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Acronyms and Glossary

Act
ALBs
Audit Commission

Clinical governance

CPMP

CSD

Department of
Health (DH)
DES

EMEA

FCE

Foundation Trust

GDS

GMC

GMS

GOS

GP

GPS
Health Authority
Healthcare
Commission
HRG

HSC

ICHA

IVF

LAC
MHRA
NHS

NHS Direct
NHS Plan
NHS Trust
NICE

NSF
Optometrist
PCT

PMS

PPA

PPRS

QOF

RNCC

SDR

Statutory Instrument

SHA

Special Health
Authority
White paper

Primary legislation produced by Parliament

Arm'’s Length Bodies: independent organisations, sponsored by the DH to undertake its executive functions
An independent public body responsible for ensuring that public money is spent economically, efficiently, and
effectively

A system through which NHS organisations are accountable for continuously improving the quality of their
services and safeguarding high standards of care, by creating an environment to encourage clinical excellence
Committee for Proprietary Medicinal Products, part of EMEA

Committee on Safety of Drugs (now known as the Committee on Safety of Medicines, CSM)

The government headquarters of the NHS, led by the Secretary of State for Health and responsible for a
strategic direction, securing resources and setting national standards

Direct Enhanced Services, part of the 2004 GMS contract

European Medicines Agency, decentralised body of the European Union

Finished Consultant Episode, the denominator for Reference Costs

Established in 2003, Foundation Trusts are independent public benefit corporations, a type of NHS hospital run
by local managers, staff and members of the public.

General dental services

General Medical Council

General medical services

General ophthalmic services

General (medical) practitioner; primary care physician

General pharmaceutical services

Established in 1995, the 100 Health Authorities in England were dissolved in 2002 (see SHA)

The independent inspection body for NHS, private and voluntary healthcare organisations, an ALB

Health care Resource Group

Health Service Circular (a type of Department of Health guidance)

International Classification for Health Accounts

In vitro fertilisation

Local Authority Circular

Medicines and Health care products Regulatory Agency, an ALB

National Health Service

A 24-hour telephone service staffed by nurses

Published in 2000, the Plan outlines the government’s intentions for investment in and reform of the NHS

A group of NHS hospitals that operates as a single legal entity

National Institute for Health and Clinical Excellence, a Special Health Authority (type of ALB)

National Service Framework: a document that set national standards for disease management

Ophthalmic optician

Primary Care Trusts are local health authorities that manage around 75% of the NHS budget. The 303 PCTs in
England are accountable to their local SHA for planning, securing and improving primary and community health
care services for their local populations.

Personal Medical Services are a local alternative to the national GMS contract, aiming to provide greater
freedom for primary care professionals to address the needs of patients

Prescription Pricing Authority, an ALB

Pharmaceutical Price Regulation Scheme

Quality and Outcomes Framework, part of the 2004 GMS contract

Registered Nursing Contribution to Care

Statement of Dental Remuneration

Secondary legislation, made by UK government departments and other Public Authorities which have powers to
make such instruments (e.g. Department of Health)

Strategic Health Authority: created in 2002 to manage the local NHS on behalf of the Secretary of State. There
are 28 SHAs responsible for improving local health services (quality and capacity) and ensuring that national
priorities are integrated into local health service plans.

Health authorities which provide a health service to the whole of England; they are independent, but can be
subject to ministerial direction

A paper presented to Parliament by a government minister, providing a statement of government policy

1 http://www.nhs.uk/England/Authorities Trusts/Sha/Default.aspx, accessed 08/03/05
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| Overview of benefit basket in England

The legal framework, within which the National Health Service (NHS) operates, impacts on all
six categories of the International Classification for Health Accounts (ICHA). However, duties
and powers given by the law are not absolute, but tempered by powers of discretion and by
the right to take resource availability into account. For example, the duty to provide services
is subject to the Secretary of State’s judgement of what is necessary to meet ‘all reasonable
requirements’ (Secretary of State for Health, 1977);(s. 3). Strictly speaking, this means that
patients have no entitlement to specific services.

Case law has established that NHS organisations may not operate a ‘blanket ban’ on the
provision of services (such as particular health technologies or interventions), with the
possible exception of treatments where “the clinical evidence of its inefficacy is overwhelming”
(Newdick, 2005b);(pp 105-107). R v NW Lancashire Health Authority, ex p A, D and G made
it illegal for health authorities to impose a blanket ban on services they consider to be ‘low
priorities’. Instead, they must adopt a fair and consistent policy for decision-making that
adequately assesses exceptional cases by considering each request for treatment on its
individual merits (Newdick, 2005b);(page 101). This means that there are few services that
are explicitly excluded from all NHS patients; where exclusions exist, they are principally in
the domains of medicines and screening.

The NHS therefore produces a situation where patients have no specific entitlements to
services, but also where little is explicitly excluded. This means that the internal quality
control mechanisms of the NHS are important to ensure that citizens’ rights to health care
under international law are honoured (Montgomery, 2003). National guidelines, decisions by
the National Institute for Clinical Excellence and standards employed by regulators in their
assessments of NHS performance all contribute to what may be considered as ‘reasonable
requirements’ for health care provision. They also help to specify the conditions under which
patients may be eligible.

Another way in which patient ‘entittement’ to services might be inferred is by the existence of
charges or payments. For example, most patients receiving NHS dental services make co-
payments in line with a Schedule of Dental Remuneration, with the government paying the
remainder of the dental fee. This suggests that these services are those that the government
endorses as those that, in some sense, should be provided. Equally, the new tariff system of
payments for hospital services, whilst in no way guaranteeing provision, highlights services
that should be accessible on the NHS.

The NHS embodies the statutory package of health care services and is subject to a
considerable quantity of legislation, regulation and guidance. We provide an overview of the
benefit basket in England, clarifying the actors and decision making framework involved by
describing the principles underpinning the NHS, legislation on and the regulatory framework
for health care, the regulation of clinicians and the key health care policies that impact upon
patient ‘entitlement’ to services. We also describe services excluded from the basket. A table
summarising the findings is presented in the Appendix (Table 9).

Principles underpinning the National Health Service (NHS)

The core principles outlined in the NHS Plan (Department of Health, 2000b) define the
desired characteristics of the National Health Service to which the government, health care
professional bodies and trade unions aspire and include the provisions of a ‘comprehensive
range of services’ (Box 1).
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Box 1: Core Principles of the NHS

1. The NHS will provide a universal service for all based on clinical need, not ability to
pay.

2. The NHS will provide a comprehensive range of services

3. The NHS will shape its services around the needs and preferences of individual
patients, their families and their carers

4. The NHS will respond to different needs of different populations

5. The NHS will work continuously to improve quality services and to minimise errors

6. The NHS will support and value its staff

7. Public funds for health care will be devoted solely to NHS patients.

8. The NHS will work together with others to ensure a seamless service for patients.

9. The NHS will help keep people healthy and work to reduce health inequalities

10. The NHS will respect the confidentiality of individual patients and provide open

access to information about services, treatment and performance

Source: Department of Health (2000). “The NHS Plan: a plan for investment, a plan for reform.” HMSO, London.
The NHS Plan clarifies the meaning of the second principle:

The NHS will provide access to a comprehensive range of services throughout
primary and community health care, intermediate care and hospital based care.
The NHS will also provide information services and support to individuals in
relation to health promotion, disease prevention, self-care, rehabilitation and
after care. The NHS will continue to provide clinically appropriate cost-effective
services (Department of Health, 2000b).

Firstly, it should be noted that ‘comprehensive’ describes the range of services and these are
listed. The NHS Plan does not therefore promise that the NHS will provide all possible health
care services. Furthermore, there is a commitment to provide those services that are
‘clinically appropriate’ and ‘cost-effective’, implying that there is no guarantee that those
services that do not meet these criteria will be provided. Lastly, there is an emphasis on the
provision of preventative services, aiming to reduce the demand for curative services.

The fundamental principles stated in the NHS Plan are important because they guarantee to
British citizens that their right to health care will be honoured (Montgomery, 2003);(page 52).
Legislation directs that Primary Care Trusts and Strategic Health Authorities must ‘have
regard’ to the NHS Plan when exercising their functions (Secretary of State for Health,
2002);(reg. 3(4)). However, citizens’ rights are not generally enforceable through the legal
system, but are recognised through the managerial structure of the NHS. Nevertheless,
health care law plays an important role in signalling the broad categories of service provided
by the NHS, as well as conferring particular duties on the Secretary of State for Health and on
the local health care organisations that implement the law and deliver the services.

An overview of the legal and quasi-legal framework defining benefits for England is given in

Table 1. For details of benefit-defining documents listed by ICHA category, see Appendix
(Table 9).
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Table 1: Documents defining Benefit Basket, England April 2005

Catalogue: type of document, actors and contents

Type of Document  Acts of Statutory Directions National Service ~ NICE NICE clinical ~ NICE Contracts Waiting time
Parliament Instruments Frameworks technology ~ guidelines interventional guarantees?
(Sl) appraisals procedures
Legally Binding Y Y Y N Y3 N N Y N
Decision makers  Parliament Parliament Secretary of Department of Department  National Interventional  Department of Department
State for Health of Health Collaborating  procedures Health of Health
Health External reference  Appraisal Centres édwso?t/ Professional
SHAs group Committee  Guideline ommitiee bodies /
Monitor (multidisciplinary) Development associations
Group
Stakeholders
(Original) Establishes Clarify / Direct NHS Improve quality/  Improve Improve Quality /safety ~ Reimbursement  Improve
purpose, e.g. duties and amend organisations  decrease quality / quality / assurance quality /
entitlements, powers for broad  primary to undertake  variations in decrease decrease decrease
reimbursement, categories of legislation action service variations in  variations in variations in
target-setting care service service service
Positive/ negative P PIN P P PIN P PIN P P
definition of
benefits
Degree of 1 1t03 2 20r3 3 2o0r3 3 1t03 2
explicitness*
If itemised: Goods Goods Goods Goods Procedures Procedures Procedures
goods/ Procedures Procedures Procedures  Procedures
procedures only;
linked to
indications
Updating Irregular Irregular No Unclear Every 4 Every4to 6 Unclear Infrequent — Irregular
Amended by Amended / years years although small
further Acts of revoked by amendments
more frequent

HRG tariffs

N

Department of
Health

Reimbursement

20r3

Procedures

Still evolving

Devices tariff

N

Secretary of
State for Health

PPA

Reimbursement

Goods

Monthly

Fee schedules

N

Department of
Health

Professional
bodies /
associations

Reimbursement

Procedures

Annually (at
least)

2 The dominant instrument for securing these are performance ratings prepared by the Healthcare Commission
3 The statutory duty is upon PCTs to ensure funding is available to facilitate implementation, not upon doctors to adopt the approved technology.
4 ‘Explicit’ is subdivided as 1 : all necessary”; 2: areas of care; 3: items
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Catalogue: type of document, actors and contents

Type of Document  Acts of Statutory National Service  NICE NICE clinical ~ NICE Contracts Waiting time ~ HRG tariffs Devices tariff Fee schedules
Parliament Instruments Frameworks technology ~ guidelines interventional guarantees?
(Sl) appraisals procedures
Parliament or by  further
Statutory Statutory
Instrument Instrument
and/or
directions
Criteria used for defining benefits
Need \ \ N N N N
Costs v \ v \
Effectiveness \ v v \ \ v
Cost- \ v \ \
effectiveness
Budget \ v v \ \
Other As the Secretary ~ Safety Safety Safety, quality,
of State judges appropriateness

‘necessary to
meet all
reasonable
requirements’

Sources: (Montgomery, 2003, Department of Health, 2000b, Newdick, 2005b); DH website (http:/www.dh.gov.uk/Home/fs/en); HMSO website (http://www.hmso.gov.uk/); expert advice (see Acknowledgements )
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Legislation on Health Care

Within the NHS, legal and quasi-legal rights ‘mainly take the form of general statutory duties
rather than individual entitlements’ (Montgomery, 2003);(page 80). The NHS was created
under the National Health Service Act 1946 (chapter 81):

‘to provide for the establishment of a comprehensive health service for England
and Wales and ... to provide or secure the effective provision of services in
accordance with [the provisions of the Act].’

Section 3 of the 1946 Act specifies the provision of hospital accommodation; medical, nursing
or other service required at or for the purposes of the hospitals and service of specialists.
Section 19 of the 1946 Act describes the health services to be provided by local health
authorities (in 2005, local health authorities are known as Primary Care Trusts, or PCTs).
Local health authorities must provide ‘health centres’ (s. 21(1)) to facilitate the provision of the
services they must or may secure through arrangements with local practitioners. These
services include general medical and dental services, pharmaceutical services, ophthalmic
services and any other specialist outpatient services (ss. 31-48). There are also duties on
local health authorities to provide care for mothers and children (ss. 22-24), home nursing (s.
25), vaccinations and immunisations (s. 26) and ambulance services (s. 27).

The 1977 NHS Act (c. 49) consolidated health care legislation published since 1946. Under
the 1977 Act, the Secretary of State for Health (the politician in charge of health care) has a
duty (Secretary of State for Health, 1977);(s.1(1)):

..to continue the promotion in England and Wales of a comprehensive health
service designed to secure improvement —

(a) in the physical and mental health of the people of those countries, and

(b) in the prevention, diagnosis and treatment of iliness, and for that purpose to
provide or secure the effective provision of services in accordance with this Act.’

The 1977 NHS Act lists broad categories of service, such as hospital accommodation,
including high security psychiatric services (s. 3(1)(a)), medical, dental, nursing and
ambulance services (s. 3(1)(c)), ‘such other services as are required for the diagnosis &
treatment of illness’ (s. 3(1)(f)) and family planning services (s. 5(1)(b)) (Secretary of State for
Health, 1977). However, the Secretary of State is obliged to provide these ‘...to such extent
as he considers necessary to meet all reasonable requirements’ (Secretary of State for
Health, 1977);(s. 3). Importantly, the 1977 NHS Act does not impose an absolute duty on the
Secretary of State to provide specified services; the courts have established that he may also
take economic factors into account (Newdick, 2005a):

‘ a comprehensive service may never, for human, financial and other resource
reasons, be achievable.... ... The [1977 NHS] Act does not impose an absolute
duty to provide the specified services. The Secretary of State is entitled to have
regard to the resources made available to him under current government
economic policy (R v. North & East Devon Health Authority, ex p. Coughlan 16th
July 1999).

The exercise of discretion is therefore at the heart of the statutory duties (Montgomery,
2003);(page 64). Strictly speaking, this means that patients have no entitlement to specific
services. Moreover, the Secretary of State’s duties are delegated to Strategic Health
Authorities (who now carry the duty to promote a comprehensive health service) and to
Primary Care Trusts (PCTs) (Newdick, 2005a).5 The burden of prioritising service provision
falls to PCTs, and these organisations are also subject to an obligation to keep within their
financial allocation (Secretary of State for Health, 1977);(s. 97(c)).

5 The relevant statutory instruments are: S.I. 1989/51; S.I. 1996/654; S.I. 1996/708;S.1. 2000/89; S.I. 2000/695; S.I. 2001/747;
S.1. 2002/2375
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There are two ways in which patients may attempt to use the law to enforce duties. Firstly,
patients may claim that the NHS has failed to perform its statutory duties. This process uses
judicial review and is a public law matter (see Box 2). The court may overturn the decision
by an NHS body to refuse treatment, but it is unlikely that judges will order treatment to be
offered. However, such actions are seldom successful, although they may improve services
as a result of bringing adverse publicity to current provision (Montgomery, 2003);(page 68).
Secondly, patients may appeal to the civil law obligations of the NHS to perform its functions
properly. This may result in the patient receiving compensation for his or her loss and that
future service provision will be different in order to avoid further claims.

Attempts to use the law to enforce legal duties have generally proved frustrating for litigants
(Montgomery, 2003);(page 67). This means that the internal quality control mechanisms of
the NHS — a constitutional structure for planning, purchasing and providing care — are
important to ensure that citizens’ rights to health care under international law are honoured.
However, there are also rules that govern practice, principles that people are bound to follow,
even if they are unenforceable.

Legal rules in a strict sense, as developed by Parliament and the courts, are not
the only type of binding norm that is relevant to health care law (Montgomery,
2003);(page 4).

Apart from legislation that operates within the UK (Box 2), there are also Human Rights
established by European Law. The European Convention for the Protection of Human Rights
and Fundamental Freedoms (1950) assigns citizens political rights. The European Social
Charter (1996) grants social and economic rights, including disease prevention and health
promotion. Nevertheless, the Convention does cover public health (Articles 8 to 11) and the
right to access to health services. There is also a right to found a family (Article 12)
(Montgomery, 2003);(page 13). The United Nations’ International Covenant on Economic,
Social and Cultural Rights recognises in Article 12 ‘the right of everyone to the enjoyment of
the highest attainable standard of physical and mental health’.®

The UK Human Rights Act (1998) ruled that courts must interpret the law to comply with the
Convention (Secretary of State for Health, 1998). If an existing law incompatible with
Convention, then there must be a ‘declaration of incompatibility’ (s. 4). An example of this
relates to the part of the Mental Health Act 1983 that put the onus patients to demonstrate
that there was no longer justification for their detention. The Act was found to be incompatible
with the Convention (Articles 4 and 5), and a Statutory Instrument was written to amend
sections 72(1) and 73(1) of the Mental Health Act 1983 thereby removing the incompatibility
of those provisions with a Convention right (Newdick, 2005a, Montgomery, 2003). As it is
unlawful for public authority — this includes NHS bodies — to act in a way that is incompatible
with a Convention right (Secretary of State for Health, 1998);(s. 6), victims may sue (s. 7). EC
Treaties and regulations are binding on Member States (Montgomery, 2003);(page 13).

The law also makes provision for overseas visitors to receive NHS treatment. Under the 1977
NHS Act, ‘persons not ordinarily resident in Great Britain’ may be charged for services
received (Secretary of State for Health, 1977);(s. 121) and 1989 Regulations place health
authorities under a duty to recover costs.” Some services are exempt (e.g. emergency
care);(S.1. 1989/306);(reg.3) as are certain overseas visitors (reg. 4) and nationals of member
states, refugees and stateless persons whose need arose during their visit (reg. 5).
Treatment of ‘temporary residents’ is also covered by legislation. A person is a temporary
resident if ‘when he arrives ... he intends to stay there for more than 24 hours but not more
than three months’ (Secretary of State for Health, 2004a);(reg. 16(2)). Temporary residents
are eligible for free primary and emergency NHS care, but may be charged for hospital care if
they are not ‘ordinarily resident’ in the UK. s

6 http://www.unhchr.ch/ntml/menu3/b/a_cescr.htm, accessed 24/02/05
7 http://www.legislation.hmso.gov.uk/si/si1989/Uksi_19890306_en_1.htm, accessed 18/04/05
8 http://www.dh.gov.uk/PolicyAndGuidance/International/OverseasVisitors/fs/en, accessed 19/04/05
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Box 2: Overview of Legislation relating to Health Care

Type of Derivation Types

Law

General  Statute law comes from the legislative work of Parliament and includes:  There are three types of general law:
law

Primary legislation (Acts of Parliament). These establish duties and 1. Civil law deals with relationships
powers to provide broad categories of service provision. Acts are between citizens

divided into sections (abbreviated as ‘ss’) and subsections. D Ol e deds ol e
Secondary legislation (Statutory Instruments; directions) clarifies, relationship between wrongdoer
amends, updates or enforces existing primary legislation. Statutory and society

Instruments are divided into regulations (abbreviated as ‘reg’.) Sls may 3
negative or positive procedures. Under negative procedures, the Sl is ’
laid before Parliament and comes into force unless Parliament prevents

it. Under positive procedures, the Sl needs a positive decision by
Parliament in order to come into force. A Secretary of State may issue
directions to other bodies (e.g. health authorities) to act on his behalf

under the NHS Act 1977 (ss. 13-17). Failure to comply may result in

use of default powers (s. 85). Directions, unlike Sls, may be subject to
judicial review.

Public law deals with the
relationship between citizens and
the state (e.g. limits of power for
Department of Health)

Case law is law that has been established from cases tried in the
courts. The outcome of the test case creates a precedent by which
future cases are judged. The court cannot take decisions on behalf of
NHS bodies, but can refer cases back for reconsideration. It is rare for
patients to pursue their rights through the courts, but successful court
cases may be very important in determining patient entitlement.

Common law is a part of English Law that has not come from
Parliament. It consists of rules of law that have developed from
customs or judgements made in courts over hundreds of years.

Quasi The term ‘quasi-law’ covers rules that are not usually legally binding, Professional Law
Law although they may have some legal force, but which will in practice

) . ) Entrance to professional register
determine the way in which people act. P ! g

Conditions upon continuing registration
— for example, the General Medical
Council describes doctors’ duties,
guidance on good practice and can
remove doctors’ right to practise

Guidance from the Department of
Health, such as Health Service
Circulars'® and National Service
Frameworks

Guidance on clinical practice or codes
of practice from professional bodies,
such as Royal Colleges

Sources: (Montgomery, 2003, House of Commons Information Office, 2002, Newdick, 2005b)

The NHS Regulatory Framework

Since regulation and policy play such an important role in determining which services are
available within the NHS, we describe below the key aspects of the English regulatory health
care framework. Many of these concepts11 were introduced by the Labour government in its
White Paper of 1997, ‘The New NHS: modern, dependable’ (Department of Health, 1997).
Concerns over issues of fairness and consistency within the NHS underpinned the White
Paper (§ 7.1) with the availability of services to be determined by issues of effectiveness and
cost-effectiveness (§7.5). The practicalities of implementation and delivery were provided in
the NHS Plan of 2000 (Department of Health, 2000b). Important components of the
regulation include National service Frameworks; the work of the National Institute for Clinical
Excellence (NICE); and guidance from the Department of Health.

9 http://www.gmc-uk.org/standards/default.ntm, accessed 24/02/05

10 Health Service Circulars may sometimes take the form of directions from the Secretary of State for Health and so impose
statutory obligations upon the organisations they address

1 Some regulations, such as those relating to nursing home care, predate the 1997 White Paper
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L NHS Plan

The government’s 1997 White Paper proposed far reaching structural changes across the
NHS (Department of Health, 1997). The NHS Plan implemented those changes, outlining a
10-year process of reform to transform the manner in which NHS meets its obligations
(Department of Health, 2000b, Montgomery, 2003);(page 61). Published in 2000, ‘the NHS
Plan: a plan for investment, a plan for reform’ described a new delivery system for the NHS as
well as changes between health and social services, and changes for NHS doctors, for
nurses, midwives, therapists and other NHS staff (Department of Health, 2000b). The Plan
also documented changes for patients and in the relationship between the NHS and the
private sector.

The central tenet of the NHS Plan is that there is a shortfall between what the NHS is and
what patients and staff would like it to be. In order to modernise it for the twenty-first century,
the Plan specifies three principal goals, derived from a public consultation:

1. More and better paid staff using new ways of working
2. Reduced waiting times and high quality care centred on patients
3. Improvements in local hospitals and surgeries

Recognising that chronic underfunding was partly responsible for the failings of the NHS, the
government pledged to increase NHS funding by one-third in real terms over a five-year
period. New hospitals, equipment and more investment in the recruitment and retention of
staff, increasing their skills and enabling them to extend their roles, were planned. Reforms
would ensure that the extra money was translated into better care. The Plan describes a
dynamic and emerging set of changes that will have implications for many years. These
changes include the introduction of Patient Choice, new contracts for NHS staff, national
standards and inspection, diversification of providers through the introduction of NHS
Foundation Trusts and private providers and the devolution of the main responsibility for
planning services, and the money to go with it, to Primary Care Trusts (PCTs). These
changes seek to make the NHS more responsive to local needs and individual patients, while
treating everyone fairly. The aim is to make NHS organisations more accountable locally,
less reliant on central intervention and top-down performance management and more subject
to checks and balances within the system. However, this internal regulation is subject to
‘effective external regulation’ (Audit Commission, 2004b). In practice, the balance of power
may simply have shifted to intermediate regulators, such as Strategic Health Authorities, the
Healthcare Commission and Monitor (Newdick, 2005b);(page 77).

Until recently, there was no guarantee on quality of care. Principle 5 of the NHS Plan states
that the NHS will work continuously to improve quality services and to minimise errors
(Department of Health, 2000b):

The NHS will ensure that services are driven by a cycle of continuous quality
improvement. Quality will not just be restricted to the clinical aspects of care, but
include quality of life and the entire patient experience. Healthcare organisations
and professions will establish ways to identify procedures that should be
modified or abandoned and new practices that will lead to improved patient care.
All those providing care will work to make it ever safer, and support a culture
where we can learn from and effectively reduce mistakes. The NHS will
continuously improve its efficiency, productivity and performance.

Under the NHS Plan, waiting lists for hospital appointments and admission were to be
abolished and replaced with booking systems, aiming to give all patients a choice of a
convenient time within a guaranteed maximum waiting time (Department of Health, 2000b):

* Access to a primary care professional within 24 hours, and to a general practitioner
(GP) within 48 hours (§12.6)

¢ Maximum wait of no more than four hours in accident and emergency from arrival to
admission, transfer or discharge (§12.10)

« Maximum waiting time for a routine outpatient appointment of three months (§16.6)

« Maximum wait for inpatient treatment of six months (§16.6)
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*  Maximum wait for any stage of treatment to three months (long term goal) (§12.21)

Some of these targets represent agreements between the Department of Health and the
Treasury. Further details of the ‘Public Service Agreements’ are given in the section on
Patient Choice.

National Service Frameworks (NSFs), introduced in the 1997 White Paper, embodied new
approach to rationing: by specifying national standards, they encourage the selection and
adoption of some treatments and approaches, whilst rejecting others (Montgomery,
2003);(page 61). However, waiting times remain the main rationing mechanism. Private
health care acts as a valve for releasing pressure within the NHS: patients’ use of private
health care reflects the disutility of waiting rather than dissatisfaction with the quality of care
(Yates, 1995);(pp. 20-21).

The treatment of cancer, heart disease and mental health services receives special attention
in the NHS Plan. This includes the expansion of cancer screening programmes and
broadening the availability of cancer drugs; the introduction of rapid access chest pain clinics,
intermediate care services for the mentally ill and the elderly; and free nursing care for people
in nursing homes. The Plan also states the government’s commitment to enable access to
NHS dentists for all who want it by September 2001, supported by NHS Direct (a 24 hour
telephone service staffed by nurses), additional funding for more dental access centres and
improvements to dental practices and improved rewards for NHS dentists (Department of
Health, 2000b). At the time of writing (April 2005), this commitment is still to be realised.

1. National service frameworks (NSFs)

National Service Frameworks (NSFs)12 form one of a range of measures that seek to raise
quality and decrease variations in service. NSFs were introduced in the government’'s 1997
White Paper and consultation document on quality (Department of Health, 1997, Department
of Health, 1998). They set national standards, identify key interventions for a defined service
or care group that should be available, establish strategies to support implementation and
outline ways to ensure progress within an agreed time scale (Department of Health, 1997).
Essentially, NSFs provide positive guidance and do not explicitly stipulate interventions that
should not be undertaken. They are modelled on an existing framework on cancer services
(Calman and The Expert Advisory Group On Cancer, 1995), and cover a range of disease
areas (Table 2).

2http://www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCare Topics/HealthAndSocialCareArticle/fslen?CONTENT _ID=407
0951&chk=W3ar/W, accessed 24/02/05
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Table 2: Published National Service Frameworks, April 2005

Topic Date of Comments

Launch
Paediatric July 1997 The Paediatric Intensive Care NSF aims to ensure appropriate levels of care for sick children. The National
intensive care Co-ordinating Group on the provision of paediatric intensive care was set up in June 1996. lts report,

‘Paediatric Intensive Care: A Framework for the Future’ put in place a policy framework for developing the
service and the standards which should be met in all hospitals providing paediatric intensive care.
Mental health September ~ The NSF for Mental Health is a statement on how mental health services will be planned, delivered and
1999 monitored until 2009. The NSF lists seven standards that set targets for the mental health care of adults
aged up to 65. These standards span five areas: health promotion and stigma, primary care and access to
specialist services, needs of those with severe and enduring mental iliness, carers' needs, and suicide

reduction.

Coronary heart ~ March 2000  The NSF for Coronary Heart Disease sets 12 standards for improved prevention, diagnosis and treatment,

disease and goals to secure fair access to high quality services. The standards are to be implemented over a 10-
year period.

Cancer September  The Calman Hine report set out a framework for cancer care provision in 1995 (Calman and The Expert

2000 Advisory Group On Cancer, 1995). The NHS Cancer Plan provides a statement of the government's
comprehensive national programme for investment and reform of cancer services in England.

Older people March 2001 The NSF for Older People seeks to set new national standards and service models of care across health
and social services for all older people whether they live at home, in residential care or are being cared for
in hospital.

Diabetes December 1.3 million people in England suffer from diabetes, and the number is increasing. The diabetes NSF aims to

2001 ensure these people, wherever they live, receive the same high standard of care. Embodied in the NSF is

the central value of the NHS Plan—that good service is the outcome of genuine partnership between the
patient and the provider. The NSF seeks to substantially reduce the suffering caused by diabetes.
Renal January The Renal Services NSF aims to raise standards, reduce variations in services a