	Title Document
	Year
	Key Impact on Commissioning

	The Health Act


	1999
	The legislative basis for new ways of working in partnership came from the Health Act 1999 – Section 31. 

The flexibilities relax some of the statutory dues and obligations of NHS and LA organisations that had been perceived to create barriers to closer collaborative working – flexibilities became operational in April 2002, and their introduction have allowed NHS & LA organisations to:

· Pool budgets - each partner contributing agreed funds to a single pot spent on agreed projects for designated services

· Introduce lead commissioning - partners agree to delegate commissioning to one lead organisation

· Develop integrated provision - partners join together staff, resources, management structures etc to integrate service provision from managerial level to front-line enabling the design of services around need rather than organisational boundaries with one of the results being the elimination gaps or duplication of provision.

1,2 or all 3 of the flexibilities can be used simultaneously.

	The NHS Plan


	2000
	Pushed forward the performance agenda.  One of the criticisms the plan was designed to address was “lack of clear incentives and levers to improve performance - for the first time there will be a system of inspection and accountability for all parts of the NHS” - new money to reward good performance.

The ‘Planning and Priorities Framework 2003-2006’ came out of the NHS Plan and sets specific targets for partners involved in providing services to specific client groups. Identified service priorities across health and social care. Examples for children’s services are:

· Over-arching (e.g. more choice, safety, better info systems, reduced waiting lists)

· Specific (e.g. reduced under 18 teenage pregnancy rates, improved education and training outcomes for care leavers, reduce infant mortality, implement NSF)

To a certain extent have been overtaken by ECM agenda.


	National Procurement Strategy for Local Government


	2003
	Sir Ian Byatt’s review of local government procurement in 2001 which noted that local authorities lacked enough people of the right skills to implement a programme of radical improvement in their procurement function. 

· Working with departments to promulgate successful examples of enhanced supply sector management and encourage use of shared procurement models such as framework contracts or regional purchasing consortia; 
· Encouraging departments further to enhance procurement expertise; 

· Working with departments with policy leads for particular sectors – for example the Department of Health (DH) in relation to social care to facilitate savings in partnership with the wider public sector; 
· The establishment of change agents to help address issues such as fragmentation of the demand side, lack of a market overview including availability of overall market data, and little strategic supply chain management.

· The Office of the Deputy Prime Minister (ODPM) sets out a target in the National Procurement Strategy for Local Government that by 2006 it want to see local governments: ‘Delivering significantly better quality public services that meet the needs of all local citizens through sustainable partnerships they have forged with a range of public, private, social enterprise and voluntary sector organisations’


	The Gershon Report


	2004
	This review focused on the governments’ objective to release major resources from activities which can be undertaken more efficiently into front line services that meet the public’s highest priorities. 
The Treasury 2004 Spending Review includes an agreed target for the Department of Health that aims to achieve a total annual efficiency gain of around £6.5 billion by 2007-08, of which over half will be cashable, release resources for front-line activities. As part of its review it concluded that in general significant scope exists for delivering procurement savings in particular through:

· Better supply side management: seeking to communicate and manage likely aggregate public sector demand in a strategic way with the supply sector, thereby enabling the supply side better to anticipate and plan for shifts in public sector demand; and

· Further professionalisation of the procurement function within the public sector through either use of shared procurement models, or the enhancement of procurement skills.

	DH : Health Reform in England, Update and Commissioning Framework
	2006
	Next stage of reforms:

More choice and a stronger voice for patients and service users who will be able, in consultation with their clinicians, to choose the highest quality of care appropriate for their needs. 

Practices and PCTs as commissioners using their knowledge of local communities and extensive public and patient involvement to get the best value within available resources. Commissioners working to improve the health of their population, reduce health inequalities, guarantee choice and secure the best possible services. An NHS that works in partnership with local authorities and other local services to deliver improvements and to promote equality, inclusion and respect. 

More freedom for providers to innovate and improve services in response to the needs and decisions of patients, GPs and commissioners. Further expansion of NHS Foundation Trusts; a continuing role for PCT direct provision; more opportunities for voluntary sector, social enterprise and private sector providers where they can help deliver better services with better value for money. 

Clinicians and other staff leading change, with greater freedom and support to focus on the quality of patient care, with new roles emerging to respond more swiftly to patient need, new treatment methods and technological change. 

Effective management of the system, backed by regulation that assures national core standards and focuses intervention on services most in need. 

A financial framework, including tariffs, that incentivises improvements in patient care, supports the development of care integrated around patient need (especially long-term care needs), and promotes financial responsibility and best value within allocated 

	Commissioning a Patient-Led NHS


	2005
	Focuses on how the Department of Health will develop commissioning throughout the whole NHS system, with some changes in function for primary care trusts and strategic health authorities. 

In future both will concentrate on three main areas:

· promoting health improvement and reducing inequalities

· securing safe and high quality services for their population 

· emergency planning 

This will require: 

• better engagement with local clinicians in the design of services; 

• faster, universal roll-out of Practice Based Commissioning; 

• developing PCTs to support Practice Based Commissioning, and take on the responsibility for performance management through contracts with all providers, including those in the independent sector; 

• reviewing the functions of SHAs to support commissioning and contract management. 

As a general principle reconfigured PCTs will have a clear relationship with local authority social services boundaries. This does not need to mean a rigid 1:1 coterminosity – big Local Authorities might have more than one PCT whereas a number of small Unitary Authorities might fit into one PCT.
Implications are:

Improvements in commissioning, the determination to make progress on working with Local Authorities on Choosing Health, and the commitment to make £250 million of savings in overhead costs, which requires NHS organisations to change and develop. 

Most PCTs currently provide services. As PCTs focus on promoting health and commissioning services, arrangements should be made to secure services from a range of providers – rather than just through direct provision by the PCT. This will bring a degree of contestability to community-based services, with a greater variety of service offerings and responsiveness to patient needs.

	The National Service Framework for CYP and Maternity Services

	2004 (Dec!)
	Sets standards for the way in which services to CYP should be delivered in the future (10 year plan). Should have a strong influence on the way in which services are organised and delivered over the next few years – teeth? Examples include: key working for CWDIs and improved coordination / access to specific services for high risk groups.

	The Green Paper on Youth


	2005
	Heralds change in the way Information, Advice and Guidance (IAG) services should be commissioned and delivered in the future – commissioning responsibility to move from Connexions to LAs. 

Clarification of local authority duty to secure positive activities for all young people and some high risk groups in particular (through commissioning and provision). There will be national standards for activities, e.g. access to 2 hours + per week sporting activities, opportunities to volunteer. 
Capital funding of £40 million over 2 years from April 2006 enabling LAs and partners to develop new approaches to youth services. Focus on deprived areas.

Piloting of opportunity cards for all YP giving discounts on a range of activities and an ‘opportunity fund’ in each LA (Young people can decide how it’s spent).

	The Education and Inspections Bill
	February 2006
	Trust schools 
The Bill will empower schools by devolving as much decision-making to them as possible, while giving local authorities an enhanced strategic role as the champion of pupils and parents. 

All schools will be able to become Trust schools by forming links with external partners who will be able, should the school choose, to appoint the majority of the Governing Body. 

Local authorities will take on a new strategic role, with duties to promote choice, diversity, high standards and, for the first time, the fulfillment of every child’s educational potential. They will respond to parental concerns about the quality of local schools – and, in doing so, they will have new powers to intervene earlier where performance is poor. As the commissioner of school places, local authorities will be able to propose expansions to all categories of school, set the terms for school competitions and take all decisions relating to school organisation. 
Also tighter admissions – ban interviewing, strengthen code , duty to provide free transport for disadvantaged

	The CAMHS Grant Guidance


	2003 (-2006)
	Highlighted gaps in existing provision, particularly at lower tiers. Required a ‘comprehensive service’ based on the best available evidence about what works and increases (10% per year) in capacity. Has spawned a new breed of primary care services. Other major influence on commissioning = often the way in which areas have explored joint commissioning (budgets held by LAs – who are required to work with all relevant partners to develop services).


	The Framework for Joint Planning and Commissioning
	2006
	DfES guidance to local authorities and PCTs and others on how to undertake planning and commissioning of childrens services. 

Outlines a model involving 9 steps and includes case studies and examples. 

Emphasis on encouraging the development of prevention and early intervention services. 

High level. A starting point for more detailed development.


