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FEEDBACK 
NHS STANDARD CONTRACT 
2017/18 AND 2018/19  

The National Community Hearing Association represents community hearing providers. Our feedback is based on members that use the NHS Standard Contract in over 50% of CCGs in England.
Changes – highlighted in the consultation document 
	Reference
	Text
	Comment
	Recommendation

	Consultation Document 
	“National planning guidance to the NHS sets the expectation that commissioners will offer their high-value contracts with a term of at least two years. The intention behind this is to support organisations as they work on service quality and transformation”
	We welcome this approach 
· high value is not defined, but
· [bookmark: _GoBack]high value will often mean high cost/volume – i.e. it is unclear why these services woauld be offered longer term contracts, but other smaller services would continue to incur costs (time/administrative etc.) and not benefit from longer contracts. This does not seem to be a proportional response.
	· Define high value 
· Minimise the risk of further material distortions in the playing field by ensuring providers are treated the same (as per Regulation 3, Procurement Patient Choice and Competition Regulations), when treating the same service user group(s) ie all contracts for the same service, hospital; community, primary care, block, competitive tender, AQP, other should all have the same specification and price.    
· Minimise the burden on smaller providers by encouraging CCGs to offer contracts with a term of at least two years – i.e. minimise the risk that only large acute trusts will benefit from this, further delaying the NHS and the Government’s longstanding ambition of delivering more care out of hospital and in community and primary care settings. 


	Shorter-form contract
	Feedback on tariff restrictions 

	· We are pleased to see a proportional response to commissioner feedback: e.g. allowing CCGs to use the shorter-form contract for diagnostic services with national prices. 
· We believe this will help provide more services in community-based settings; but are not sure that the underlying assumption (i.e. national price currently acts as a barrier) is still valid.
· Commissioners now have greater freedom to set local prices, and when commissioning community-based care CCGs might be mindful that national prices are not often derived based on community models of care – i.e. they might be forgoing savings based on other assumptions. 
· This is important because shifting services into the community can increase capacity and access, and if prices are held at national (often hospital-based) prices, total costs may well increase without CCG insight and corrective actionwill most likely increase. 
· Total reduction in cost – via doing more out of hospital – is most likely when hospital capacity is reduced proportionally to increased community capacity, and marginal costs are also reduced to reflect the lower cost of delivering services in non-acute settings.  This will allow the NHS to do more for less, and meet objectives in the Five Year Forward View. 
· Please note, past Department of Health/NHS research explains how to reduce overall expenditure by doing more in the community. We would be happy to forward this research if that would be helpful.  It should also be reference in the model contract. Currently, it is not clear if instruments (Standard Contract, Tariff rules etc.) are coordinated to deliver the efficiency savings required by 2020/21.

	· Assess the validity of the claim that national (mandated) prices are a barrier to using the shorter-form contract for certain services. Current CCG logic could result in overspending by the NHS, and miss the opportunity to set local prices and use more cost efficient community capacity to provide more diagnostic testing. 
· Encourage CCGs to use advice in the Technical Guidance on IAPs to reduce capacity/activity in acute hospitals while building capacity in less costly community-based settings. Work with pricing experts to ensure any changes to the contract do not create cost pressures (e.g. CCGs assuming national prices have to be paid for new models of care).


	Technical Guidance 
	Following text in the Technical Guidance 
“The provisions relating to sub-contracting in the shorter-form Contract are very much shorter than those in the full-length version, and there is no expectation that sub-contractors will be recorded within a Schedule to the Particulars. Our expectation is that sub-contracting of material elements of the services will typically not be a feature of the type of commissioning arrangements which are to be governed by the shorter-form Contract, and so more detailed provisions are not necessary (if they are required, the full-length Contract should be used). But the basic position remains that the Provider may not sub-contract without the Co-ordinating Commissioner’s prior written approval and that the Provider remains liable to the Commissioners for any Sub-contractor’s acts and omissions.”
	· This assumption – material elements of services commissioned using the shorter-form contract are not likely to be sub-contracted – will acts as a barrier to using the shorter-form contract if it remains. 
· For example, federations of pharmacies, GPs, opticians and/or hearing care professionals might choose to bid for a low value community contract. Then as a lead provider, let patients choose where to access their care by ‘material’ sub-contracting arrangements. This is one way to make best use of community-based capacity – which typically relies on many smaller premises – and has been shown could to in eye care to reduce the burden on CCGs of having to commission services from multiple providers and/or having to use the long form contract for services otherwise ideally suited to the shorter-form contract. 
	· Review and if possible update the Technical Guidance to make it clearer that some services that involve sub-contracting might be very suitable for the shorter-form contract. 
· Allow greater flexibility for sub-contracting when using the shorter-form contract, for example for low risk community-based services, delivered run by registered professionals across multiple settings for which and for which there is no mandated national price, foreshadowing MCP and PACS models. 

	Technical Guidance
	3.5
	· Delayed payments are a significant challenge, made worse by a lack of transparency and accountability.
	· It would be helpful to have a named individual who is both responsible and accountable for resolving any late payments problems.


	Seven day service 
	SC. 3.9 and 3.10
	· We agree that at this stage this service condition – seven day working – should only apply to acute care, A&E and cancer services. 
· CCGs should plan other seven day services locally, and base decisions on local preferences/needs etc.

	· None. 

	SC 4
	SC 4 Co-operation 
	· There is significant unwarranted and unjustified variation in adult hearing services. We therefore welcome this wording as part of the Right Care programme.
· The reality however is that as part of the Health and Social Care Act 2012 (Section 26, CCG duties), commissioners should already be doing this. In our experience commissioners say they can ignore guidance, even when that guidance would result in their m saving significant sums on an ongoing basis iegn  in excess of 25% in the case of adult hearing services. This, and other, contract terms are of questionable value if they cannot be used to incentivise behaviour/conduct that is in the best interests of patients and taxpayers.
	· Make clear, in the Technical Guidance, what processes can be used if CCGs refuse to follow best practice guidance – e.g. when there is evidence that not acting has a negative impact on patients and/or NHS resources (taxpayers)

	SC 6.A
	“With effect from 1 October 2018, the Provider need not accept (and will not be paid for any Activity resulting from) Referrals by GPs to Consultant-led acute outpatient Services made other than through the NHS e-Referral Service.” 

	· The Contract states this will apply to acute services.  We are not aware of the uptake and use of the NHS e-Referral Service by GPs in acute services. 
· For other some community services this would be unfeasible, even where they are providing previously hospital-based services in the community, because use of e-Referral Services by GPs is patchy at best and because of lack of IT connectivity to community providers. This condition would penalise the provider and patient, rather than address the root cause of non-use – e.g. ingrained GP referral habits and poor inter-primary care NHS IT connectivity. 
	· SC 6A. Should not be extended to other services at this stage. The root cause of non-use should be revisited, as it appears patients and providers not responsible for GPs not using e-Referral could be disadvantaged by this approach. 
· Please note, domiciliary care – i.e. visiting service users at home – is unlikely to be directly bookable using e-referral.  The service provider has to plan the visit (travel etc.) and arrange a time that is most suitable for the service user and/or carer etc. Plus service users do not have appointment slots where they live.  It is therefore important to note there is no one size fits all, and some service users and the NHS will continue to benefit from alternative referral mechanisms.   

	SC13
	SC13.6 and 13.7
	· Currently, the Technical Guidance suggests NHS England is consulting on the Workforce Disability Equality Standard, but the hyperlink takes the user to a NHS England page that only references the Standard Contract consultation. 
· We, of course, support equality in the workplace. However, at this stage it is not clear what NHS England expects from providers. This SC is therefore likely to cause confusion and/or act as a barrier to market entry.

	· Provide more detail on the expected standard and consult fully with providers before incorporating it into the Standard Contract.  This was a failing taken with the approach to the Accessible Information Standard where the major acute trust was the prevailing conceptual norm. 
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