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BRISTOL ROYAL INFIRMARY INQUIRY

WRITTEN SUBMISSION ON BEHALF OF THE DEPARTMENT OF HEALTH
Funding and Accountability in the NHS

1. The Inquiry is focused on the period 1984 and 1995 and spans major
developments in the organisation of the NHS and the way in which its
constituent bodies account to the Secretary of State for Health for their
performance. Sir Alan Langlands has explained (WIT 0335 0003 para 7) that
before the NHS and Community Care Act 1990, the management of NHS
hospitals was the responsibility of District Health Authorities (DHAs) reporting
to Regional Health Authorities (RHAs). Funding flowed from the Department
through RHAs to DHAs and accountability was upward through the same

route.

2. The first NHS Trusts were established in April 1991, including the United
Bristol Healthcare NHS Trust. NHS Trusts took direct responsibility for their
own management and the provision of services. Their income was generated
through contracts with DHAs and GP Fundholders (WIT 0335 0004 para 12).
NHS Trusts were accountable directly to the Department of Health. The role
of District Health Authorities changed to become one of a "purchaser"
authority and Regional Health Authorities were increasingly focused on
performance management and strategy, rather than their more direct

management role of previous years.
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3. In the period 1991 to 1995 some hospitals were still directly managed by
DHAs whilst others had NHS Trust status. The NHS was a mixture of pre-

reform and post-reform structures.

4. Before the reforms which flowed from the NHS and Community Care Act 1990
and up to the present day, the various NHS bodies managed the NHS under
powers delegated to them by the Secretary of State for Health, so that he
could meet the requirements of the NHS Acts to promote a comprehensive
health service. The Department of Health and the NHS Executive ensure that

these delegated powers are used effectively (WIT 0335 0001 para 2).

Management role of the NHS Executive

5. Sir Alan Langlands also explained (WIT 0335 0005 paras 13-19) how the
Department of Health and the NHS Executive evolved to manage the NHS in
its new organisational form. He explained that the NHS Executive as an
integral part of the Department of Health underwent several reviews of its own
to arrive at the present structure. He described how in 1990 the NHS
Management Executive established seven ‘outposts’ to work alongside the
Regional Health Authorities to help establish NHS Trusts and monitor their
performance. The Trust outposts and the Regional Health Authorities were

replaced by eight Regional Offices of the NHS Executive from April 1996.

6. The NHS Executive has its headquarters in Leeds and London as well as the

eight Regional Offices. The role of the NHS Executive is strategic rather than
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operational and by setting strategic objectives for the NHS and monitoring
their implementation it aims to improve the equity, efficiency and
responsiveness of health services (WIT 0335 0008 para 21). Sir Alan
Langlands set out in his evidence (WIT 0335 0009 paras 25 and 26) his own
role as Accounting Officer to Parliament for the management and overall
performance of the NHS, but explained that chief executives of NHS Trusts

have been, since 1995, designated as accountable officers to support him.

“Confusions” arising from the transition period 1991 to 1995

7. Looking back at this transitional period from the viewpoint of 1999 several
witnesses have quite understandably had difficulty in recalling the
accountability arrangements at any particular point in history. Some confusion
has been seen in the evidence of several witnesses both Departmental and
NHS and even at times in the questioning by the Inquiry. However, Sir Alan
Langlands in his oral evidence made clear that whilst it might be considered a
confused period to the people outside the system those working in it, running
health authorities or NHS Trusts for example were not confused about their
accountability at the time. Sir Alan Langlands (Oral evidence, Day 65, 19'"
October 1999, page 16 lines 1-9) said.

“When | say it was a confused period, | think it would be confused to
the people who were not working in the system, as it were. People who
were running health authorities and who retained direct responsibilities
for hospitals and community services, people who were working in

family health services, authorities, people who were working in the new
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Trusts, would not be confused about their accountability, but my simple

point was that the system was in transition”.

Delegation of powers to the NHS

8. Several of the Departmental witnesses, Sir Graham Hart (WIT 0040 0001
paras 2 and 3), Sir Duncan Nichol (WIT 0351 0001-02 para 2) and Sir Alan
Langlands (WIT 0335 0001 paras 2 and 3) have made clear that the
Department of Health manages the NHS by delegating powers to the various
NHS bodies. The NHS Executive is responsible for ensuring that these bodies
are properly funded, staffed and resourced to provide health services in
accordance with national policies and that their performance is acceptable and
represents value for money. Ministers set national policies and priorities for
the NHS and expect the NHS Executive to implement them. On all these
matters the Secretary of State is accountable to Parliament. However, whilst
the Department of Health (or the NHS Executive which is an integral part of it)
has many avenues of influence, it does not directly manage patient services
and is not responsible for the treatment of individual patients. Sir Alan
Langlands (Oral evidence, Day 65, 19" October 1999, page 5 lines 3-9)
said:

‘there are probably 400,000 people in the National Health Service
providing clinical services on a day-to-day basis to 50 million people in
the population of England, sometimes dealing with the most sensitive
and difficult of personal issues. It would be impossible in terms of pure

scale for the NHS Executive to be involved in that process”.
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The NHS structure allows freedom for local decision making, whether
managerial or clinical, within a framework of national standards. As Sir Alan
Langlands pointed out (WIT 0335 0002 para 5), the current government is
placing considerable emphasis on setting national standards, taking steps to
improve the reliability of local delivery systems and establishing (internal and
external) systems of monitoring and review. The Government's quality
framework is set out in a First Class Service: Quality in the New NHS (1998),

(WIT 0335 0013 para 34).

Shared responsibility for Clinical Outcomes

9. Sir Graham Hart in his oral testimony addressed the issue of collective
responsibility for clinical outcomes and sought to explain that whilst he
believed the primary responsibility for outcomes rested with the doctor
concerned, that was not meant to imply that other organisations and
individuals had no responsibility. He explained that a number of people and

—_ organisations share responsibility. For example, the Secretary of State for
Health with the Department is responsible for making sure that the health
service is properly funded and it is the responsibility of NHS Trusts and
Health Authorities to make sure that the doctors they employ are suitably
qualified, properly resourced and managed. Sir Graham Hart (Oral evidence,
Day 52, 20" September 1999, page 107, lines 1-16) said:

"l think the truth is that there is a shared responsibility but a lot of
people, organisations and people are involved in this. It is the

Secretary of State's responsibility, with his Department, for example, to
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make sure that enough money is provided so that the Health Service
can be run properly. That is his responsibility. It is the responsibility of
every consultant or every consultant in the NHS to practice according to
good standards of professional conduct and competence. It is the
responsibility of the Trust or the Health Authority or whatever that
employs that doctor to make sure he is a suitably qualified person; that
he or she has the necessary resources in order to carry out the work
that he or she has to do; and at least to supervise in some way or other
the quality of what is done”
Sir Alan Langlands in his téstimony supported this view of shared
responsibility and took the view that the Department of Health would need to
take responsibility if unsatisfactory systems for monitoring performance were
in place. Sir Alan Langlands (Oral evidence, Day 65, 19'" October 1999,
page 62 lines 9-25 and page 63 line 1) said:
” What | want to avoid at all costs is any notion that somehow no-one is
responsible, because | do not believe that to be the case, but | believe
that the clinicians directly involved in provision of that service have
some responsibility. Health authorities and the Trust which was the
home to that service have some responsibilities, as we discussed
earlier this morning, and the Department of Health clearly had some
responsibilities, not just in relation to resource allocation in my view,
back to this point about systemic failure, but to ensure that there was a
system in place that ensured that these services were being properly
provided. | think that the crucial thing would be to be absolutely sure in

each of these cases that the roles and responsibilities, the distinctive
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roles and responsibilities of each of these players, was adequately

defined”.

Arrangements for Supra Regional Services

10. The arrangements for supra regional services cut across the pre and post
reform structures of the NHS. Dr Norman Halliday, Alan Angilley (WIT 0034
0001 para 3a) and Steve Owen (WIT 0057 0003 para 6) explain in their
evidence that the arrangements were primarily for directing earmarked funding
from the Department of Health to the work of particular hospital units. This
bypassed both the pre-reform system of allocating money through RHAs and
DHAs and the post-reform system of contracts between NHS Trusts and
Health Authorities. Dr Halliday has explained that the purpose of direct
funding was to provide a mechanism for supporting highly specialised and
generally high cost treatments for conditions which were sufficiently rare that a
unit in each region was not needed. The system had two additional
advantages, first it encouraged the concentration and development of
expertise at designated units, second it discouraged the proliferation of
smaller units. This approach was admired elsewhere because it secured the
co-operation of the clinicians. This was not the case in other countries. Dr
Halliday said (Oral evidence Day 13, 29" April 1999, page 12 line 19-22,
and page 12 line 24 to page 13 line 7):

“The reason for setting up the supra-regional service and the reason for

selecting any particular service was principally funding”.
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“There was a benefit in that we could control the development of the
services, which would be beneficial in terms of cost, but also beneficial
in terms of benefits to the patients, because the experience worldwide
was that the more a doctor does a particular form of treatment, the
better are his results. So by controlling the development of these

services, we would be giving benefits to the patients”.

11.  Alan Angilley explained (Oral evidence Day 11, 27 April 1999, page 60 line
20 to page 61 line 12), that funding was provided to units designated by the
SRSAG through their host RHA and DHA. Mr Angilley said:

“Normal funding for a normal service would flow from the Department to
the Regional Health Authorities. That would be divided up between the
Regional Health Authorities in basically a capitation type formula,
basically based on the amount of your population, weighted by a
number of factors to reflect, say, mortality and a number of other things
in a formula. Once that was divided to the Regional Health Authorities,
they would use similar types of process to divide that money between
the constituent district health authorities, who would then take the
money and use it. That would form their cash limit. They would use it
to run their services. In the case of the supra-regional services, to
that normal funding would be added the earmarked funding that had
been designated for other units in that district, so if they had one

designated unit, it would get the funding for that one unit”.
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These arrangements changed after 1991 as responsibility for designated units
transferred to NHS Trusts. NHS Trusts were funded directly from the

Department.

Contracts with Bristol for Neonatal and Infant Cardiac Surgery

Mr Angilley (WIT 0034 0002-03 para 3d) and Mr Owen (WIT 0057 0002-03
para 5) in their evidence explained that designated supra-regional units were
funded according to their anticipated workload in the year ahead. Each unit
was expected to bid for funds annually. Records show that Neonatal and
Infant Cardiac Surgery at the Bristol Royal Infirmary was funded between 1984
and 1991 through the South West Regional Health Authority. The funding was
earmarked for the Bristol and Weston Health Authority which managed the unit
at the BRI. In the financial years 1991/92, 92/93 and 93/94 funding was
provided directly to the United Bristol Healthcare NHS Trust which had taken

over responsibility for the BRI and the paediatric cardiology unit.

Effect of Supra-Regional Funding on Managerial and Clinical

Responsibility

The Inquiry has explored whether the direct funding from the Department of
Health to the supra-regional units such as the BRI meant that the Department
had more direct influence on the management of the unit or its clinical
performance or indeed a responsibility for clinical outcome. Dr Halliday has

made it clear in his oral evidence that the Department did not assume any
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such additional powers. In fact the Department expected that the normal
avenues of accountability would be maintained and gave no indication to the
contrary. That is, the unit would be managed through the District Health
Authority (and later the NHS Trust) and that clinical standards would be
maintained through the regular assessment by the Royal Colleges of all units.
It was not intended that the Department would assume a role for analysing
clinical outcomes. This would have been quite at variance with practice at that
time which was that audit of clinical outcomes was the responsibility of the
clinicians concerned. Dr Halliday (Oral evidence Day 13, 29“‘. April 1999,
page 112 lines 16 to 20 and page 113 lines 3 to 8) said:

“The statutory duty for the provision of services rests with the Health

Authorities, and so they still retain their statutory duties. The Supra

Regional Services Advisory Group did not alter the statutory

arrangements”.

“So the management of the general hospital would have to manage the
unit which was designated supra-regional. | would have expected them
to look after the provision of-. facilities and all outcome measures that
they would waht to use in any sphere, as they would with any other

service”,

14. The evidence of Catherine Hawkins shows that the Regional Health Authority
was clear about its role managing through the Bristol and Weston HA in the
years before 1991 and thereafter maintaining a "light-touch” involvement with

the new UBHT, again in line with policy at that time. Of the period before 1991
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Ms Hawkins explained (Oral evidence, Day 56, 4" October 1999, page 22
lines 12 to 19):
“ .. the Regional Health Authority had monitoring and a degree of
control, in italics, of its district without the actual authority to affect them
directly, because each district had its own Chairman and non-Executive
Board who actually managed the districts. So it was a situation where
you had accountability and responsibility without true authority”.
Of the period after 1991 Ms Hawkins explained (Oral evidence, Day 56, 4"
October 1999, page 12 lines 13 to 17):
“control of Trusts went directly to the department, so Region was not
involved. Region continued to oversee the non-Trust units and the
department had a section which managed or had direct contact with

Trust status units”.
Success of Supra Regional Funding

15. The first annual report for the Supra Regional Services Advisory Group
(SRSAG) in 1992 (DOH 0002 0001-0029) details the success of the supra-
regional funding arrangements in 12 specialties. As Sir Alah Langlands points
out (WIT 0335 0019-0021 paras 48-55) similar arrangements for direct supra-
regional funding still exist under the auspices of the National Specialist
Commissioning Advisory Group (NSCAG). They are generally recognised as
a success, prbviding stable funding for some specialities which have remained
within the arrangements, whilst allowing other specialities to grow and reach a

size where they could move to more local funding. In his evidence Sir Alan

3011995bristol langland summing up2c




SUB 0008 0012

Langlands cited the spinal injuries services which were brought within the
arrangements in 1983 and left in 1992 when eight units were providing the
service and the cardiothoracic transplantation service which left the central

funding arrangements in 1996.

Clinical and Medical Audit

16. The evolution of clinical audit in the period of the Inquiry has been detailed by
Dr Winyard. He has explained (WIT 0331 0001-0011) that before the
publication of the White Paper “Working for Patients” in 1989, the Department
of Health had only a limited involvement in audit and outcome assessment.
General standards were set by the General Medical Council (GMC) and the
Medical Royal Colleges, through general and specialist examinations, the
inspection of training posts and involvement in consultant appointment
committees. However, the prime responsibility for a doctor's ongoing standard
of professional practice lay with that individual and was very much a matter for

him or her. Audit was seen as primarily a system for analysing local practice.

17. However, in the middle and late 1980's there was a developing interest in
medical audit in which individuals and groups of clinicians would define the
standards they wished to achieve, compare their actual practice with those
standards and take remedial action where necessary. Such a process, known
as the Audit Cycle, has come to form the basis of all subsequent clinical audit.
The Department at that time funded a number of the Medical Royal Colleges

to develop medical audit on that basis.
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