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Executive Summary

This document describes the background and justification for the prioritisation exercise, and comprises the outcomes of the series of 4 workshops held between Autumn 2003 – Spring 2004.  Appendix F sketches out a potential user-guide / ‘toolkit’ for how to submit a proposal to the process, and contains guidance on how to complete the submission form.

The benefits of a proposed programme of health care are valued using multi-criteria analysis to generate a weighted benefit score.  Participants at the workshops identified seven criteria and weighted them as in figure (i).

[image: image7.emf]0

1

2

3

4

5

6

7

8

9

10

Acc&Eq

Effect

Priorities

Need

Prevention

Process

QoL


Figure (i): Benefits criteria and relative weights

Proposals are submitted to the three constituent commissioning groups (clinical, modernisation and citizen’s jury) who discuss the proposals and assign provisional scores out of 10 for each proposal against each criterion.  These three groups send representatives to a joint scoring panel meeting where scores are finalised.  A weighted benefit score is then calculated from this.

The weighted benefit score is combined with cost information to produce a ranked prioritisation list.

This list turns a recommendation to the PCT Board to fund from the top of the list downwards in order of cost-effectiveness.
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Introduction

This document describes the background and justification for the prioritisation exercise, and is a compilation of the outcomes of the series of 4 workshops held Autumn 2003 – Spring 2004.  The document that accompanies this report is a toolkit / manual which contains detailed instructions on how to carry out the commissioning process.

The remainder of this introduction sets the scene and justification for including economic (‘value for money’) considerations in commissioning decision making.  It also presents alternative prioritisation methods.

The second section of this report describes the method used for generating a ranked priority list in West Norfolk PCT.  The results section illustrates the actual framework, covering the benefit criteria and weights, costs, combination of cost and benefit, the structure, evaluation and implementation of the process.  It also shows the results of two interim tests of the system.  The discussion considers a number of points that arose during development of the process, and the conclusion draws all the points together. It is recommended that provisional implementation of the methods commence, during which independent evaluations should take place.

Background

Resources are limited, and demand for health care will always exceed the available resources.  Therefore decisions have to be made as to what will be provided and what will not.  The true cost of the decision to purchase one particular programme of care is the benefit foregone from the next best alternative use of those resources.  This is the opportunity cost of that action. This forms the underlying principle of our approach. The commissioning role of the PCT is to make the best use of available resources, that is, the aims of the PCT must be met as closely as possible within the budget available.

Methods for prioritising health care expenditure

A traditional needs assessment approach to commissioning sets priorities according to the relative needs of different disease areas and ranking them, for example, by years of life lost (Table 1).

Table 1: Estimated years of potential life lost before age 85, England & Wales 1984: top 10 causes


000s

Ischaemic heart disease
1,869

Cerebrovascular disease
574

Cancer of trachea, bronchus and lung
549

Cancer of colon
548

Cancer of genitourinary organs
302

Other heart disease and hypertension
258

Cancer of breast
239

Congenital anomalies
201

Other respiratory diseases
171

Motor vehicle traffic accidents
170

Source: Office of Population Censuses & Surveys Mortality statistics 1984, quoted in Donaldson & Mooney, 1991

In this case, the top priority would be tackling ischaemic heart disease, followed by cerebrovascular disease.

This method is, however, flawed as the implied definition of ‘need’ (years of life lost) does not relate to any concept of health gain.  At the extreme, this would imply funding treatments that were known to be completely ineffective simply because they target the highest priority disease area, at the expense of effective treatments for lower priority disease areas.  This method also completely ignores cost (i.e. resources required, and hence value for money) (Donaldson & Mooney, 1991), and this priority list is of little use in making commissioning decisions as the PCT must fund health services not diseases!

A more useful (and generally accepted) definition of need is ‘capacity to benefit’ (Williams 1978).  In this case, a range of treatments (rather than disease areas) is ranked in order of potential health gain.  To be able to compare diverse treatments, a common metric is required.  Such a measure is life years gained, so the life years gained from, say, a CABG
 could be compared with the life years gained from a programme of intensive blood glucose control for diabetic patients.  This, however, only considers mortality, and excludes morbidity: that is, following a CABG, a patient may not be at ‘full potential health’.  It is therefore an unfair comparison to say that the life years gained from two procedures is the same, when the outcome of one may be a much poorer state of health (and hence quality of life) than the other.  An attempt to incorporate quality of life into life years gained is the quality adjusted life year (QALY).  Simply put, this states that two years at ‘50% maximum potential health’ is equivalent to 1 year at ‘full potential health’, or 1 QALY (Drummond, O’Brien et al. 1997).
Ranking a list of potential treatments by the QALYs gained to the population as a whole would show where resources could be allocated to get the greatest benefit, but again, this does not take into account the opportunity cost of funding one treatment over another.  In order to get best value for money from the available budget, it is necessary to calculate the health benefit per pound spent, or the cost per QALY of each treatment.  The treatment with the lowest cost per QALY represents the best value for money intervention.  To maximise the QALYs gained for the population, the treatment at the top of the list should be provided first, followed by those lower down.

This method ensures the focus is on capacity to benefit, and also ensures commissioning is in terms of maximising health outcome (i.e. QALYs gained) for the given budget.

In the late 1990s, after several experiments globally to implement this and similar systems (particularly an attempt to devise a set of priorities in Oregon (Coast 1996), the deficiencies of this technical solution became apparent: data were often simply not available, or became out of date before they could be incorporated into the system (Holm, 1998).  QALYs are sensitive to the tool used to measure them, and may not capture all dimensions of quality of life relevant to patients (Brinsmead & Hill 2003).  Furthermore this method also assumes that the sole objective of the health care system is to maximise QALYs gained.  Wider societal objectives that are not contained within the QALY valuation (for example issues relating to access and equity, specific local priorities, achievement of national targets) cannot be accommodated by this system.

Thus there was a move to a second phase of thought where priority setting is characterised by value systems, transparency and accountability (Holm 1998).  The recommended way forward combined needs assessment and outcome assessment into a coherent value framework (James 1999). 

Prioritisation by Value-driven frameworks

A priority setting scheme directed solely at stroke services was devised in a District Health Authority in Newcastle (Chappel & Bailey 2001)

This process had six stages:

1. Formation of a District Stroke Group (Dec 1996).

2. Review of evidence (Feb-Jul 1997).

3. Postal survey of DSG members (Dec 1997).

4. Survey of other key professionals and managers (Feb-Mar 1998)

5. Consensus within DSG (Mar 1998)

6. Consultation with local users and carers (Nov 1998)

The District Stroke Group (DSG) consisted mostly of primary and secondary care professionals, plus health authority and social services staff.  Later, this also included the voluntary sector, but users, carers or private sector representatives were not included.  The evidence base was reviewed by a member of the DSG, which covered local epidemiology and a review of current service provision.  The outcome was a technical document listing 43 recommendations categorised into 4 broad areas: prevention, acute treatment, rehabilitation and long term support.

Once these needs had been identified, they had to be prioritised.  Therefore, members of the DSG were sent a questionnaire including the 43 recommendations.  Each recommendation was scored in importance and urgency from 1-5, and the results were converted to percentages.  Four recommendations were scored over 90% and became provisional priorities.  Those scoring 70%-80% were classed as secondary priorities.  Structured interviews were then conducted with 29 people (patient representatives, managers and professionals, but not patients or carers) for their opinions on the priority list.

The priority rankings and data from the surveys were discussed at DSG meetings at which point they were confirmed and developed into action plans.

The authors came across a number of potential problem areas when developing their framework.  For example, tensions and conflicts between the opinions of professionals, patients and the public, and the evidence base.  Another tension was of the potential conflict between ‘fidelity (caring for patients) and stewardship (optimising the use of resources)’.  In other words there is a dichotomy between doing what is best for the individual patient and what is best for society as a whole.  The involvement of service users and the public was also contentious: there was a danger that the way in which information is presented can have an impact on the outcome.  There was even some debate as to whether stroke was an appropriate priority to choose in the first place.

This process by which the priorities were ranked is very pragmatic, but is limited by restricting the criteria for measuring benefit to subjective valuations of ‘importance’ and ‘urgency’.  The process could have benefited from broader and more clearly defined criteria, such as how well a programme fulfils a local or national priority, the number of people affected by this programme, which, whilst still ultimately subjective, are more clearly defined notions.  A further criticism of this method is that it does not address value for money in the commissioning process.  Therefore it is unclear whether the health benefit from the resulting set of commissioned programmes will be the highest possible subject to the budget.

An alternative attempt at ranking priorities taking both cost and effectiveness into account was made at the Argyll and Clyde Health Board (ACHB) (Scott & Lees 2001).  Scott & Lees solution is to use a benefit scoring system to value the benefits of a health care programme.  Programmes are then ranked by a benefit score calculated as the average score against a number of criteria.  The programmes were then ranked by cost per additional person receiving the intervention.  The average of the two rankings was taken, and the programmes finally ranked by this average (called the Prioritisation Scoring Index).  The list was reviewed at which point any additional factors were considered before recommending funding of programmes from the top of the list downwards until all funds had been allocated.

This method addresses the limitations of the Chappel method by providing more detailed criteria, increasing the overall transparency and objectiveness of the exercise.  A limitation of this method is the failure to take into account the relative cost effectiveness of programmes.  This method will rank cheap and effective programmes at the top of the list, and expensive and ineffective programmes at the bottom, but in the middle of the rankings, this process does not distinguish between a relatively more costly but also relatively ‘even more’ beneficial programme.  Perverse rankings may therefore result.

The method chosen for West Norfolk PCT assumes that there are a set of programmes of care competing for a limited allocation of funds.  These programmes therefore need ranking in priority order.  The method incorporates an explicit value system to judge the benefits of a programme, and combines this with cost impact data to rank in order of ‘cost-value’ (cost per point).  A ranked list from lowest to highest cost per point forms the recommendation to the PCT Board to prioritise the allocation of its funding.

Method

The benefits of a proposed programme of health care expenditure are valued by a multi-criteria weighted benefit score (analogous to that calculated during an option appraisal exercise).  These are combined with cost to generate a cost-value ratio.  A low cost-value ratio implies a better value for money programme than one with a higher ratio.

The steps in this are:

1. Determine the benefit criteria

2. Weight the criteria

3. Score each programme against each criterion

4. Calculate weighted benefit score

5. Combine with cost data to generate cost-value ratio

6. Rank in order of cost-value ratio

1. Determine the benefit criteria

This is done at a brainstorming session, where ‘desired’ characteristics of a health care programme are identified.  The criteria will encapsulate what is needed to be known about a proposed programme of care in order to judge its benefit relative to other programmes.

2. Weight the criteria

Some criteria may be considered more important than others.  Once the list of criteria has been determined, it is necessary to weight them relative to one another.  This is done by allocating 100 percentage points amongst the criteria.

Stages 1 and 2 define the benefits valuation framework.  The remaining stages relate to scoring individual programmes against the framework.

3. Score each programme against each criterion

Each programme submitted to this process is scored against each criterion independently, on a scale of 0-10.

4. Calculate weighted benefit score

For each programme, the score for each criterion is multiplied by the weight on that criterion.  The weighted scores are added up across all criteria to obtain a weighted benefit score for the entire programme.

5. Combine with cost data to generate cost-value ratio

The net financial impact per patient is used to calculate the cost-value equation
.  

A net cost impact for the proposal is calculated by valuing the cost incurred by the programme, less any savings (e.g. from avoided hospital admissions).  This is divided by the number of people the programme will affect to give a net cost per patient.  This figure is divided by the weighted benefit score to give a cost-value ratio.

6. Rank in order of cost-value

Programmes at the top of the list have a low cost-value ratio.  This means that they achieve the criteria more efficiently that one with a higher cost-value ratio, and therefore represent better value for money.

Results

The commissioning method was developed over a series of four workshops, held between Autumn 2003 and Spring 2004.  At the first, the benefits valuation framework was devised.  The second was to discuss various issues that arose from the first workshop, to devise a proforma for submission of proposals, and to develop a toolkit for the commissioning process.  The third workshop was a mock scoring session to test the methodology, and the final workshop considered practical issues such as rollout of the programme, training needs and make-up of the scoring panel.

Below is a compilation of results from the workshops.  The reader is referred to interim reports of the workshops for specific details from each.

This section is structured as follows:

· Benefit Criteria

· Weightings
· Costs
· Combining cost and benefit to produce rankings table
· Structure of commissioning process

· Evaluation of commissioning process
· Testing the framework
· First test: workshop 1
· Second test: workshop 3
· Implementation of process

Benefit Criteria

Participants at the first workshop derived a list of seven criteria against which programmes would be scored.  In alphabetical order these are:

· Access & Equity

· Effectiveness

· Local & National Priorities

· Need

· Prevention

· Process

· Quality of Life

Each criterion is more fully defined below:

1. Access & equity

· Does this proposal increase or improve access to services for the target population?

· Does this proposal have any impact on access to services for other populations or other NHS agencies (positive or negative)?

· Is this a locally based service?

· Is this service available to all who need it?

· Is this patient-centred healthcare?  Do they get a say in the delivery of their care?  Is there demonstrable ‘patient & public involvement’?

· Does the proposal enable treatment in an appropriate environment?

· Does the proposal raise the profile of an important but currently low profile disease / condition?

2. Effectiveness

· Is the proposal proven to work?  (what evidence is there for it working?)

· What is the quality / grade of the evidence? (e.g. well conducted randomised controlled trial versus expert opinion). 

· What is the balance of risk and benefit to the patient?

· Will the proposal result in enough activity to maintain quality? (clinical governance issues)

3. Local & National Priorities

· How far towards meeting an explicit national or local target does this proposal go (for example, NICE, NSFs, LDPs etc – Nb: see glossary)?

4. Need

· What is the prevalence / incidence of the disease or condition this proposal is intended to treat?

· What is the current mortality or morbidity associated with this disease/condition? (note this should take into account the impact of existing treatments)

· Does this proposal meet an identified health need (either local or national)?

· Does it meet public expectations / does it meet a local health want?

5. Prevention

· Does the programme focus or put greater emphasis on prevention of ill health?  (For example through health promotion, screening/ immunisation or reduction in future morbidity.)

6. Process

· Is the proposal achievable within a realistic timescale?

· Does the proposal involve multi-agency working / partnership working across different areas of the NHS (and wider bodies)?

· Is the proposal acceptable politically?

7. Quality of life

· What impact does the intervention have on different domains of quality of life (e.g. disability reduction, increase in independence, pain reduction, whether it allows a patient to play active role in society, social relationships, etc)?

· What is the potential QALY (Quality Adjusted Life Years) gain from the intervention?

· Does the proposal decrease (future) care needs for the patient, carer or family?

· What evidence is there for the patient experience / satisfaction?

These criteria definitions were circulated to workshop participants for comment and subsequently finalised.

Criteria Weightings

Participants at workshop 1 were split into 5 groups (red, blue, yellow, orange & green), and allocated a total of 100 points (printed out on cards), with which to allocate between the seven criteria.  Each group had to arrive at a consensus decision, after which the mean of all the groups was taken as the final weighting for each criterion.  Figure 1 below shows the weightings allocated by each group, and Figure 2 shows the average weights in order of relative importance (see Table A1, Appendix A for more information).

Figure 1: Weightings by group
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Most of the groups weightings are fairly consistent with each other, with one or two exceptions.  For example, the green group gave quality of life a high weighting with the rest of their weightings spread across the other criteria, whilst the orange group gave prevention a high weighting, and process a very low weighting (zero).  The blue group also weighted need, priorities and prevention consistently higher than the average, whilst effectiveness and quality of life were weighted below the average of all groups.

Figure 2: Average weightings by criterion
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Generally speaking, the weights appear to be split into four groups.  Firstly, need and quality of life are assessed as the most important elements of a proposal with just under 20% of the total weighting each.  Following these are prevention and effectiveness, with very similar scores around 15%.  Whether or not a proposal fulfils a priority and access and equity issues are in the third grouping at just over 10% each, and finally the process (timeliness and use of partnership working) is considered the least important, though still plays an important role in decision making with 7% of the weighting.

These criteria and their respective weights form the benefits valuation framework.

Costs

The time horizon for costs is 3 years.  A three-year time horizon was chosen as being more realistic than a longer one, but this will be kept under review.   Whilst projecting costs could be undertaken for a longer time-scale it is likely that costs could change substantially beyond a three-year period.  These financial data are to be completed on a set of spreadsheets as in Figures 3 and 4.

There are three categories of cost: costs to the NHS, costs to non-NHS agencies, and costs to the patient (out of pocket costs).  Similarly there are three categories of savings (NHS, non-NHS and patient).  The purpose of this is to calculate a net financial impact of the proposal.  Note that this is a different concept from a purely accounting cost to the PCT.  The justification for this is that the NHS, as a social provider of care and a spender of tax receipts, should take into account the entire cost and benefits of its actions to society as a whole, rather than just the PCT budget.  The accounting cost will still be necessary for the PCT to know the level of funding required.

Costs incurred

Figure 3: Costs spreadsheet
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NHS Capital and Revenue items for years 1-3 are itemised and summed.  These are the items the PCT is being asked to fund.

The next column covers wider health economy costs.  These are costs that fall on non-NHS agencies.  These should be calculated and summed for years 1-3.

Patient out of pocket costs cover items such as prescription charges and transport.  An estimate of these should be made here (note that the total cost for all patients should be included here, for example if a proposal is intended to impact 200 patients, and they would each have £5 travelling costs, the figure to enter here is 200 x £5 = £1000.

The grand total is the sum of NHS capital, NHS revenue, wider health economy and patient out of pocket costs.

The final column is the discounted value of the costs.  Costs incurred after year 1 will be discounted to present values at a rate of 6% per year.

Savings generated

Figure 4: Savings spreadsheet
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This spreadsheet is to be calculated in the same way as the cost spreadsheet.  The cash-releasing NHS savings are savings resulting from the proposal that actually release cash.  For example, sale of existing capital equipment.  Non-cash releasing savings will typically occur where, for example, there is a benefit of reduced hospitalisations / secondary care procedures.  Unless the PCT is able to specifically claw back funds for an operation that does not now take place, the savings from an avoided hospitalisation will not be realised to the PCT, but would ‘diffuse’ more generally through the NHS in the form of a slight reduction in waiting times for other patients.  This is a saving to society as a whole, but the PCT will not see the cash itself
.

Savings to the wider health economy include cash-releasing and non-cash releasing savings to non-NHS agencies (there is no need to differentiate the two for the purposes of this analysis), and savings to patients include future prescription charges avoided or transport costs etc.

A three-year time horizon was again chosen as being more realistic than a longer one, but this will be kept under review.   Whilst projecting savings could be undertaken for a longer time-scale it is likely that these could change or become more nebulous and less directly relevant beyond a three-year period. However it is recognised that some schemes which involve longer term benefits may be disadvantaged by this decision-rule.   This will be addressed during the evaluation period. 

These are summed and discounted as per the costs section.

The net financial impact per patient is simply:

Present value of costs – present value of savings

Number of patients affected

Note that this figure is the figure to be incorporated into the cost-value equation.  It is different from the cash requirements figure which the PCT finance department will require.  The cash requirements figure is calculated separately for each year, and is:

NHS Capital Cost + NHS Revenue Cost – NHS Cash releasing savings

Combining cost and benefits

Costs and benefits are combined by dividing the net financial impact per patient by the weighted benefit score as below:

Net financial impact per patient affected

Weighted benefit score

This ratio is the cost-value ratio.  Programmes are ranked in order of cost-value from lowest to highest. Provided the benefit criteria are inclusive. Those with the lowest cost per point of benefit represent best value for money.

This ranked list forms the recommendation to the PCT.

Structure of commissioning process

Figure 5 shows the time scale for the first year of operation of the system.

The new system is scheduled to go live from 1st April 2004.  After this date, anyone wishing funding for a proposal would need to complete a submission form for their proposal (a blank submission form is enclosed as Appendix E).  In the first year of operation (2004/05), due to time restrictions, there would only be two scoring meetings (June and September), with PCT board decisions being ratified at the October 2004 board meeting.  Subsequent scoring meetings in December 2004 and March, June and September 2005 will consider proposals to be funded from April 2006.

Figure 5: Timelines for commissioning system
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The method for submission of a proposal is illustrated in Figure 6.

Figure 6: Flow chart for commissioning process
















Before Submission

The potential sponsor is advised to contact the bid co-ordinator with details of their proposal.  The bid co-ordinator will check the existing list of submitted proposals (which is published on the website), and the list of past queries to see if any similar proposals had been suggested or submitted.  If so, the bid co-ordinator will put the potential sponsor in touch with the sponsors of the similar proposal so they can liase and possibly devise a combined proposal.  The potential sponsor is then to discuss their proposal with all relevant multi-disciplinary teams.

Submission Form

The sponsor should then complete a submission form (see Appendix E).  If they require help in completing the form, they can contact the bid co-ordinator who will be able to put them in contact with appropriate information sources to help with the form (for example if the require help in searching for evidence for their proposal the bid co-ordinator could put them in touch with library services).

Where a proposal for funds is expected to be ongoing, cost data should be calculated for up to three years.  

Once the submission is completed, the costs will need verifying by the sponsor’s finance department / treasurer as appropriate.

Submission of proposal

At this point the proposal is submitted to the bid co-ordinator.  They will send an acknowledgement to the sponsor.  The title of the proposal and a short summary will be posted on the PCT website.  The co-ordinator will separate the cost data from the proposal and file.  The benefits data will be filed ready for submission to the three commissioning groups to consider.

The three-groups meetings

Two weeks prior to the clinical, modernisation and citizens’ jury meetings, the benefits data for all the submissions will be posted to the members of the three groups for consideration.

The three groups will meet (as three separate groups) to discuss the proposals.  The aim is to identify the issues where clarification is required, and to assign provisional scores against each of the criteria to the proposals.

Scoring is made on a scale of 0-10 where 5 represents no change on current service provision, a score greater than 5 is an improvement, and a score less than 5 is a deterioration relative to current provision.

Two members from each group are nominated to form the scoring panel.  This will meet approximately 2 weeks after the three-group meetings.

Scoring panel meeting

This meeting will consist of a total of 9 people.  There will be two representatives from each of the three groups (clinical, modernisation and citizens’ jury), two observers (from either the patients’ forum, local authority, academia or elsewhere), and a chair (to be appointed by the PCT).

The role of the 6 representatives is to discuss each of the proposals and arrive at consensus scores for each proposal against each criterion.

The role of the observers is to contribute to discussions, but they do not have a scoring role.

The role of the chair is to facilitate discussion and ensure all participants contribute.  They do not have a scoring role.

The structure of the meeting will be a brief introduction of the proposal by the sponsor (no more than 5 minutes as participants will already be familiar with the content of the proposals).  There will then follow a question and answer session.  The sponsor of the proposal will then leave the room and the panel will assign scores.

The representatives have the remit to change the provisional scores assigned by their respective group after discussion and clarification at the panel meeting.  If there is genuine disagreement as to the score assigned to a proposal for a given criterion, this will be minuted and an average of the scores taken to arrive at consensus.

The output from the scoring panel meeting will be a set of scores for each proposal on a scale of 0-10, one for each criterion.  Along with the scores will be comments recorded on a standard form explaining (where appropriate) the reasons for a given score, and noting any differences of opinion (see Appendix D).

After the scoring meeting

The bid co-ordinator will receive the raw scores and minutes.  The minutes will be written up and circulated to panel members, observers, chair, sponsors of proposals, and finally posted on the PCT website.

The bid co-ordinator’s office will calculate the weighted benefit score, and divide the net cost impact per patient by this score to calculate the cost-value ratio.  Proposals will be ranked in order of cost-value ratio, and this information posted on the PCT website along with a note clearly pointing out that this is an interim rankings table, and that proposals considered at the remaining scoring panel meetings before the October PCT Board meeting may appear above or below existing proposals.

The rankings will be posted in the form of a table with the following columns:  reference number of the proposal, title of proposal, sponsor & affiliation, net financial impact per patient, weighted benefit score, cost-value ratio.

Submission to PCT board

Two weeks before the October PCT Board meeting, a compiled ranking from all the scoring meetings will be submitted for consideration.  The papers will include:

· ranked cost-value table with the following columns: reference of proposal, title of proposal, sponsor & affiliation, net financial impact per patient, weighted benefit score, cost-value ratio, cash requirements in year 1, cash requirements in year 2, cash requirements in year 3.

· A 1 page summary of each proposal on the table.  This will give a brief description of the proposal, a breakdown of raw scores against each criterion, details of costs incurred over up to three years, details of potential savings over up to 3 years.

PCT Board Meeting
The recommendation is for the Board to allocate funding from the top of the list downwards until all funds are allocated.  It must be noted that the Board is free to exercise its discretion where there appear to be inconsistencies or perverse rankings as a result of this process.

Evaluation of process

This evaluation refers to the evaluation of the entire process, rather than evaluation of individual programmes which become funded through the process.  Individual programmes will be covered by service level agreements and conventional NHS clinical governance procedures to ensure the benefits claimed in the submission form are actually realised.  Below is a suggested format for evaluation.  This is yet to be finalised, agreed and confirmed by the PCT.

It is proposed that evaluation of the project will take the form as shown in Figure 7.

Figure 7: Suggested evaluation scheme.


Observation of the process will include:

· ease of completion of submission forms

· potential missing elements of submission forms

· workings of scoring meetings

· perceived fairness of method

· involvement of relevant staff

· where possible, a comparison of projects that were funded under the new system versus those that would most likely have been funded under the previous system or versus the status quo, and the potential impact on health outcomes

· satisfaction of users with the process.

The workings of the scoring panel can be verified by the panel scoring test cases which are also scored by a separate ‘shadow’ panel.  Data from scoring sessions will also be analysed to detect any trends and systematic biases, and to test for internal consistency and reproducibility between scorers.  Of particular importance will be verification that there is consistency in scoring between scoring meetings.  

Consultation will be by questionnaire and semi-structured interviews of:

· participants in method development process

· submitters of proposals

· scoring panel members

· other stakeholders as appropriate
The output of the observation and consultation stages will be recommendations for refining and improving the process.  These will be enacted, whereupon the process can continue.  It is intended for the evaluation to be ongoing but to complete a report after year 1.

The above represents a suggested means of evaluation of the project.  The exact nature and structure of the evaluation is yet to be confirmed.

It is suggested that the Health Economics Support Programme at UEA would be the most appropriate group to evaluate the process.  This will constitute a separate evaluation phase to be agreed separately.

Testing the Framework
There were two opportunities to test the framework.  The first was on the day of the first workshop.  This was intended to give participants a feel for the whole process, but suffered from difficulties such as lack of clarity over the criteria definitions.  The second was at the third workshop and was intended to test the submission form, and to see how feasible the scoring was in reality.

First test

The final session of the first workshop was dedicated to a preliminary test of the framework so far devised.  This was limited by the fact that the criteria had only just been specified, and there was a lack of clarity at that stage over precise definitions.  Nevertheless, the test was a useful gauge of the process so far developed.

In this session, four mock proposals for service development (covering stroke services, teenage pregnancy, diabetes screening and mental health) were presented for scoring against the new framework (see Appendix B for copies of the scenarios).  This was an important exercise to enable participants to see the eventual outcome of the entire process.  (Note that these proposals were purely fictitious and do not represent any real priorities or reflections on particular services within any part of the NHS.)

Table 2 shows the results of the mock scoring session.

Table 2: Results of mock scoring session by criteria and weighted benefit score


Criteria






Weighted score


Effectiveness
Quality of Life
Access/Equity
Need
Priorities
Prevention
Process


Weights
0.15
0.182
0.118
0.198
0.126
0.156
0.07


Programme








Stroke
6
7.6
8.6
6.4
4.8
4.6
4.6
6.21

Teen Pregnancy
2
7
4
5
4
10
5
5.45

Diabetes screen
7
7
9
9
9
6
9
7.87

Mental Health
1.3
2.3
3.3
2.7
7
3.7
0.7
3.05

The next step was to divide by the net cost to produce a cost per point, and rank in order of cost-value
 (Table 3).

Table 3: Ranking of mock proposals


Net Cost Impact
Score
Cost / Score

Diabetes Screening
-£7,780,000
7.868
n/a (cost saving)

Teenage Pregnancy
£21,600
5.45
£3,693

Rapid Response Stroke Team
£100,000
6.2096
£16,585

Mental Health
£217,000
3.0467
£71,225

This table now provides a recommended order of prioritisation for health care expenditure in terms of cost-value.  It must only be considered a guide as the process is not perfect and cannot take into account every relevant factor.  This analysis demonstrated that the results are dependent on the scope and timescale of costs included (for example, the diabetes screening programme takes into account future avoided costs due to the programme as well as those incurred by the programme itself) and how well the project scored against the criteria.

Sensitivity Analysis

This mock scoring session provided the opportunity to test the impact of variance in the weightings assigned to the criteria by the different groups.  This was done by the use of sensitivity analysis (also known as ‘what if’ analysis), where the different groups’ weights were multiplied by the programme scores rather than an average weighting, to see if there was any difference in the recommended order for prioritisation.

Each groups’ own weightings were substituted for the mean weightings and the scores recalculated.  The results of this are shown in Figure 8, along with the base case using the mean weightings (‘all’).

Figure 8: Impact of variance on scorings
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In all cases but one, the score ranking of the programmes remained the same (note this is comparing scores, not cost-value).  The only difference was when the orange group’s weights were used, in which case the teenage pregnancy programme scored very slightly higher than the stroke team.  This was due to the high weighting this group put on prevention.

In summary, the results of the mock exercise are robust to variance in the weightings given to the criteria between the groups.

Second Test

The second opportunity to test the structure arose at workshop 3.  The purpose of this workshop was to test score two sample proposals worked up onto a draft submission form.

The two sample proposals are presented in Appendix C.

The format of the scoring session was a presentation introducing the proposal, running through each section of the proforma (and hence each criterion) in turn.  This took around 10-15 minutes.  This was followed by a session to score the proposal against the criteria.  This was done in groups, and took a further 15-20 minutes.  Participants had a standard sheet to assist with scoring (see Appendix D for an example).

Proposal 1: Flexible Cystoscopies

The first proposal was to transfer non-suspected cancer cystoscopies
 from a secondary care setting to primary care.  Briefly, a primary and surgical care centre had proposed to undertake routine cystoscopies within their own premises.  The proposal excluded suspected cancer cases.  The sponsors stated that they could provide the same service at a lower cost than the current tariff price charged by the main secondary care provider.

Figure 9 shows the results by group and means (see table A2, Appendix A for raw scores).  The weighted benefit score was 3.112.  There is considerable variance in the valuations.  The most striking observation in the scoring is from group 1, who felt that the proposal did not merit any points on any criterion at all (it should be noted that by chance this group included both the sponsors of the mock proposal and the commissioning manager for the PCT – evidently the sponsors had had a change of heart!).

Figure 9: Mean, Max and Min scores for Cystoscopies proposal by criterion

After considering the proposal, group 1 felt that it was not the best way of fulfilling the aims of the PCT: the major benefit to the NHS is through relieving pressures in secondary care.  The freed-up sessions could then be used to treat other patients.  The proposal would also be cost-saving, however it was unclear whether the savings would be realised in cash released (which could then be used to develop other services), or non-cash realisable (in terms of reduced waiting times for urological patients).  The general variation in scores appears to derive mainly from genuine differences in benefit rating between the groups (on the whole, there appeared to be a consensus throughout regarding interpretation of the benefit criteria definitions).  The wide spread of scores may therefore reflect genuine differences in the perceived benefit of the proposal.

Proposal 2: Early Onset Dementia

This proposal involved the establishment of a local multi-disciplinary / multi-agency specialist service for younger people (46-65 years of age) with early onset dementia.  The patient would have access to a full range of community and clinical services providing information, care, support and treatment to both the patient and their carers.  There is currently no co-ordinated service provision within the PCT.

Figure 10 shows the group means and range of scores for the proposal (see Table A3, Appendix A for full scores).  The weighted benefit score for this proposal was 6.326.

Figure 10: Mean, Max and Min scores for Early Onset Dementia proposal by criterion


All four groups felt able to score the proposal against each criterion, however group 4’s scores were consistently lower than those of every other group for all criteria except quality of life.  After discussion, it was thought that, in contrast to the cystoscopies proposal, this may have been due to differences in interpretation of the criteria, for example, there was lack of clarity over the relevant definition of ‘prevention’ (whether primary or secondary, and which was more important to the PCT in the given context?), and the difference between the need of an individual patient versus impact on the population as a whole.

On the whole, the test of the process was successful, and raised a number of issues and recommendations for modification of the process to ensure consistency and the smooth working of the process.  Consistency and reliability checks of the scoring panel will made during the first year of the review process.    

Implementation of process

This section covers practical issues relating to the process, primarily employment and training of a bid-coordinator, training of scoring panel members and potential sponsors of proposals, and general awareness raising of the scheme.

There are a wide range of groups of people the PCT needs to roll the programme out to.  They fall into three groups, according to what the information / training needs are:

1. Potential bidders / general public

There will be three key means by which the programme will be communicated:

· website

· information pack

· half-day workshops

The information needs are:

· how to gather together the evidence base & literature searching (e.g. The Norfolk NHS library services can assist in providing this training)  

· understanding the weighted benefit scoring system

· knowledge of definitions of the criteria.

Examples of specific groups who would need informing are:

Primary care (through practice managers)

Community care (e.g. podiatry, mental health care CPNs, paediatrics, specialist nurses, neurology rehabilitation)

Secondary care (QEH, but also other secondary providers in the region).  Specifically, the board, departmental heads, clinical directors, medical staff committee, social services, PAMS, East Anglian Ambulance Trust, specialist nurses and others.

Voluntary sector including Norfolk and West Norfolk CVS

Local Authorities

Other PCTs in the region (specifically East Cambs & Fenland).

Norfolk Public Health Network

NSC Strategic Health Authority

Private providers of health care

Patient groups

These groups need prioritising, and a decision made as to who will be invited to training workshops and who simply needs to be informed.

2. Bid co-ordinators

Bid co-ordinators will need to be completely familiar with the mechanism, and know who to contact for information to assist potential sponsors in completing their submission form.  They do not themselves need the skills to, for example, synthesise evidence, but would need to know who they could put a potential sponsor in contact with.  Bid co-ordinators will need to be familiar with proposals already submitted, and so could suggest collaboration between sponsors of similar proposals.  These individuals will require training in how the process works.

3. Panel members & constituency members

The members of the scoring panel (and members of the three commissioning groups) will need to be absolutely familiar with the mechanism.  They need training to ensure they all interpret the definitions of the benefit criteria in the same way, and understand their remit.

Thus the PCT will need to:

· establish a website for the commissioning process

· appoint and train a bid-coordinator

· prepare an information pack for potential bidders explaining how the system works

· run a series of half day workshops for potential bidders explaining the system

· run a half or full day workshop for panel members to train on the system

Discussion

Throughout the process, a number of discussion points arose.  The points raised were

· the type of proposal that this system would accommodate, and how to ensure the quality of proposals (including credibility of included data), 

· whether every single proposal for funding had to be put through the process,

· who should ‘sign off’ a proposal, 

· the structure of the scoring panel meeting, clarification of the remit of the scoring panel, technique for scoring, and ensuring differences in scores are due to genuine differences of opinion, rather than a difference in interpretation of the evidence,

· how a sponsor of a proposal is informed about the funding decision, procedure if a proposal is rejected and the possibility of an appeals procedure,

· combination of benefits data with cost data.

· Scope of cost data

These are considered in turn below.

· To be able to measure the benefit of a proposed programme of expenditure, the proposal must be focussed on outputs rather than inputs, that is, it must be ‘programme based’.  This shifts the emphasis on the results and outcomes from the expenditure, rather than onto the input.  For example, a proposal for a new member of staff would need to be linked to an output.  This would involve identifying on what ‘programmes’ the staff member would work (in general terms, this means the disease areas), and the potential health benefits attributable to that person’s work.  The health gain attributable to that staff member can then be compared with other proposals for spending the same money.  This may be easier to identify for some staff members than others, however exact figures are not required: general indications are sufficient for this process.  The guiding principle must be on providing enough information to make an informed judgement on the value of this proposal against the criteria.

· It was decided that every proposal for funding would need to go through this system.  If there was a ‘back door’ allowing funding by other means, the entire process would be undermined.  The danger of this approach is that proposals for small amounts of cash will be deterred due to the expense of gathering together all the necessary information for a proposal.  The impact of this will be monitored, and if necessary, modifications made to the process in future.

Of particular concern to the PCT is the impact of national ‘must-dos’ imposed by central government, and whether, if they are ‘must-dos’, such proposals should go through the prioritisation process.  However, it was noted that these are usually in the form of ‘must achieves’.  The exact configuration of the service is rarely specified, therefore it is appropriate for proposals that aim towards these targets to go through this process.  In principle, this benefits valuation process could be used in a traditional option-appraisal process to identify the best value for money scheme from a range of options all aimed at fulfilling a particular ‘must do’.

· It was decided that proposals for funding should be signed off by a ‘responsible person’ in the sponsor’s organisation.  This may be (but does not have to be) the chief executive, a manager or other equivalent individual.  There is a dilemma here between getting the buy-in and agreement of the sponsoring organisation’s senior management (which is essential for a scheme to be a success), and allowing people at all levels with ‘good ideas’ to submit proposals, but who may not be able to bring them to the attention of their management.

· The remit of the scoring panel is as purely an advisory role: the aim of the process is to improve the quality of decision making by making use of decision-analytical tools and incorporating evidence and value for money considerations.  The scoring panel has the remit of valuing the benefit of the proposed programmes according to an explicit values framework.  However, the PCT Board is the statutory body with the power to make purchasing decisions.  They are free to accept or reject the recommendations of this process.  It would be expected for there to be some degree of deviation from the pure cost-value ranking as the process is imperfect and may produce perverse results.

After the second testing phase (at workshop 3), it was decided that a programme would score a 5 against a particular criterion if it represented no change on the current service provision.  If it is an improvement, it would score higher, and a deterioration would score lower.  Further more, as the remit of the panel is purely to score the benefits of a programme, it was decided the panel would not see the cost data.  This is to ensure the focus of the panel is on the benefits.  In the case where the proposal represents no change on current service provision, but would be a less expensive means of providing it, this would be reflected in the cost-value ratio.

· All funding decisions for the following April are taken at the preceding October PCT Board meeting.  The scoring panel needs to have met before this time to value the benefits of the proposals.  In order to spread the workload, the panel will meet quarterly.  Sponsors of proposals need to understand that a funding decision will not be made at this meeting: it is only after the October board meeting that funding decisions are made.  Sponsors will, however, be informed of the results of the scoring meeting, and will receive a copy of the raw scores by criterion, the weighted score, and anonymised comments (if any) relating to why a particular score was given).

It was decided that there would not be an appeals procedure for sponsors whose proposals are not funded.  There is, however, no restriction on the sponsor resubmitting a proposal for consideration the following year.  Minutes from the scoring panel meetings and informal feedback from the PCT Board (at their discretion) may provide assistance in identifying where the proposal could be strengthened.  Proposals will not be ‘rolled forward’ to following years: all proposals must be formally resubmitted if they are to be considered for future funding.

· There are numerous ways of combining the costs and benefits of a health care programme to get a ranked list.  No method is without flaws and limitations.  Initially, costs and benefits were to be combined to form a cost-value ratio by dividing the net financial impact of a programme by the weighted benefits score.  The drawback from this is that there is a risk of biasing against large projects.  This is because the benefits valuation score is bounded between 0-10, whilst costs are not, so the relative benefit of a larger project is bounded compared to a smaller one.  Using a net financial impact per patient as the numerator partly solves this problem as a project that benefits a large number of patients (but at a correspondingly large cost) can now be more directly compared with a smaller scale project.

· It was decided that the maximum time horizon for cost data is 3 years.  In theory, the discounted value of costs and benefits occurring in future years should be calculated until either the scheduled end of the programme, or until the present value of the extra costs and benefits is close to zero.  In reality, such calculations are impractical: there is more and more uncertainty further and further into the future.  It is also unrealistic to expect sponsors of proposals to calculate costs and benefits repeatedly for 20 or more years into the future.  The disadvantage of this is that the true lifetime benefits to society of certain proposals will not be captured.  For example, many public health programmes have long term outcomes (for example smoking cessation or healthy eating campaigns may not see any benefits in terms of heart attacks prevented for many years).  Therefore, if there are likely to be significant costs or savings over a time horizon greater than 3 years, the sponsor adds a narrative describing such costs. The 3 year time horizon will be kept under review and evaluated.

Conclusion

This report presents and reviews the results of a series of workshops held between October 2003 and March 2004 to devise a new framework for informing commissioning decisions for West Norfolk Primary Care Trust.

The framework for benefits valuation uses multi-criteria analysis to generate a weighted benefit score.  The net financial impact per patient of a proposal is divided by this benefit score to create a cost-value ratio.  Ranking by this ratio put those which represent best value for money at the top of the list.  The recommendation to the PCT Board is to fund proposals from the top of the list downwards, but as the system is not perfect and cannot take account of all relevant factors, the Board has the liberty to deviate from the recommended listing where it feels necessary.

To be sure of providing cost-effective (i.e. value for money) health care from a tax-payer funded system, it is necessary to know what the benefits and costs of a given programme of care are.  Collecting together the information required by this system will be costly, but this must be set against both the cost of the current system, and the cost of providing health care inefficiently, this being measured in terms of the health gain foregone by funding an inferior programme.

Recommendations

We believe the system is a substantial improvement over the current systems and should be implemented subject to evaluation in year 1 and subsequent years.
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Appendices

Appendix A: Tables

Table A1: Raw weightings by group

 
Criterion
 
 
 
 
 
 


Group
effectiveness
QoL
Access/equity
Need
priorities
Prevention
process
Total

red
20
20
14
20
11
9
6
100

blue
10
10
10
24
20
20
6
100

yellow
19
15
15
22
9
8
12
100

orange
15
15
10
20
10
30
0
100

green
11
31
10
13
13
11
11
100

Sum:
75
91
59
99
63
78
35
500

average weight:
0.15
0.182
0.118
0.198
0.126
0.156
0.07
1

(as %)
15.00%
18.20%
11.80%
19.8%
12.60%
15.60%
7.00%


Table A2: Scores for flexible cystoscopies proposal.

Group
Acc&Eqi
Effectii
Priorities
Need
Prevention
Process
QoLiii


1
0
0
0
0
0
0
0


2
6
5
8
8
8
2
7


3
4
1
0
3
2
4
0


4
5
1
6
0
5
8
6


mean
3.75
1.75
3.5
2.75
3.75
3.5
3.25


Weights
0.118
0.150
0.126
0.198
0.156
0.070
0.182


Weighted Mean
0.443
0.263
0.441
0.545
0.585
0.245
0.592
3.112

i. Access & Equity

ii. Effectiveness

iii. Quality of Life

Table A3: Scores for Early Onset Dementia Proposal

Group
Acc&Eq
Effect
Priorities
Need
Prevention
Process
QoL


1
10
6
7
8
6
9
9


2
9
6
9
8
4
8
4


3
9
7
8
5
8
7
2


4
8
3
6
3
2
6
7


mean
9.00
5.50
7.50
6.00
5.00
7.50
5.50


Weights
0.118
0.150
0.126
0.198
0.156
0.070
0.182


Weighted Mean
1.062
0.825
0.945
1.188
0.780
0.525
1.001
6.326

Appendix B: Mock proposals from workshop 1.

Proposal 1: Rapid Response Stroke Team

Stroke accounts for 4-6% of total NHS costs and accounts for 11% of all deaths.  It is also an important cause of morbidity, with the majority of patients surviving their first stroke (19% of survivors require long-term care).  

Prevention of stroke has been highlighted in the recent NSF for Older People as an action target (with other agencies as appropriate).  A local needs assessment has recently been carried out by our DPH’s office which suggests that in Anytown PCT (with a population of 150,000 people), we will see approximately 300 first or recurrent strokes per year.  Our new Stroke Unit which opened two years ago admitted about half of all strokes with the remainder being treated on general medical wards in the local Trust.  This has frequently led to less than optimal acute care due to the non-specialised nature of these wards.  

We propose the establishment of a ‘rapid response stroke team’ (RRST) consisting of a part-time OT and Physiotherapist, Speech Therapist and f/t community nurse.  The proposal has the full backing of all medical consultants including the Specialist in Rehabilitation Medicine.  This multidisciplinary team will follow-up stroke patients admitted to general medical wards within 24 hours (in the absence of sufficient beds on the Stroke unit) and ensure that an assessment of appropriate care and rehabilitation needs (including any intermediate care requirements and domestic arrangements) is made in a timely way to minimise delayed discharge and future disability.  

It is hoped that in this way care of an equivalent standard to the Stroke Unit can be provided.  We believe this to be a very cost-effective use of resources as it utilises existing staff and facilities whilst augmenting it with a level of service equivalent in standard to a dedicated Stroke Unit.  The team will also fulfil a preventive role in ensuring that subsequent risk of stroke is minimised through physical assessment, review of current medications and dietary advice etc.  

We shall ensure discharge back into the community as soon as is appropriate and will provide a home assessment within three weeks of discharge either from hospital or intermediate care.

Evaluation of similar strategies in other countries has shown a health gain equivalent to 2.8 QALYs (Quality Adjusted Life Years) per patient attributable to the scheme.  This would equate to around 420 QALYs gained per year across the whole of Anytown PCT.

The cost of this service is low relative to the benefit it provides.  The alternative is many missed opportunities to improve subsequent quality of life in stroke cases and considerable premature mortality.  The total cost of the new team members will be £75,000 per year plus admin/secretarial support at £20,000.  Some travel expenses and office accommodation will be required. 

Proposal 2: Sexual Health – Teenage Pregnancy

Teenage pregnancy is a major problem in the UK.  In the late 1990s, we had the worst record in Europe, with over 90,000 teenagers becoming pregnant every year.  Almost 8,000 of these were under 16.  Teenage pregnancy leads to a wide range of social problems: teenage mothers are less likely to finish their education, find a job, and are more likely to end up as single parents.  Their children may also be sicker than average and are more likely to become teenage mothers themselves.

In June 1999, the Social Exclusion Unit’s report on teenage pregnancy set a target of a 15% reduction in pregnancies in under 18 year olds by 2004, and a halving by 2010.

The teenage conception rate in Anytown PCT in 1999 was 53.5 per 1000 15-17 year olds (a little above the then national average of 47.0).  Around half of these ended in termination.  The most recent figures for 2003 show a rate of 47.2, just over the 2004 target set for Anytown PCT of 45.0.

Pregnancies in under 18s represent 5% of all pregnancies in Anytown PCT.  The average cost to the NHS of a pregnancy is between £1,600 and £2,000.  (Delivery is around £1000, and a termination, £600.  Ante- peri- and post-natal care together cost another £1000).  As well as these costs, a pregnancy imposes a considerable financial and emotional burden on both the mother and her family.  The cost of bringing up a child for the first 18 years of its life is estimated at around £250,000.

We propose to complement and boost the existing local teenage pregnancy strategy, with an extra full-time worker, based at the local youth drop-in centre as well as performing outreach work in local schools.  Based on reviews of where this strategy has been employed before, Anytown could expect to see an average reduction of 2 pregnancies per 1000 15-17 year olds in the first year, rising to a reduction of 3 to 4 per 1000 per year for each of the following two years.  We plan to make the appointment for 5 years.  Across Anytown, this means a total of 63 fewer pregnancies attributable to the new worker.  

Costings

Year
Expenditure (staff, expenses & other)
Extra pregnancies avoided attributable to new worker
Costs savings from avoided pregnancies (NHS perspective)

1
£29,000
8
£14,400

2
£25,000
12
£21,600

3
£26,000
13
£23,400

4
£27,000
14
£25,200

5
£28,000
16
£28,800

Total
£135,000
63
£113,400

The net cost of the project (expenditure less savings) is £21,600.  Financial commitment in year 1 is £29,000.  The net cost above considers just those costs incurred and avoided by the NHS.  Taking a wider, societal point of view (including costs borne by the mother and society in general), the net financial impact is a cost saving to society of £15,728,000.

Proposal 3: Diabetes – screening programme for at risk population.

Around 1.4m people in the UK are diagnosed with either type 1 or type 2 diabetes.  It is thought that at least a further million are undiagnosed.  It becomes more common with age, with many people diagnosed in their 50s.  Obesity is also an important risk factor.  Whilst both men and women are equally likely to get diabetes, women with it are more likely to die prematurely.  It is thought that diabetes removes the protective effect from heart disease and stroke women without diabetes have before the menopause.  Complications of untreated or poorly managed diabetes include coronary heart disease, stoke, peripheral nerve disease leading to foot ulceration and ultimately amputation, eye disease and kidney failure.

In 2000, expenditure on diabetes (type 1 and 2) consumed 9% of NHS expenditure (around £5.2bn).

It is estimated that 10,000 people in Anytown PCT have one or more risk factors for type 2 diabetes, of those, it is possible that around 250 may test positive.  The extra life-time cost imposed on the NHS by an undiagnosed diabetic is estimated at around £32,000 more than that of a non-diabetic (due to development of complications etc). 

We propose an audit of GP practice lists in Anytown PCT to identify those at high risk of developing type 2 diabetes.  These will be then invited to take part in the screening programme.  Those with high blood-glucose levels will receive dietary and treatment advice as appropriate.

The project requires the following inputs:

· 1 full time co-ordinator, 6 month contract plus overheads, travel & expenses = £20,000.

· Nurse time (to take blood) 10,000 x £10: £100,000

· Blood tests (including lab, equipment, & transport): £100,000

Thus the total cost of the programme is estimated at £220,000.

The life-time cost savings associated with early identification of 250 new diabetics are around £8,000,000, thus the net financial impact is a saving of £7,780,000.  This requires a financial outlay of £220,000 in year 1, whilst savings will be observed over a period of 40 years.

Proposal 4: Mental Health – GPs with Special Interests

In the last three months we have had two suicides and one attempted suicide leading to a patient requiring highly dependent long-term care.  The demand for services from people with Severe Mental illness (SMI) is increasing in the PCT owing in part to the ageing population but also to the isolation felt by many people who would otherwise in the past been treated in hospital or in community care.  Of the current SMI ‘at risk’ population of around 220 patients, 44 of them are in hospital (which places us around the national average).  15 of these patients suffer from schizophrenia.  The situation has not been helped by the diminishing number of residential places for the long term mentally ill.  Social services are doing their best to provide effective community placements but more sheltered accommodation, group homes and day care facilities etc. are needed. Those living alone and socially withdrawn (possibly from lower socio-economic groups) form the most vulnerable group of patients. 

A major problem appears to be the lack of GP knowledge of these conditions and/or little time for patients with mental health problems (owing to other pressures of work).  This can lead to a patient’s deterioration going unnoticed or not being properly diagnosed and treated when illness occurs.  Hence more costly longer-term complications could be avoided by earlier and better intervention in primary care.  Despite the advent of some highly effective drugs in recent years (and a large number marginally effective ones) there is still misuse of anti-depressants by many prescribers and patients alike.  

We propose that four (4) new GP specialist posts should be created within Anywhere PCT immediately.  Having conducted a survey of General Practitioners in this PCT we have identified possibly up to seven (7) GPs with post-graduate qualifications in psychiatry all of whom have attained their qualification in the last five years.  One of these was until recently on the psychiatric specialists training scheme and has almost completed her training.  One of them is willing to be considered as a GP specialist but was recently refused backing by his practice.   

We believe that four new GP specialists could run up to six (6) open clinics per week (including at weekends) seeing both new patients and those currently seen by other GPs.  This would help manage most of the new workload and help decrease the load on their own practices. These GP Specialists could also form part of the psychiatric on-call crisis team (especially around the city) but this has yet to be negotiated with the Director of Mental Health. 

The GPs who so far have expressed an interest in this scheme have said that they would require payment at £150 per hour to provide this service (since their own practices would require some remuneration for them to participate).   We estimate that the GP remuneration would cost approximately £130,000 pa plus travel, and on-call costs at a further £20,000 (est.).  There would be no premises/facility costs or other overheads since their practices own premises would be used.  The GP specialist team would require a full-time secretary at £30,000 pa.  A ‘start-up’ cost of £37,000 is also required for training, new computers, equipment, pagers and emergency drugs.  The total cost is therefore is £217,000 in the first year.  In subsequent years would be £180,000 +£20,000 on-call costs.  

Appendix C:  mock proposals from workshop 3

Submission Form for Proposals

COVERSHEET

Proposal Title: Establishment of an integrated flexible cystoscopy service 

Submitted by:
Support: CEO of organisation: ……………..……………………………………….

Professional Sponsor: ……………………………… Position:..……………………

Pre-submission checklist:

· Discussion of proposal with relevant interdisciplinary team(s)    
· Does not conflict with current local / national policy

Summary description of proposal

The proposal is to transfer much of the flexibly cystoscopy service in the PCT from secondary to primary care.  This proposal is in line with the government modernisation agenda for shifting care from secondary to primary care, and to provide an element of patient choice.  The service could represent a substantial cost saving to commissioners of approximately £241,920 pa.

Cost Summary

Lifetime Discounted Net Financial Impact:
-£706,350







Capital
Revenue

Year 1 funding requirements from PCT:
£20,160
£234,990

Evidence in support of proposal

1. Access & Equity

Where will the service be provided?


Primary care setting.

Describe any potential impact of this proposal on access to services.  Eg. Will there be any knock-on effects (positive or negative) on patient access to other services (including voluntary sector)?  If so, how?


Free up 2 operating sessions within day case, allowing other cases to be undertaken there.

Free up time in main theatres as a result of the cascade described above.

Does this proposal involve patients, carers and the public in how their care is delivered?  Details?


Offers care in a primary care setting – ease of access, convenience and less traumatic for patient.

2. Effectiveness

What is the evidence for the effectiveness of this proposal?  

Effectiveness
Source 
Grade of evidence

As the proposed procedures are very routine and merely involve a shift from secondary to primary care, the effectiveness is expected to be no different from the secondary setting: the service will be delivered to the same quality standards as are currently in force.


Expert Opinion
Expert opinion

3. Local & National Priorities

Does this proposal relate to any local or national priorities and guidelines?  If so which, and how will it meet these?  (e.g. has the target disease(s) of the proposed intervention been identified as a particular problem locally?  Is there any national guidance relating to this condition(s)?)
Impact on turn-around time?  Suspected diagnostic cancer work would remain within secondary care day case. Freeing up day surgery from routine cases should assist compliance with suspected cancer turn-around times.

4. Need


Source

What is the local prevalence and incidence of the disease(s) / condition(s) this proposal is intended to tackle?
No local prevalence studies on LUTS (lower urinary tract symptoms).  Applying local figures to national estimates implies prevalence of 3700 men with LUTS and 925 will require surgery at some point in their lives.

The local mean waiting time for cystoscopy is 28 days.


n/a

DrFoster.co.uk

What is the national prevalence and incidence of the disease(s) / condition(s) this proposal is intended to tackle?
1/3 of men over 50 will develop LUTS, and 25% of these will need surgical intervention

National mean waiting time for cystoscopy is 45 days.
Thorpe & Neal, Lancet 2003;361:1359-67

DrFoster.co.uk

What is the current morbidity and mortality associated with the target condition(s)? Note this includes the effect of current treatments.  Quote in terms of lives lost, years of life lost, DALY burden or QALYs lost per annum as appropriate.


Possible outcomes of cystoscopy: BPH.  Bladder cancer, cystitis.  


Does this proposal meet known public expectations and health wants?
Patients prefer procedures in a primary care setting.  Is key part of providing a modern diagnostic service.


5. Prevention

Does the proposal focus on the prevention of ill health?  If so please give details of approach.  Explain why you have chosen this approach and how it is most appropriate for the target population.
Flexible cystoscopy can diagnose a range of bladder and urethral disorders.  Early detection of conditions will improve patient quality of life and outcomes.

6. Process

How long will this programme take to implement?  When will the benefits from the programme begin to be felt?
Once capital equipment has been purchased, service provision can commence immediately.  Necessary staff and admin are already in place and trained.

Does this programme involve multi-agency working and/or networking?  If so, describe.
Not applicable

7. Quality of life


Source

What is the potential health gain from this proposal?  (e.g. premature deaths avoided / life-years gained, QALYs gained as appropriate).
No different from current provision


Will this proposal decrease future care needs for the patient?  If so, how?
Potential to decrease significantly – benefits of early detection.


Is there any evidence for patient experiences or satisfaction from this proposal?  If so, describe.



Financial Implications


[image: image3.emf]Year

Item £ Total Item £ Total Item £ Total Item £ Total

0Equipment 20,160.00 £    Procedures 229,320.00 £     Activity reduction at QEH 491,400.00 £   

Complex cases 5,670.00 £        

20,160.00 £    234,990.00 £     255,150.00 £     - £           491,400.00 £    491,400.00 £             236,250.00 -£      236,250.00 -£    

1 Procedures 229,320.00 £     Activity reduction at QEH 491,400.00 £   

Complex cases 5,670.00 £        

- £              234,990.00 £     234,990.00 £     - £           491,400.00 £    491,400.00 £             256,410.00 -£      241,896.23 -£    

2 Procedures 229,320.00 £     Activity reduction at QEH 491,400.00 £   

Complex cases 5,670.00 £        

- £              234,990.00 £     234,990.00 £     - £           491,400.00 £    491,400.00 £             256,410.00 -£      228,203.99 -£    

3

- £              - £                 - £                 - £           - £               - £                        - £                 - £               

4

- £              - £                 - £                 - £           - £               - £                        - £                 - £               

5

- £              - £                 - £                 - £           - £               - £                        - £                 - £               

6

- £              - £                 - £                 - £           - £               - £                        - £                 - £               

7

- £              - £                 - £                 - £           - £               - £                        - £                 - £               

8

- £              - £                 - £                 - £           - £               - £                        - £                 - £               

9

- £              - £                 - £                 - £           - £               - £                        - £                 - £               

Net present value:

706,350.21 -£    

Direct NHS Costs

Capital Revenue DISCOUNTED 

(6%) TOTAL COSTS TOTAL SAVINGS

NET FINANCIAL 

IMPACT

SAVINGS

Realisable NHS Savings Potential NHS savings


Submission Form for Proposals

COVERSHEET

Proposal Title:  Submitted by:


Support: …………..………………………………………………………………….

Professional Sponsor: ………………………………… Position: ..……………………

Pre-submission checklist:

· Discussion of proposal with relevant interdisciplinary team(s)    Yes
· Does not conflict with current local / national policy
                   Yes

Summary description of proposal

The proposal is to develop local multi-disciplinary/multi-agency specialist services for Younger People (46-65 years of age) with Early Onset Dementia, which is a local and national priority.  The vision is that the person with early onset dementia and their family should have access to a full range of community and clinical services that provide information, care, support and treatment to enhance the person’s life experience and enable the patients and their families to live as fully as possible with dementia.  At the moment, these patients are referred to a variety of places.  There is no co-ordinated assessment and service provision.  There is high mortality and morbidity in this age group of patients and in their families.  The proposal aims to provide a maximum of 50-60 patients with co-ordinated patient and family centred full range of services when required, at an appropriate time, in an appropriate setting and environment.  To the primary care, it will increase awareness of early onset dementia.  To the General Practitioner and other primary care staff, it will enable appropriate referral locally for the diagnosis and assessment, and for other agencies the proposal would provide co-ordinated health and social/voluntary services care pathways incorporating information, advice, counselling, a full range of services which are acceptable and valued by the patients and carers.  Early intervention and provision of appropriate services to these patients and their carers would significantly impact on the morbidity and mortality of patients and carers.

Cost Summary

Lifetime Discounted Net Financial Impact:








Capital
Revenue

Year 1 funding requirements from PCT:



Evidence in support of proposal

1. Access & Equity

Where will the service be provided?


Services for younger people with dementia are non-existent in West Norfolk.  They should ideally be based in the community, in a purpose-built or existing large dwelling with facilities for sleeping quarters, day centre/sitting facilities, a resource centre and a focal point.  The specialist team would also offer one-to-one counselling, education and support with clients in their own environment. The Housing Department may be able to make a bungalow available.  Funds can also be raised through the Lottery and other charitable organisations.  In the short term, services can be based at Chatterton House through rationalisation of space.

Describe any potential impact of this proposal on access to services.  Eg. Will there be any knock-on effects (positive or negative) on patient access to other services (including voluntary sector)?  If so, how?


This new service is highly patient/carer centred and would be made available to the carers and dementia sufferers aged between 40-64.  The service will also enable us to provide treatment/care in an appropriate environment to this neglected group of patients.  The service will raise the profile of young people with dementia as currently they do not fit into either Psychiatry, Neurology or General Medicine.  Therefore these patients are seen by a variety of people with regard to making a positive diagnosis, but the service provision is fragmented.  At the moment GPs refer to different agencies, some out of area like Addenbrooke’s. This proposal will enable access to the target population and will also have a positive impact on sufferers, carers and statutory authorities such as Housing, Social Services and Health Services as well as the voluntary sector, such as the Alzheimer’s Society.

Does this proposal involve patients, carers and the public in how their care is delivered?  Details?


A workshop for carers of working age adults with dementia was held in July 2003, which enabled us to develop the current proposal. The proposal does involve carers and their families.  Protocols and care pathways will be devised and made available to GPs and carers. 

2. Effectiveness

What is the evidence for the effectiveness of this proposal?  

Effectiveness
Source 
Grade of evidence

During the last few years a number of Health and Social Service organisations around the UK commissioned reports on younger people with dementia and service provision.  All these reports identified the current service provision as patchy, and a person with early onset dementia and his/her family should have access to a full range of community and clinical services that provide information, care, support and treatment from early diagnosis to terminal care.  Within this framework the service should enhance the person’s life experience and enable them and their family to live as fully as possible with dementia.

This proposal should certainly result in enough activity in this neglected group and provide good quality care.  .
Locally there is emerging evidence from Norfolk Mental Health Care, Younger People with Dementia service based at the Julian Hospital.

Ely M, Melzer D, Brayne C, Opit L, Cognitive Disability Planning Model.  Institute of Public Health. Cambridge

Harvey RJ, Young Onset Dementia:  Epidemiology, Clinical Symptoms, Family Burden, Support and Outcome.  NHS Executive (North Thames) 1998

Oxford Dementia Centre.  Commissioning Services for Younger People with Dementia in Oxfordshire Project, 2001




3. Local & National Priorities

Does this proposal relate to any local or national priorities and guidelines?  If so which, and how will it meet these?  (e.g. has the target disease(s) of the proposed intervention been identified as a particular problem locally?  Is there any national guidance relating to this condition(s)?)
The National Service Framework for Older People, published in March 2001, sets out an action point relating to younger people with dementia, their families and carers should have access to comprehensive specialist services from diagnosis to long-term care. 

Standard 6 of the NSF, Assessment and Support to Carers, Forget-Me-Not 2000, Fair Access to Care Services.  

The Care Standards Act 2000 and The Carers and Disabled Children’s Act 2000 gives carers access to services.  

Locally services for younger people with dementia are considered a high priority. Both the local carers’ organisation (ADS) and also the staff and the management team for Older People’s Mental Health Services considered this as high priority.

4. Need


Source

What is the local prevalence and incidence of the disease(s) / condition(s) this proposal is intended to tackle?
There is poor data for the prevalence and incidence of dementia under 65.

Rate per 100,000 population at risk (30-64 years) 61.2 (Alzheimer’s Society)

Using the above, the local estimate for West Norfolk is approximately 60 people.


What is the national prevalence and incidence of the disease(s) / condition(s) this proposal is intended to tackle?
Nationally the Alzheimer’s Society have used Harvey 1995 data and 1991 Consensus figures to estimate that there are 18,500 under the age of 65 years with dementia in the United Kingdom.  The prevalence estimate is 1 in 1000 (approximately 1.6 per 1000 among men and 0.5 per 1000 among women).  In West Norfolk there are 2,800 patients with dementia, of which 2.4 per cent are under 65 with dementia.  Using this figure we estimate around 50-60 younger people with dementia in West Norfolk.


What is the current morbidity and mortality associated with the target condition(s)? Note this includes the effect of current treatments.  Quote in terms of lives lost, years of life lost, DALY burden or QALYs lost per annum as appropriate.


There is high morbidity and dependence associated with this disease, ie high dependency for activities of daily living, incontinence and aggressive behaviour.  There is also high mortality in this age group with dementia.  Mild dementia results predominantly in difficulties with work, social activities, activities of daily living and anti-social or difficult behaviour.  Care needs in the early stages may therefore be greater and different among the young.  Carers of younger people with dementia may face a substantial burden – emotional, social, financial and personal aspects – over a long period and require considerable assistance.  The relative early onset dementia results in problematic and delayed identification of individuals, particularly in a predominantly rural area, and when there is no specific specialist service to target these people.  There is also a higher prevalence of rarer dementias in this age group, ie fronto-temporal dementia (12%), alcohol related dementia (10%), other dementias (19%), and a higher incidence of more challenging symptoms such as hallucinations, delusions, insomnia and aggression.  This results in a distressing experience for the person, and a heavier, unshared burden for the carer during a period of 5-10 years.  The carer for a young person with dementia is likely to experience high levels of stress anxiety during this time.  The effects on the family and carers can be extreme, with clinical depression and other conditions resulting from stress anxiety, uncertainty and change in the feelings and behaviour of a close relative (Riches Report 1996).  Younger people with dementia are more likely to have dependent children or dependent parents, have demanding financial responsibilities, be in employment and have a partner who is also working.  There is a significant number of younger people with dementia who, due to high rates of divorce, separation, family mobility or choice, live alone.  The emotional and psychological impact of receiving a diagnosis of dementia in the middle of life is devastating for the younger person, their family and friends.  It can be particularly traumatic for children to come to terms with in a parent, and for parents to accept their adult child.  Dementia may be the sole diagnosis for the younger person, which puts the symptoms in very sharp focus.  An older person is more likely to be experiencing ill health from other causes.  Younger people and their families need:

*Clear access to a full range of services when required, and a key person to act as a continuous point of contact

*Day Care/Club suitable for a younger person, a non-stigmatising environment and activities appropriate at times to suit the working day.

*Early and continuous support from diagnosis, to include information and advice, to enable planning, counselling

*Education around dementia, its implications for daily living, how to maintain skills, promote enjoyment and encourage communication.

*One-to-one support, expansion of the service to allow more hours of direct support, more flexibility over night-stays.

*Option of an appropriate place to live at a stage of the disease if living at home is not possible.

*Raise awareness of early onset of dementia with professionals, other potential support organisations and with the general public.

*Respite for carer, flexible times to include evenings and weekends as well as usual daytime breaks, overnight respite provision at home, short regular breaks in an appropriate place away from home.

*Social Work for younger people with dementia and for carers, and for both activities to include support, leisure, entertainment, opportunities for linking up with others, days out, activities that include all newsletters to keep in touch with each other.

*Support to the end of life, preserving the continuity of relationships (Clive Project)


Does this proposal meet known public expectations and health wants?



5. Prevention

Does the proposal focus on the prevention of ill health?  If so please give details of approach.  Explain why you have chosen this approach and how it is most appropriate for the target population.
This proposal aims at early diagnosis and early intervention, thus preventing ill health/ behaviours in the affected group, and also by providing education, support and practical help to prevent ill health in carers, particularly anxiety/depression, divorce.  It also provides support to the immediate family members such as children, and extended family.  Could promote reduction of future morbidity.

6. Process

How long will this programme take to implement?  When will the benefits from the programme begin to be felt?


We are aiming to provide this service from 2005.  There are already approximately 30 patients/ carers known to us but we are unable to offer appropriate services for these patients.  The proposal involves developing a multi-disciplinary specialist team comprising Psychiatrist, Neurologist and Clinical Neuropsychologist for assessment and diagnosis.  A Clinic Nurse, CPN, Social Worker, OT and 2 support workers to provide care planning and support to the service.

Proposed Care Pathways

Onset of Symptoms of Dementia

General Practitioner

Referral to Specialist Consultants following established protocol, Old Age Psychiatrist/Neurologists/Memory Clinic

Referral to Specialist Early Onset Dementia team

Diagnosis

Assessment for treatment, rehabilitation Continuing clinical support

Link to other health – occupational therapy, physiotherapy, community psychiatric nurse

Link to social services – care planning, community support

Information and advice on dementia and related issues

Referral to Genetic Counselling/Counselling.



Does this programme involve multi-agency working and/or networking?  If so, describe.
Younger Person with Dementia living with family/partner

Clinical support for dementia symptoms and other health issues – managed by identified specialist.

Continuity of assessment, monitoring and review.

Information and advice.

Social or Community Support – managed by identified specialist

Specialist support – practical and to promote well-being/independence

Meaningful/therapeutic day activities to maintain skills

Day/evening/weekend support at home/out of home

Respite support at home/alternative to home

Crisis support

Holidays

Information and advice

Counselling

Advocacy

Mutual support

Appropriate alternative to home – supported living/residential

7. Quality of life


Source

What is the potential health gain from this proposal?  (e.g. premature deaths avoided / life-years gained, QALYs gained as appropriate).



Will this proposal decrease future care needs for the patient?  If so, how?
Appropriate and co-ordinated provision of a full range of services will enhance the person’s life experience as well as relieving pressure from carers and family.


Is there any evidence for patient experiences or satisfaction from this proposal?  If so, describe.



Appendix D: Sample Scoring Chart

Proposal Reference Number
Title of proposal
Date submitted
Sponsoring organisation






Access & Equity
Effectiveness
Priorities

score
comments
score
comments
score
comments








Need
Prevention
Process
Quality of Life

score
comments
score
comments
score
comments
score
comments










Appendix E: Blank Submission Form

Please see over

Submission Form for Proposals

COVERSHEET

Proposal Title:

Submitted by:

Support: Clinical Director or equivalent: ……………..…………………………….

Professional Sponsor: ……………………………… Position:..……………………

Pre-submission checklist:

· Discussion of proposal with relevant interdisciplinary team(s)    
· Does not conflict with current local / national policy

· Consulted with bid co-ordinator
· Cost data verified by finance department

· Number of people affected by this proposal
Summary description of proposal

Cost Summary

Lifetime Discounted Net Financial Impact:








Capital
Revenue

Year 1 funding requirements from PCT:



Description of current service provision


Description of proposed service development


Evidence in support of proposal

1. Access & Equity

Where will the service be provided?




Describe any potential impact of this proposal on access to services.  Eg. Will there be any knock-on effects (positive or negative) on patient access to other services (including voluntary sector)?  If so, how?




Does this proposal involve patients, carers and the public in how their care is delivered?  Details?




2. Effectiveness

What is the evidence for the effectiveness of this proposal?  

Effectiveness
Source 
Grade of evidence





3. Local & National Priorities

Does this proposal relate to any local or national priorities and guidelines?  If so which, and how will it meet these?  (e.g. has the target disease(s) of the proposed intervention been identified as a particular problem locally?  Is there any national guidance relating to this condition(s)?)


4. Need


Source

What is the local prevalence and incidence of the disease(s) / condition(s) this proposal is intended to tackle?



What is the national prevalence and incidence of the disease(s) / condition(s) this proposal is intended to tackle?



What is the current morbidity and mortality associated with the target condition(s)? Note this includes the effect of current treatments.  Quote in terms of lives lost, years of life lost, DALY burden or QALYs lost per annum as appropriate.





Does this proposal meet known public expectations and health wants?



5. Prevention

Does the proposal focus on the prevention of ill health?  If so please give details of approach.  Explain why you have chosen this approach and how it is most appropriate for the target population.


6. Process

How long will this programme take to implement?  When will the benefits from the programme begin to be felt?


Does this programme involve multi-agency working and/or networking?  If so, describe.


7. Quality of life


Source

What is the potential health gain from this proposal?  (e.g. premature deaths avoided / life-years gained, QALYs gained as appropriate).



Will this proposal decrease future care needs for the patient?  If so, how?



Is there any evidence for patient experiences or satisfaction from this proposal?  If so, describe.



8. Financial Implications

Costs
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Savings
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Wider Health Economy Savings

 
Patient Out of Pocket Savings
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Present value:
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Net financial impact:
£

Number of patients affected:


Net financial impact per patient:
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Total cash requirements from PCT

Year 1:
£

Year 2:
£

Year 3:
£

Appendix F: Suggested User Guide to putting forward a proposal

Below is a suggested guide and ‘frequently asked questions’ which may form part of a user guide / package for roll-out of the programme to potential sponsors.

Guide to putting forward a proposal

1. Ensure you have discussed your proposal with all relevant departments and services.  It is essential to go through this process before formally submitting your proposal to ensure, firstly, your idea does not already exist elsewhere.  Secondly, discussion with other agencies may reveal better ways of carrying out your proposal, and gain you advice on how best to implement it, what is possible and what is not.  “Back of the envelope” brainstorming is a good place to start your idea, but discussion with colleagues, both NHS and other agencies, is essential and will develop your idea and maximise the chances of success.  We strongly advise contacting the bid co-ordinator at the PCT in the early development stage of your proposal.

2. Complete a proposal submission form.  Help and guidance is available from the bid coordinator.  They will be able to point you in the direction of any assistance you may require in submitting your proposal.  You should contact them before you complete the form to ensure that you are locating the best and most appropriate information to back up your submission.

3. All proposals will be gathered together and scored at a strategic scoring meeting held 4 times a year.  (usually the third Thursday of December, March, June, and September).  Before October of each year, the results of the preceding 4 meetings are combined to produce a single list of recommendations in priority order.  This is submitted to the PCT board meeting in October, for implementation from the following April.  The recommendation to the board will be to allocate funds from the top of the list downwards until all available funds are allocated.  This way, funds are distributed in the way that best matches the objectives of the PCT (the criteria from the option appraisal) to the funds available.  The minutes of the scoring panel meetings will be posted to sponsors of proposals, and made publicly available on the PCT website.

How to complete the submission form

The form is split into 8 sections plus a coversheet.  The first 7 relate to the decision criteria.  The final section relates to the financial implications of the proposal.  You may complete a paper copy of the form, but we would prefer the form to be completed electronically, available on the PCT website.  The bid coordinator at the PCT is available to point you in the direction of any advice you may require in completing the form.

When completing the submission form, you should bear in mind that all proposals are scored individually against each criterion.  You need to provide enough information for the scoring panel to make an informed decision.  Remember each criterion is scored out of 10.  These scores are then weighted and summed to generate a total score for the proposal.

Coversheet:

This should provide a clear and concise summary of your proposal in approximately 100 words.  One way to think of this is to imagine that you have just got in a lift with the Chief Executive of the PCT, and you have 25 seconds to get your point across.  How would you say it as concisely as possible?  

This section will also give an indication of the net cost impact of your proposal and the first year capital and revenue cost requirements.

The second page asks you to describe the current service provision for your target patients, followed by a description of your proposal in more detail.

Section 1:  Access & Equity

The answers to questions will enable your proposal to be scored by the panel against the access and equity criterion.

Where will the service be provided?
State where this service will be physically based, and whether is within a hospital, community or other setting.

Describe any potential impact of this proposal on access to services. E.g. Will there be any knock-on effects (positive or negative) on patient access to other services?  If so, how?
State how other services will be affected by your proposal.  For example, there may be consequences for other services arising from rearranging staffing and resources etc.

Does this proposal involve patients, carers and the public in how their care is delivered?  If so, how?


How are patients involved in the decision-making process around the service you will provide (both at a collective and individual patient level)?

Section 2:  Effectiveness

In this section, outline any evidence of effectiveness you have for your proposal.  This can be from any source, e.g. published trials, case studies, expert opinion etc.  Depending on the nature of your proposal, it may be possible to include here the results of a literature search or review of effectiveness.  You should include as many references and as much information as you feel is relevant to be able to judge the effectiveness of your proposal.  The focus of this section should be on clinical effectiveness, rather than patient experiences.  Contact the bid coordinator if you need any help or guidance in completing this section.

Effectiveness
Source
Grade of Evidence

Summarise the effectiveness of your proposal here.  This may be a percentage success rate, a certain reduction in morbidity or other measure as appropriate
State the source for the effectiveness estimate here.  Also include some brief details about the study (e.g. the sample size).
State here the grading of the evidence on scale of A to D  (contact the bid coordinator if you need help completing this)

Section 3: Local & National Priorities

This section gives information as to how your proposal fits in with local and national priorities.  You should include here details of which national guidelines or local priorities your proposal applies to and be as specific as possible in indicating which priority is being met.

Section 4: Need

Your answers to the questions in this section will allow your proposal to be scored against the ‘need’ criterion.  You should include the sources for your answers to the questions in the appropriate space.  The source can be published research papers, internal reports or local studies, or in the absence of other evidence, best approximations.

What is the local prevalence and incidence of the disease(s) / condition(s) this proposal is intended to tackle?
Insert here an estimate of the local prevalence and incidence of the target disease(s)

What is the national prevalence of the disease(s) / condition(s) this proposal is intended to tackle?
Ask the bid coordinator to put you in touch with librarians who may be able to assist you with this.

What is the current morbidity and mortality associated with the target disease(s) / condition(s)?
Note that this should be the current morbidity and mortality, and therefore will already include the effects of current treatments.  This should be expressed in terms of lives-lost, life-years lost, the DALY burden or QALY loss according to data availability and appropriateness.

Does this proposal meet known public expectations and health wants?
Explain how your proposal meets any known public expectations or health wants. You should include any evidence you have here.

Section 5: Prevention

Include here any details about your proposal relating to prevention of ill health or health promotion.  You should include any quantitative measures of, for example, disease prevented in the ‘effectiveness’ section.  Please avoid imprecise or vague estimates of diseases prevented.

Section 6: Process

This section covers practical issues with implementing your proposal, for example, the likely time lag between awarding funding and observed results, and any cross-agency working (within the NHS or across other organisations including voluntary sector).

Section 7: Quality of Life

This section relates to the patient experience of your proposal.  You should include as many sources of evidence as you feel necessary to make your case.  Note this can be from published literature or anecdotal evidence, depending on availability.  It is, however, important that you state the source for your evidence.

What is the potential health gain from this proposal?  (e.g. premature deaths avoided / life years gained, QALYs gained as appropriate).
Include as many estimates as necessary.  It is important to include the source of your evidence in the column provided.

Will this proposal decrease future care needs for the patients?  If so, how?
Your intervention may prevent future hospital admissions, or reduce patient dependency on social services or other carers.  Include details of this here.

Is there any evidence for patient experiences or satisfaction resulting from your proposal?  If so, describe.
These can be accounts from patients or other similar qualitative data.  The source of the data must be stated.

Section 8: Financial Implications

The purpose of this section is to show both the level of funding required from the PCT each year and to show the net financial impact of your proposal.  

The net financial impact is the figure used in the cost-value equation to rank proposals whereas the funding requirement is the amount of cash required to run the programme.  The difference between the two is that the net financial impact takes into account costs and savings to both the NHS, other non-NHS agencies (e.g. social services, voluntary sector), and patients themselves.  The justification for this is to include the entire financial impact of the proposal to society as a whole, rather than just focussing on the effect on the PCT’s budget.

Costs are to be calculated for a period of up to 3 years in the future, and must be completed on spreadsheets as in Figures 3 and 4.

There are three categories of cost:

· costs to the NHS,

· costs to non-NHS agencies, and 

· costs to the patient (out of pocket costs).

Similarly there are three categories of savings (NHS, non-NHS and patient).

The purpose of this is to calculate a net financial impact of the proposal.  Note that this is a different concept from a purely accounting cost to the PCT.  The justification for this is that the NHS, as a social provider of care and a spender of tax receipts, should take into account the entire cost and benefits of its actions to society as a whole, rather than just the PCT budget.  The accounting cost will still be necessary for the PCT to know the level of funding required.

Costs incurred

Figure 3: Costs spreadsheet
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Present value:
£

NHS Capital and Revenue items for years 1-3 should be itemised and summed.  These are the items the PCT is being asked to fund.

The next column covers wider health economy costs.  These are costs that fall on non-NHS agencies.  These should be calculated and summed for years 1-3.

Patient out of pocket costs cover items such as prescription charges and transport.  An estimate of these should be made here (note that the total cost for all patients should be included here, for example if a proposal is intended to impact 200 patients, and they would each have £5 travelling costs, the figure to enter here is 200x£5 = £1000).

The grand total is the sum of NHS capital, NHS revenue, wider health economy and patient out of pocket costs.

The final column is the discounted value of the costs.  Costs incurred after year 1 must be discounted to present values at a rate of 6% per year (see below for how to discount costs).

Savings generated

Figure 4: Savings spreadsheet
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This spreadsheet is to be calculated in the same way as the cost spreadsheet.  The cash-releasing NHS savings are savings resulting from the proposal that actually release cash (for example, sale of existing capital equipment).  Non-cash releasing savings will typically occur where, for example, there is a benefit of reduced hospitalisations / secondary care procedures.  Unless the PCT is able to specifically claw back funds e.g. for an emergency admission that is prevented due to your scheme, the savings from an avoided hospitalisation will not be realised to the PCT, but would ‘diffuse’ more generally through the NHS in the form of a slight reduction in waiting times for other patients.  This is a saving to society as a whole, but the PCT will not see the cash itself.

Savings to the wider health economy include cash-releasing and non-cash releasing savings to non-NHS agencies (there is no need to differentiate the two for the purposes of this analysis), and savings to patients include future prescription charges avoided or transport costs etc.

These are summed and discounted as per the costs section.

The net financial impact per patient is simply:

Present value of costs – present value of savings

Number of patients affected

Note that this figure is the figure to be incorporated into the cost-value equation.  It is different from the cash requirements figure which the PCT finance department will require.  The cash requirements figure is calculated separately for each year, and is:

NHS Capital Cost + NHS Revenue Cost – NHS Cash releasing savings

Discounting

Discounting is a standard accounting technique to convert future costs into today’s money
.  This is the grand total figures calculated above, discounted to present value.  The standard discounting rate recommended by HM Treasury is 6%.  It is calculated as:
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where:

X = Grand total

Y = Discounted grand total

r = Discount rate (=0.06)

t = number of years

If you need help and advice in calculating the financial aspects of your proposal, please contact the bid coordinator who will put you in touch with someone who can assist.

Frequently Asked Questions

Where can I get help filling out my form?

· The bid coordinator will be able to put you in touch with someone who can assist you with all aspects of submitting a proposal.

What sort of proposals can be submitted?

· Proposals submitted through this process must be “programme based”, focussing on outputs rather than inputs.  For example, it would not be appropriate to submit a proposal for a new member of staff through this process.  The proposal must be for a specific service or part of a service package, which would then include the intended staff member.  This way some estimate of the output and health gain to the population attributable to that staff member can be estimated.  It is likely that a single member of staff will cover more than one ‘programme’ of care.  In which case, an attempt must be made to identify on what programmes of care they will work, therefore an estimate of their impact on health outcomes can be made.  This will be more straight forward for some staff than others.  However, it is not necessary to capture absolutely every relevant item.  A general overview is sufficient for this process.

Do all proposals have to go through this process?

· All health care expenditure over which the PCT can exercise its discretion must go through this process.  Note this excludes some central government requirements and national guidelines, which are classed as absolute ‘must dos’.  Such absolutes will include both the ‘what’ and ‘how’ of the relevant service.  However, most central directives are in the form of ‘must achieves’, specifying the ‘what’, but not the ‘how’.  This allows discretion over the exact configuration of the service.  Where this happens, a “sub-appraisal” will take place to identify the best value for money option to implement the directive.

Who should ‘sign off’ a proposal?

· Your proposal should be signed off by a ‘responsible person’ within your organisation.  This may be the chief executive, a manager or other equivalent individual.  For successful implementation of a project, it is vital to have the ‘buy in’ of your organisation’s management.

Who scores the proposals?

· All proposals are scored at a meeting consisting of 9 people.  These will include 2 representatives from each of the clinical, modernisation and citizens’ jury constituencies.  These will be scoring the proposals.  Additional to the 6 representatives will be 2 observers who can contribute to discussions (but not score), and a chair. 

· The panel will meet four times a year, and the output will be a list of scores against each criterion for each proposal.  These are then combined with the financial data to generate a cost-value ratio.  The results of all four meetings are combined to produce a single list in order of cost-value.  This forms the recommended priority order, which is submitted to the PCT board for approval before funds are released.

· Detailed minutes of the scoring panel meetings will be kept, and be published once agreed by the scoring panel at the following meeting.

· The scoring panel must be independent of any vested interest.  The panel members are not there to represent a specific point of view, but to express their independent judgment, and the recommendations of their constituent group (clinical, modernisation or citizens’ jury).

Who makes the actual purchasing decisions?

· The PCT is the legal body with the power to make purchasing decisions with public money.  Therefore, ultimately only the PCT board has the final say over how NHS funds are allocated in West Norfolk.  The recommendations arising from this process serve to inform and guide the Board to making the best decisions for the local population.  The Board does, however, have the right to overrule the recommendations if it sees good reason to.

When do I find out whether my proposal is successful?

· Final funding decisions for the following financial year (April-March) are made at the PCT board meeting in October each year.  The outcome of each of the four scoring panel meetings is a series of benefit scores for the proposals submitted to that meeting.  This is not a decision to fund or not.

What happens if my proposal is rejected?

· All proposals are scored against the 7 pre-determined criteria, and ranked in order of cost-effectiveness.  Funding commences from the top of this list downwards until all funds are allocated.  For proposals that are below this ‘funding line’, there are 2 possibilities.  Firstly, the PCT Board may recommend a certain amount of arbitrage, whereby some proposals may be modified in order to accommodate others.  If this is not possible, there may be no alternative but to reject some proposals.  This does not mean that the proposal itself is not of benefit, it simply means that other proposals were judged to meet the criteria of the PCT more efficiently.  The sponsor may then either withdraw their proposal, or amend and resubmit for the following year (see below).

Can I appeal against the scoring panel’s decision?

· As all proposals are compared against each other, rather than against an absolute standard, it was decided that there would be no appeals procedure for rejected proposals.  As stated above, a rejected proposal does not imply a programme is of no worth, but that there are more efficient means (better value for money) of achieving the aims of the PCT.  We recommend that sponsors of proposals seek assistance to initially discuss a proposal and in completing the submission form via the bid coordinator.  Proposals may be resubmitted, but will not simply be ‘carried over’ from one year to the next: they must be actively resubmitted for consideration at a future round.

Appendix G: Classification of Evidence

This scheme is used by NICE
, and is based on that devised by Eccles & Mason 2001
.

Recommendation Grade
Evidence

A
Directly based on category I evidence 

B
Directly based on:

· Category II evidence or

· Extrapolated recommendation from category I evidence

C
Directly based on:

· Category III evidence or

· Extrapolated recommendation from category I or II evidence

D
Directly based on:

· Category IV evidence, or

· Extrapolated recommendation from category I, II or III evidence 

Evidence Category
Source

I
Evidence from:

· Meta-analysis of randomised controlled trials or

· At least one randomised controlled trial

II
Evidence from:

· At least one controlled study without randomisation or

· At least one other type of quasi-experimental study

III
Evidence from non-experimental descriptive studies, such as comparative studies, correlation studies and case-control studies

IV
Evidence from expert committee reports or opinions and/or clinical experience of respected authorities.

Appendix H: Glossary

Cost-effectiveness analysis

A type of economic evaluation that considers both the cost and effectiveness of a drug, device, or health care programme.  Cost effectiveness is usually expressed in terms of the cost per unit of health outcome.

Disability Adjusted Life-Year (DALY)

A measure of loss of quality of life for a person or population attributable to a given disease state or disability.  It can be thought of as the inverse of a QALY and is often used by the World Bank to measure the burden of disease.

Equality

In this context, means equal provision irrespective of need.

Equity

In this context equity can be thought of as equal provision for equal need or similarly unequal provision for unequal need.

Incremental Cost Effectiveness Ratio (ICER)

The extra cost per extra unit of health from a given programme of care compared with an alternative.

Local Development Plan (LDP)

A plan produced by the primary care trust (PCT) detailing NHS service development over the short to medium term.

National Institute for Clinical Excellence (NICE)

An NHS body which advises on the clinical and cost-effectiveness of drugs, treatments and procedures.  NICE also produces clinical guidelines for specific conditions.

National Service Framework (NSF)

A national strategy laying out guidelines and care pathways for a variety of patients and conditions.  NSFs to date have included topics such as the elderly, coronary heart disease and mental health.

Net Present Value (NPV)

This captures the idea that £1 today is worth more than £1 next year.  This is because you can invest the £1 today and get £1 plus interest next year, whereas if you were given £1 next year you would only have that £1.  The net present value of a flow of costs over a number of years is the amount required to be deposited in a bank account in order to provide that stream of costs.  For example this is the amount you would need to put into a bank account now to get £10,000 every year for the next 10 years.  The amount required would be less than £100,000 as interest will accrue on the deposit over time.

Quality Adjusted Life Year (QALY)

A generic measure of health outcome from a specific intervention.  An alternative measure would be life years gained.  For example, the health gain from a coronary artery bypass graft (CABG) could be expressed in terms of life-years gained, but this may not be at ‘full health’.  The QALY adjusts crude life-years to take into account quality of life, such that, for example, 4 years at ‘50% full health’ is equivalent to 2 years at ‘full health’, or 2 QALYs.

Appendix I: About HESP

About the Health Economics Support Programme

The UEA/NHS Health Economics Support Programme is a unique university-based service established to provide Health Economic advice, information and research to Public Health decision-makers in the NHS.  It is funded under the auspices of the Cambridge & Peterborough and Norfolk Public Health Networks.  HESP is based at the University of East Anglia amongst one of the largest groups of health economists in the South East (www.med.uea.ac.uk/research/research_econ/HESP.htm)

What does HESP provide?

HESP provides:

· Regular monthly meetings with lead-PCTs responsible for the Public Health Network covering their area

· A clear and agreed work programme with deliverables and dates assigned

· An agreed publication strategy of completed project work to involve NHS staff in academic outputs

· Seminars or discussion groups on health economics that support the aims of HESP in Norfolk and Cambridgeshire

· Continued development to broaden the service to other NHS bodies

Who is HESP for?

Any PCT under the Norfolk or Cambridgeshire and Peterborough PHNs. 

As funding is ultimately derived from the PCTs, a PCT under the Norfolk or Cambridgeshire and Peterborough PHN is entitled to request assistance from HESP on a Public Health issue.

HESP is for any Public Health decision-maker.  This includes Directors of Public Health in PCTs, Specialists in Public Health, Health Advisors based in PCTs and other related PCT and PHN staff.  Trainee Specialist Registrars in Public Health may request HESP services for NHS-related work (but should consult with their supervisor first and should refer requests to their PHN co-ordinator).

For more information, or to discuss any proposals, please call either Dr Ric Fordham (Director) on 01603 593543 or Ed Wilson (Research Associate) on 01603 591444.
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� Coronary Artery Bypass Graft


� Note that this is different from the PCT cash requirements.  This is used once the programmes have been ranked in order of cost-value.  This tells the PCT how much cash it will need to allocate to each proposal as it works down the list, and thus how far down the list it is able to fund. The conceptual difference between the two is that the net financial impact per patient will be the total impact of the proposed programme on society, that is, the cost of implementation incurred by both the NHS, other agencies (e.g. social services), and patients (e.g. transport), less any potential savings to the NHS, other agencies or patients.  The PCT cash requirements are the funds needed to be allocated by the PCT each year, and are thus the expenditure in year 1 less any cash-releasing savings in year 1.





� Note that from April 2005 NHS financial flows reforms (“Payment by Results”) will mean that PCTs should be able to claw back such savings from acute providers which can then be invested elsewhere.


� Note that this is a slightly different approach to final recommended method (dividing by cost per patient affected): dividing by net financial impact alone risks biasing the process against large scale projects (which affect many patients, but are also costly).  Dividing by cost per patient overcomes this.


� A cystoscopy is a diagnostic technique to detect abnormalities of the bladder.  The cystoscope, containing a miniature camera is inserted into the bladder via the urethra under local anaesthetic.


� It is based on the idea that £1 in a year’s time is worth less than £1 today because £1 given today can be earning interest for that year.  Discounting adjusts for this interest.  


� The National Institute for Clinical Evidence.  This is the body which advises the government on the cost-effectiveness of new and existing drugs, medical devices and treatments.  They make recommendations based on whether the treatment represents good value for money for tax payers.


� Eccles M, Mason J.  How to develop cost-conscious guidelines.  Health Technol Assess 2001;5(16):1-69
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Sheet1

		Year		Direct NHS Costs												TOTAL COSTS		SAVINGS												TOTAL SAVINGS		NET FINANCIAL IMPACT		DISCOUNTED (6%)

				Capital						Revenue								Realisable NHS Savings						Potential NHS savings

				Item		£		Total		Item		£		Total				Item		£		Total		Item		£		Total

		0		Equipment		$   20,160.00				Procedures		$   229,320.00												Activity reduction at QEH		$   491,400.00

										Complex cases		$   5,670.00

								$   20,160.00						$   234,990.00		$   255,150.00						$   - 0						$   491,400.00		$   491,400.00		$   (236,250.00)		$   (236,250.00)

		1								Procedures		$   229,320.00												Activity reduction at QEH		$   491,400.00

										Complex cases		$   5,670.00

								$   - 0						$   234,990.00		$   234,990.00						$   - 0						$   491,400.00		$   491,400.00		$   (256,410.00)		$   (241,896.23)

		2								Procedures		$   229,320.00												Activity reduction at QEH		$   491,400.00

										Complex cases		$   5,670.00

								$   - 0						$   234,990.00		$   234,990.00						$   - 0						$   491,400.00		$   491,400.00		$   (256,410.00)		$   (228,203.99)

		3

								$   - 0						$   - 0		$   - 0						$   - 0						$   - 0		$   - 0		$   - 0		$   - 0

		4

								$   - 0						$   - 0		$   - 0						$   - 0						$   - 0		$   - 0		$   - 0		$   - 0

		5

								$   - 0						$   - 0		$   - 0						$   - 0						$   - 0		$   - 0		$   - 0		$   - 0

		6

								$   - 0						$   - 0		$   - 0						$   - 0						$   - 0		$   - 0		$   - 0		$   - 0

		7

								$   - 0						$   - 0		$   - 0						$   - 0						$   - 0		$   - 0		$   - 0		$   - 0

		8

								$   - 0						$   - 0		$   - 0						$   - 0						$   - 0		$   - 0		$   - 0		$   - 0

		9

								$   - 0						$   - 0		$   - 0						$   - 0						$   - 0		$   - 0		$   - 0		$   - 0

																																Net present value:		$   (706,350.21)



Ed Wilson:
real cash release from e.g. sale of assets, termination of contracts

Ed Wilson:
From reduction in morbidity (e.g. admissions prevented, CABGs prevented)
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