcomes the flexibility given by the document to determine the size, shape and boundaries of local GP commissioning consortia and the freedoms to determine a local commissioning model which best meets local needs.
3. The Board would wish to submit that involvement in GP commissioning should not be restricted to those GPs holding a list as this excludes sessional GPs, who make up nearly half the workforce. It would be a missed opportunity not to capture the widest pool of talent for leadership within the GP population.
4. Further significant consideration should be given to whether the proposed ‘quality premium’ should be retained or whether it is sufficient to require GPs to be involved in GP commissioning. This should be clearly specified and detailed within the new contract. The linkage of practice income to resource allocation may act as a perverse incentive and compromise the doctor-patient relationship. This view was expressed, sometimes in very vociferous terms, to us by both GPs and patient representatives during our engagement process.
5. There is a concern that while ring-fenced resources for health improvement will be preserved within the local authority there are few incentives for the new GP commissioners to prioritise prevention activities and reducing inequalities if there is no requirement for joint development and involvement. Furthermore, public health must remain the business of GPs.

6. It is proposed that Health and Wellbeing Boards should have a statutory duty to jointly develop with the consortia a ‘Local Health Improvement Plan’ which incorporates the joint development of the local strategic needs assessment, local priorities for investment and disinvestment and the approach being taken to reducing health inequalities. This can still be led by the local authority but should be co-produced with consortia and jointly published on an annual basis.

7. The Board is concerned about the adequacy of proposed ‘light touch’ governance arrangements for consortia and suggest that broader minimum standards are set for new GP commissioning consortia including lay involvement, board governance and the role of the accountable officer.

8. The Department of Health should set some safeguards in place for the use of external providers of commissioning support and should build on the existing FESC framework. 
9. Some further consideration should be given following 2013 to a national development programme that utilises a simplified assurance framework based on competency development. This will allow a degree of comparison on the development and effectiveness of consortia.
10. A national GP commissioning development programme should be developed incorporating an assurance process which would ensure that there are systematic standards of ‘fitness of purpose’ that are achieved within a nationally defined framework for moving from shadow to full arrangements within the agreed timeframes
11. Greater clarity in the form of detailed policy guidance is required on the management of potential conflicts of interest so that consortia will not be able to commission services from themselves or sub-contract to local providers with the application of a framework of contestability i.e. choice and competition

Local democratic legitimacy in health
1. The Board welcomes the proposals to strengthen democratic legitimacy within the NHS, including the creation of local Health and Wellbeing Boards (HWBs) and to implement changes to patient and public engagement at local and national levels.
2. The Board welcomes the enhanced statutory role of the local authority in supporting joint working on health and wellbeing. We believe it appropriate to ring-fence the proposed public health budgets and we look forward to continued joint commissioning with the new consortia and the local authority.
3. The Board welcomes the proposal to introduce a national body for patient and public engagement in HealthWatch England and a local network based on existing LINks. The Board supports the proposed extension of HealthWatch’s role to include responsibility for complaints, advocacy and promoting choice, but there must be a clear separation of functions within the new organisation to avoid conflicts of interest.
4. There is an explicit conflict of interest between the HWB’s role in scrutinising local health plans and its proposed commissioning for health improvement role. There must be a clear separation to avoid local conflicts of interest. This also applies to the role of the HealthWatch representation through its seat on HWBs.
5. The Board believes that democratic legitimacy is more than structures and must also be delivered by a culture of engagement and, most importantly, of responsiveness. 

6. Minimum standards for public involvement should be set within the new GP contract that will be negotiated for individual practitioners and within the governance framework set for new GP consortia. The duty of public involvement for GP commissioning consortia will need explicitly defining to be meaningful and applied systematically in local practice.
7. Further consideration needs to be given to how local HealthWatch organisations ensure  that their membership closely reflects the composition and diversity of local communities to give a greater mandate than current arrangements.
8. The Board supports the proposed formal role of HealthWatch in seeking patients’ views on whether the local providers and commissioners are taking into account the NHS Constitution.  

9. However there is a potential for duplication with the role of the NHS Commissioning Board which will have the primary responsibility of managing and holding to account the discharging of these responsibilities by GP consortia. Some consideration should therefore be given to HealthWatch representation on regional NHS Commissioning Boards.
Health outcomes
1. The Board welcomes the intention to create a national outcomes based framework rooted in sound evidence, supported by meaningful information and emphasising the shift from process to outcome based measurement. We consider it appropriate that these outcomes cover the NHS, social care and public health, and the use of the proposed principles which will guide the development of the framework.
2. Some local prioritisation should be allowed within the application of the framework to allow local consortia to determine the priorities for commissioning improvements in health outcomes, based on local population need. 

3. The Board is concerned about the proposed scope and scale of the intended outcomes framework and the level of investment in management resources required to implement and manage the new system. This is likely to put greater burden and cost on the NHS at a time of significant reductions in management costs. Consideration should be given to the staged rollout of the framework so as to allow for its managed introduction.
4. The framework needs to describe in greater detail how agencies will be held to account for outcomes which cross organisational boundaries. 

5. Clarity needs to be given about where primary and secondary prevention sits, as there is a danger that this will fall between organisations. It is our view that this element is not adequately covered by the preventing people from dying prematurely outcome.
6. The Board of NHS Brighton and Hove is concerned that there is a separate public health outcomes framework and that this will be seen as creating a two tier framework that does not encourage a joint approach between reducing health inequalities and broader commissioning activities.
7. The framework needs to include a broader information set to include comparison on measuring the reductions on health inequalities as well as the impact on specific groups. The framework could benefit from further measures of reducing health inequalities.
8. We concur that there would be benefit in developing patient experience quality standards to cover both health-related groups and conditions as well as specific groups such as the lesbian, gay, bisexual and transgender community, black and ethnic minorities and hard-to reach groups.

9. There are limited child based outcomes. Mortality is a relatively rare occurrence, and whilst vital, there are a much greater range of  issues which need to be addressed as part of the framework.
10. The ability to benchmark local areas would be valuable and will need a geographical focus for the indicators.
Regulating providers
1. The Board of NHS Brighton and Hove recognises the importance of establishing a stable, transparent regulatory environment

2. We support the move to provide greater clarity in the future roles of the Care Quality Commission and the revised role of Monitor as an independent economic regulator. 
3. The Board does not agree that the cap on private income of foundation trusts should be removed. We believe this would unduly threaten the provision and existing network of essential NHS services and could prevent access to local NHS services.  Consideration should however be given to a review of the overall thresholds across foundation trusts.
4. Further clarity is required about the respective roles of Monitor and the NHS Commissioning Board in setting tariff structures and prices so as to avoid conflicts. We believe that the National Commissioning Board is best placed to be responsible for regulating anti-competitive commissioning behaviour, rather than Monitor.
5. Further guidance should be produced on the role of GP commissioners in preventing anti-competitive behaviour and establishing appropriate revised legislation if this cannot be provided within the scheme of current guidance and or legislation. 
Conclusion
The Board of NHS Brighton and Hove believes that there is opportunity to improve health outcomes and patient experience following implementation of the proposals outlined in the White Paper. However, this is accompanied by significant risk to the whole system, with financial, human and social costs. We are keen to move with pace, but can only do so with sound principles, much of which is dependent on national guidance. The Government must provide clarity on the issues outlined in this response, and quickly, to minimise the disruption of transition.
