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	Strategic Health Authorities (SHAs)
	Primary Care Trusts (PCTs)
	Primary Care, General Practice
	Secondary, Tertiary, Specialist Care



	Popula-tion Base
	10 SHAs responsible for 2.6 to 7.5 million populations
	152  PCTs responsible for local populations ranging from 90,000 to 1,253,000 (average 330,000)

PCT boundaries largely coincide with Local Authority boundaries if effort to facilitate cooperation between health & social sector
	Wide variability of GP practice ranging from solo GP practices (less than 10%) to large multidisciplinary practices   

90% of patient contact with the NHS does not go beyond their GP
	NHS Trusts: 158 (94 Acute, 43 Mental Health, 12 Ambulance, 9 Care) 

NHS Foundation Trusts (FTs): 109 (77 Acute, 31 mental health, 1 Care)
Trusts & FTs serving local populations within PCTs  

	Mandate
	System managers: develop health services plans; monitor performance of PCTs, NHS Trusts; ensure national priorities are integrated into local health service plans 

Statutory framework: NHS Act, 1977; NHS & Community Care Act, 1990;  Health Authorities  Act,  1995; Health & Social Care Act, 2001 
	Commissioners of health care: assess local needs; develop local health system strategy; commission preventive, primary, secondary, specialist care; monitor service delivery; integrate health & social services; provide services 

Statutory framework: NHS Act, 1977; NHS & Community Care Act, 1990; Health Authorities Act, 1995; Health Act, 1999; Health & Social Care Act, 2001

Expected to work with Local Authorities & social care organizations to establish policies, care networks  
	Providers include: GPs, community / practice nurses, dentists, therapists, opticians, pharmacists

GPs play a gatekeeper role - patients need referral to access secondary, specialist care

Nurses have significant managerial and clinical responsibilities, including ability to prescribe medicines
Primary care practice increasingly more standardized due to:

- NICE
 Clinical Practice Guidelines

- Dept. of Health National Service Frameworks (NSF)
- Practitioners with Special Interests clinical practice frameworks (PwSI)
	Providers primarily through NHS Trusts and NHS FTs: acute / specialist, secondary / tertiary health care (e.g., community, specialized hospitals; hospital, community mental health services; etc.) [but also providers in the private/non-profit sector]
Must provide health care according to NHS principles of free care based on need 

Most NHS Trusts are attempting to qualify as self governing FTs; statutory framework for NHS FTs  created under the Health and Social Care Act, 2003

	Account-ability
	Statutory accountability to Department of Health / Secretary of State for Health 

SHAs closely monitor PCTs & NHS Trusts given their accountability role on financial and quality targets – earned autonomy appears to be operating principle
	Organizational accountability to SHAs

Statutory accountability to Department of Health / Secretary of State for Health; CEOs are “accountable officers” and can be summoned before the Public Accounts Committee of the House of Commons 

Statutory duty to involve, consult local communities about changes to services:

a) Local Involvement Networks – 150, mostly co-terminus with PCTs
b) Health Scutiny Committees – committees of Local Authorities with a mandate to monitor health care provision 
	GPs/medical profession is regulated by General Medical Council (licenses)

Other influential bodies are the Royal Colleges, respective provider Councils (e.g., Nursing and Midwifery Council, General Optical Council, Royal Pharmaceutical Society, etc.).
GPs do not have an automatic right to establish a practice – practices must be registered by the PCT which has a statutory responsibility to maximize reasonable access to GP services for all residents.  

GP practices are accountable to PCTs for their PBC plans (i.e., must be in line with local health plans and targets)
	NHS Trusts: Accountable to SHAs

NHS FTs: Independent public benefit corporations accountable to a council of governors with elected members – including local residents, patients, staff - & appointed governors – PCT, SHA, local organizational representation 

NHS FTs are authorized by Monitor to provide mandatory goods & services they are required to provide, which differ depending on local service needs, other providers; they are free to develop new services or change way services are provided


	Funding
	Department of Health – essentially regional offices of the Department

Government has recognized the vulnerability of the commissioning function of PCTs and has established the “World Class Commissioning” programme to develop the decision-making capacity at the local PCT level
	Allocated 85% of total NHS budget; based on population size, estimated health needs, CoL adjustments 

Funding to cover comprehensive range of NHS services (e.g., preventive, primary, secondary, tertiary, specialist care, health promotion, etc.)

Statutory requirement to achieve financial balance, but have significant discretion over allocation of funds

Contracts with providers specify range of services, volumes, quality, timeliness of services; payment according to tariff system with limited capacity for incentives and penalties

New financing models expected in 2010/11 to enable greater commissioner leverage to incentivize quality and improve outcome by overlaying the tariff payments with bonus payments

Most PCTs provide direct services – are expected to ‘externalize’ their provider services by end of 2009 due to conflict of interest concerns.  
	General Medical Services (GMS) contract (GP contract) – nationally negotiated & latest contract implemented in 2004; included new investments in primary care (33% over 3 yrs), introduced financial incentives for performance targets, provided more flexibility / autonomy in service delivery

Most GPs are independent contractors and hold GMS contracts with their PCT.  GPs can choose to be employed within the NHS & negotiate a Personal Medical Services (PMS) contract with their PCT.  
Other contracting routes include:

- Alternative Provider Medical Services – contracts with individuals, organizations that meet provider conditions

- PCT Medical Services: for employing practitioners directly  

Practice Based Commissioning (PBC) - GP practices expected to hold a PBC budget from PCT; practices given a ‘virtual’ budget to ‘buy’ health services for their population; based on premise that GPs will commission better quality of care, will less likely make unnecessary referrals to hospitals if they are responsible for their own budget; allowed to keep 70% of savings for capital investments to support expansion of primary care services.  (Recent evaluations conclude PBC has been slow to develop.)
Limited private sector involvement in primary care 
	NHS Trusts and NHS FTs: funded by PCTs; nearly all hospital doctors & nurses employed by NHS 

NHS FTs: can retain surpluses or borrow money for new investments; can commit to capital investments to improve services / increase capacity  

Private sector involvement primarily in non-emergency surgery, diagnostics

	Perfor-mance 

Manage-ment
	National performance framework with  indicators, targets, standards – some targets are monitored  

Closely monitor performance of PCTs and NHS Trusts in  implementation of standards established by Department of Health 

Will influence PCT, NHS Trust decisions, and  intervene if PCT or Trust is not performing to expected standards
	Rigorously regulated to ensure they comply with core clinical standards and meet financial targets: 

- responsible for ensuring implementation of NICE clinical practice guidelines

- assessed annually by Healthcare Commission
 re quality standards, targets and Audit Commission re financial management

Confusion re performance management system for PCTs:  dual performance accountability to 2 regulators; Dept. of Health requesting more comprehensive performance criteria; subject to Local Authority Health Scutiny Committees.  
	Primary practice providers’ performance is monitored by PCT as per contracting, accountability agreements
PCTs are taking a much more proactive approach to performance management of GPs; as more data becomes available providing analysis of performance, PCTs can issue an external peer review of a GP practice; if unacceptable levels of performance are confirmed, the GP is suspended, pending referral to the General Medical Council 
	Healthcare Commission - independent regulator that monitors clinical performance of NHS & independent organizations (e.g., FTs, private/ voluntary/non-profit treatment centres); award an annual performance rating  

NHS Trusts, NHS FTs: Must meet standards set by Healthcare Commission

NHS FTs: Monitor is the independent regulator (assesses applications for FT status, ongoing monitoring); can intervene if FT is performing poorly / breaches terms of authorization 

Close working relationship between the Commission, Monitor & Audit Commission to ensure that NHS Trusts & FTs meet standards for clinical care, financial accountability, corporate governance


	Patient, Public Perspec-tive
	Public still views the government – or SHAs, as regional offices of the Department of Health - as carrying ultimate responsibility for health care

NHS branding is “Choices: your health, your choices”
	Statutory duty to consult local communities about changes to services, as noted above

Increasingly putting more effort into communicating with their local communities about their role, responsibilities 

Effectiveness and genuine representativeness of public involvement in PCT planning has yet to be evaluated    


	Patients may choose to register with any GP (overwhelming majority select providers within their PCT)
Increasing focus on Payment by Results (PbR) - 2002 policy to provide patient choice for elective services and create a form of voucher system (i.e., a GP referral for an elective service gives the patient a voucher that they cash in with their chosen provider who then receives payment in accordance with tariff).  
Patient experience of continuity of care between primary & secondary care, & health & social care is challenged by historical administrative, budgetary, territorial separation between health & social care sectors, & historical competition between primary & secondary care; there are limited local success stories of well integrated public policies & easy patient navigation 
	Patients can choose where to have specialist treatment from a growing list of hospitals, clinics that meet standards set by the NHS (e.g., NHS Trusts, NHS FTs, independent sector)
Healthcare Commission reports to the public on health system performance – annual ratings for individual organizations (e.g., PCTs, hospitals, etc.)

Information on provider performance is posted on the NHS website as a resource for patients to make informed choices for secondary, specialist care.  In reality, patient choice has remained limited, primarily due to supply

FTs provide for greater local ownership, involvement - residents, patients, staff eligible to stand for, vote in elections for Governors; however, effectiveness & genuine representativeness of this public involvement has yet to be evaluated.    


� National Institute for Health and Clinical Excellence (NICE)


� The Healthcare Commission becomes the Care Quality Commission in April 2009, incorporating the Commission for Social Care Inspection and the Mental Health Act Commission.  
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