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1 RightCare
RightCare is: doing the right things and doing things right. RightCare is designed to increase the value from the resources allocated and directly address variations in spend, activity and outcomes in three ways. At its core it facilitates and supports clinical commissioning through an approach based on understanding the variation in costs and outcomes in the health system and providing scope for clinicians and commissioners to attack this variation. 

The philosophy is evidence based, quality and value based approach to the commissioning of interventions, termed ‘value based care’. There are procedures and interventions that are carried out in their thousands in the NHS annually that ‘benefit’, however there is evidence that clearly demonstrates ‘no benefit’ and that some do harm to individuals or do not provide value to the NHS or society. The latter should not be part of a modern NHS.

Whatever commissioner’s plan, it needs to be put into practice at the front line where a clinician is face to face with a patient. This is the crucial interaction in health care, where the clinician and the patient discuss the options available: treatment A, treatment B, and ‘let’s not do anything now as the benefit to you does not outweigh the risk’. Shared decision making provides a set of tools and behaviours that allow an honest and informed conversation to agree on the ‘highest value’ decision in that situation and at that time for the patient. The front line clinician will be supported, not only by the evidence base, guidelines and information from, for example, NICE, the Royal Colleges and the specialist associations, but also the information and knowledge that commissioners have taken this into account developing contracts specifying local arrangements to value based care.

Where the patient and clinician takes the decision that an intervention is appropriate, then quality and value must be considered as equal to ensure the minimising of any harm, whilst maximising the benefit of say the duration of any hospitalisation. This, for example, could be achieved through the use of the evidence base and proven enhanced recovery methods. 

Changing the NHS in this way, to one where each treatment decision is considered by both patient and clinician together in terms of value, requires a much wider cultural shift than one constrained to within current commissioning arrangements. It needs a move to: long term rather than short term and population wide rather than patient and service planning. This broad cultural movement to support the change in what is expected by the population from the health service must be led by the NHS but can only succeed if this conversation engages with society as whole.
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Figure 1: RightCare components and relationships of levers 

2 Strategic context

2.1
Introduction

Since the creation of the NHS, the values of our health system in England have remained largely constant:

· Free to the patient at the point of care

· Universal and equitable access to care

· Safe and appropriate delivery of care
A service that treats illness, supports ill health and promotes wellness
Today, RightCare categorise the reform agenda as:
· Continuous improvements in care quality and increasing value
· Managing within constrained finances and resources
· Organisational re-structuring, with increased:
· Clarity on the outcomes of provision
· Accountability for clinical commissioning
· Integration of health and care delivery through the NHS, Local Authorities, Third and Private Sector cooperation
This reform agenda still progresses the intrinsic values of the NHS system; a different world but the same mission.
“Liberating the NHS” takes us further forward but keeps the patient at the heart of the system. It pushes the NHS further than ever before in being accountable for healthcare delivery while enabling innovation, always ensuring quality whilst increasing value. 
“Liberating the NHS” challenges the value of healthcare and places society as a key arbiter of value. 
2.2
What is value in healthcare? 

Value is highly subjective. There are many definitions for ‘value’ but the majority form around “the importance, worth, or usefulness of something”, from the perspective of the valuer; a simple illustration:
· A patient may see value in having appointments to fit their schedule.
· A clinician may see value in having appointments to fit their schedule.
· A hospital may see value in having appointments to fit its schedule.
The NHS needs to work differently to get these perspectives in synch, as too frequently clinical or organisational priorities overplay the patient’s choice. There will always be a fine balance in assessing value in healthcare. 
For example, the requirement of the NHS to reduce its carbon footprint means that the right service option to choose has to take into account the long term sustainability of the option as well as shorter term financial issues.
The health system as a whole has to be the ‘common denominator’ for assessing ‘equitable’ value. The NHS cannot sustain a perfect value service but there are some minimum standards to improve on.

Like other QIPP workstreams the RightCare workstream will help the NHS do things right, but its main and unique focus is to help the NHS do the right things, for the right patient, at the right time, in the right environment. This will be facilitated by a strong link to the development of the new commissioning structure, RightCare philosophy and approach needs to be one of the first things commissioners and clinicians take on, regardless of organisation or structure, it is feasible, impactful and a stimulus for change.
3 What is the RightCare programme 

RightCare will stimulate, through tools, evidence and demonstration sites to prove the concept. It will support the NHS, individuals and wider society to reconsider value in health care and how it is best delivered. To do this RightCare is structured as an enabling workstream as this scale of change cannot be delivered through one central programme. Local systems need to implement the concepts with clinicians and commissioners working within the NHS and wider society to develop sustainable systems that increase value and improve quality by reducing unwarranted variation and improve population planning.

The RightCare programme is one of adaption not adoption; it is acknowledged that one size does not fit all, but nor does the NHS require so much duplication. We are  not telling you what to do, we are showing you what good is, doing it once and sharing the learning, creating and providing tools for others to use. 

The RightCare programme is engaging with wider stakeholders and conversations are already underway with organisations including NICE, NHS Evidence, Royal colleges, Specialist associations including FSSA, NHS confederation, NHS Alliance and many third sector organisations to jointly agree how RightCare can help these organisations increase value and improve quality.  

The four components of RightCare are outlined below.

3.1 Clinical commissioning

Commissioners and clinicians have become stronger and more agile over recent years, moving from an approach based on managing contracts with primary or secondary care institutions in a transactional process to one which is becoming more transformational, to increase value in systems and programmes. Now RightCare will promote the necessary stimulus to enable clinical commissioners reach agreement with their patients on the most appropriate use of resources, to deliver the best outcomes.

This shift is a positive step to increasing value, as the primary focus of clinical commissioning should not be primary or secondary care, but should be a much wider discussion, including social care and third sector together with the population served. The responsibility for the NHS is in analysing variation in access and the levels of service activity, spend and outcomes to identify areas to increase value and quality to reduce unwarranted variation. RightCare promotes the use of programme budgeting as a mechanism to improve population health through first understanding population need and allocating resources to increase value and quality, not simply service improvement.

Serious application of Programme Budgeting is in its infancy in the NHS but more PCTs have started to realise its potential. It is expected that over the period of this programme that decision making to optimise value will become more refined and main stream, with more transparency on the levels of spend across programme budgets, and less emphasis on the contract values of provider organisations.

There is recognition that the movement to change and improve clinical commissioning, engaging patients, public and advocate organisations in the debate of where resources should be invested and disinvested, has been slow and sporadic. There is also general agreement that the spread of good practice and innovative ways of working is slow to disseminate across the NHS. 

This programme will work the new National Commissioning Board and clinical commissioners to drive the momentum to implement necessary change, to create a process of sharing success, and accelerating the spread of good practice across clinical networks and demonstration sites.
3.2 Shared decision making

Patients have historically been recommended interventions and treatments by their clinicians without due reference to the patients individual needs, values and preferences.  Patients tell us that they often feel “obliged” to accept clinician recommendations and are not given enough information and support to make a fully informed decision based upon the predicted (and personalised) risks and benefits, as well as the alternatives available to them. 
Shared Decision Making is a vitally important approach, and Decision Aids are important vehicles, to help deliver a necessary step change in personalisation in health care.  A personalised approach will also take account of the person’s preference to the degree and manner in which they want to take part in shared decision making. 
It is evident that the public have not always been included in the debate about the development or design of health services, or the process of allocation of resources.  Patients are not sufficiently involved or supported in decision about their health care and continue to tell us that they wish to become more involved.   
We need to change the relationship the health service has with the public and patients, to one of “co-production”, so we can do the Right Things, safely and effectively.  This will not only deliver what our customers want but will also help us to manage the inexorable demand for healthcare within our available resources. 
In the recent white paper “Equity & Excellence: Liberating the NHS” shared decision making featured prominently. 
“The Government’s ambition is to achieve healthcare outcomes that are amongst the best in the world.  This can only be realised by involving patients fully in their own care, with decisions made in partnership with clinicians, rather than by clinicians alone” 
RightCare will support NHS East of England lead a project to promote shared decision making. 

This project will primarily focus on the use of Patient Decision Aids within the NHS.  Patient Decision Aids are self administered informational tools that help to prepare patients for making informed decisions about medical tests or treatments.  They are designed to increase a patient’s awareness of expected outcomes based on personal values.  They help people understand their options, consider the importance of possible benefits and harms and encourage participation in decision making. 
These decision aids will be made available in various formats including DVDs, internet based guides, decision boards, patient booklets and CD / ROMs. 
NHS East of England (“Right Care for Patients”) will deliver:

· A suite of decision aids on a national platform, which will focus, initially at least, on those areas where treatment choices are ‘preference sensitive’ and where evidence shows that supporting patients can lead to higher quality decisions at lower cost.
· A national Patient Decision Support Service
· Patient Decision Aids for three common conditions (Knee Arthritis, Benign Prostatic Hyperplasia and Localised Prostate Cancer) which have associated high volume interventions will be available on a national platform in early 2011.  9-12 further Patient Decision Aids for common conditions which have associated high volume interventions will be available on a national platform by September 2011.
· Will work with the Map of Medicine SHA Implementation Leads network to ensure that they provide assistance to local teams in re-designing care pathways, using the Map of Medicine as a shared visual representation of the desired pathways, an essential step in gaining consensus on the final local pathway design 
· Will deliver a suite of new Patient Decision Aids on a national platform with associated decision support

3.3 Enhanced recovery

The enhanced recovery programme is about improving patient outcomes and speeding up a patient's recovery after surgery. It results in benefits to both patients and staff. The programme focuses on making sure that patients are active participants in their own recovery process. It also aims to ensure that patients always receive evidence based care at the right time. 

Enhanced Recovery, a relatively new approach to the pre-operative care, peri-operative and post-operative care of patients undergoing surgery, is a model of care that has the potential to have a significant impact in increasing value and improving quality.

Enhanced Recovery is now being championed in England by a growing number of surgeons, anaesthetists, nurses, allied health professionals and NHS Managers. It has already been shown to benefit patients undergoing colorectal, urological, gynaecological and orthopaedic surgery. There may well be wider applications in the future. 

Enhanced Recovery has benefits for both patients and the NHS. It improves quality of care by helping patients to get better sooner after major surgery. Secondly, it reduces length of stay with obvious benefits to the NHS. For example, the length of stay for patients with colorectal surgery can be greatly reduced from a mean of 16 days to 5 days (or less in some organisations). For musculoskeletal surgery, average lengths of stay can be reduced from 8 days to around 3 days postoperatively. 

RightCare will support the Enhanced Recovery Partnership Programme (ERPP), chaired by Professor Sir Mike Richards, bringing together expertise of clinical champions and NHS managers who have previously helped to deliver major change programmes in the NHS. The aim of the ERPP is to work with SHAs, PCTs, NHS Trusts and clinical teams to support adoption across the country. The ERPP has already established 14 innovation sites across the 10 SHAs to test implementation of Enhanced Recovery.
3.4 Value based care  

In a time in which resources are limited, increasing value offers the opportunity of releasing cash without adversely affecting the health of the population. Common to all assessments of value is the balance between benefit, harm, or the probability of benefit and the probability of harm, and cost.
Value may be increased in two ways. One way is by improving the quality of care, by increasing productivity, safety and patient experience. However, doing things better, safer and cheaper is only one means of increasing value; the other is by making decisions to choose the options that maximise value, and this too is relevant to patients, clinicians, managers and commissioners. Quality improvement requires better actions; value improvement requires both quality improvement and better decisions based on evidence and cost.
A number of different types of low value healthcare can be identified: 
· Interventions where there is proof of ineffectiveness or harm, for example prostate cancer screening. It is important to emphasise that stopping lower value activities from starting at all is very significant;
· interventions where there is no evidence of effectiveness, except when these interventions are being offered in the context of high quality research, for example transcutaneous aortic valve implantation; 
· interventions which the patient would not have accepted had they been given clear and unbiased information about the probabilities of benefit and harm, for example cataract operation for people with minimal visual loss, or knee replacement surgery for people with loss of function and levels of pain which are not severe, or over-prescribing for very elderly people with Alzheimer’s disease (the mean number of drugs for people in old people’s homes is eight); 
· interventions which produce less value than another intervention that could be offered to a patient with the same condition, for example the inappropriate prescription of domiciliary oxygen for patients compared with the use of the same amount of resources to provide rehabilitation therapy for people with chronic obstructive pulmonary disease; 
· interventions which produce less value than the same amount of resources would produce if used to provide a service to patients with another disease within the same programme budget, for example cataract operations for people with minimal visual impairment when the same resources could be used to treat people with diabetic retinopathy or macular degeneration. The creep from initially rigorous clinical thresholds to a more relaxed set of criteria as an intervention becomes mainstream is a common mechanism for this type of low value care provision. 
It is important to emphasise that, with the exception of the first type of problem, the clinicians may be unaware that they are using resources in a way that does not produce high value, and it is only when the performance of a clinician or a service is compared with the performance of others, or when some objective measure of need is employed such as the Oxford Hip Score when assessing the probability that a person will benefit from hip replacement, that the situation becomes clear.
4 Who benefits from RightCare?

4.1 Individuals and society

RightCare aims to support the creation of a culture and a set of mechanisms to deliver the best outcomes with the resources available. Best outcomes at a societal level are not just about the technical quality of the care delivered to individual patients or the allocation of resources within health care, but are delivered by the requirement individuals place on health services through personal choices to maximise value.

 Value can be increased in two ways.  The first way is to improve the quality of the service, greater, effectiveness, lower cost and greater safety all increase value but doing the wrong things better does not make good use of resources and the unique contribution of this workstream is to improve decision making so that patients, clinicians and commissioners choose the option that gives the greatest value in the short term to the individual and the long term to society.

This would mean increasing activities that were defined as clinically more effective and of higher value and understanding, exploring and explaining variation and addressing unwarranted variation. 

It is acknowledged that this work requires a huge cultural shift for the population and the service, in planning and managing care. 

4.2 Clinicians 

Through providing clinicians with an environment in which they are supported to challenge what has always been done and consider afresh the true value of a referral, a test, an intervention in the context of a wider definition of value the RightCare programme aims to free clinicians to engage in the conversations with individual patients, clinical colleagues and the public at large regarding the real value of what is expected of them from service users.
RightCare will deliver a coordinated service of shared decision making tools which will empower patients and clinicians to make more informed decisions on treatment options. This will include reviewing custom and practice against the evidence base that demonstrates value.

4.3 The NHS

The RightCare workstream will also help the NHS do things right, but its main and unique focus is to do the right things. There is evidence that resources can be used more effectively if a system of clinical commissioning, supported by evidence of value, were to be implemented. RightCare will support clinicians and commissioners to maximise the use of resources, reduce the amount of resource allocated and used in lower value activities and maintain or where desired, increase the amount used in higher value activities
RightCare is aligned to the wider process of transforming clinical and patient involvement in commissioning and putting patient, clinicians and commissioners, at the heart of designing transformed pathways of care.  If the public and patients are more actively engaged in the process of commissioning, value can be specified and agreed and waste can be removed and public expectations met within the defined resources.
5 Partnerships and responsibilities in the RightCare system

5.1 Patients and the public

The public and society as whole must become the moral arbiter of value. In order for the health service to deliver equitable, safe, high value care it needs to be supported so that the decisions made by commissioners and clinicians are shaped by the culture they operate within.
Individual patients have a similar responsibility to be the moral arbiter of value, though at this granular level this means they must, with their clinician, consider the care options presented to them and ensure that they end up as the recipient of high value care. Through clinician – patient partnership in sharing decisions about the care options and choices made individual patients are the most powerful proponents of value based care. They must be engaged and supported to become so, but be aware of, and take ownership of the responsibility.
5.2 Healthcare providers

The opening section of this document contained the following statement:
‘Whatever commissioners do, it needs to be put into practice at the front line where a clinician is sat opposite a patient. This is the crucial interaction in health care, where the clinician and the patient discuss the options available: treatment A, treatment B, and ‘let’s not do anything now as the benefit to you does not outweigh the risk.’
General practice is where the majority of the impact of RightCare will be delivered, through individual GPs and other professionals acting as the patients coach, enabling the patient to own the role given to them as moral arbiter, and the GP themselves adhering to the principles of value based care, supported by the commissioning environment they operate within. Shared decision making is the tool that supports this concordant interaction and is an approach and set of behaviours that general practice clinicians will need to fully employ to drive increased quality and improved value.
This set of behaviours is expected throughout NHS provision, including community, secondary and tertiary care, where the clinician will work with their patient to jointly agree the option for the individual, at that time, that delivers the highest value outcome. 
5.3 Commissioners

Local commissioners are the technical arbiter of value. Clinical commissioning supported by an appreciation of population need and the understanding of local activity through the lens of marginal analysis will set in place the contractual framework within which the local health system will operate. They will be supported by evidence based guidance from a range of bodies, as discussed below, but will be required to use this to selectively commission activity that enhances value to their local population. 
National commissioners (including both the new national commissioning board and national specialised commissioning) are the system wide arbiter of technical value and will also act to embed in national contracts societal judgement on moral value.  

The RightCare programme will to link to the shadow national commissioning board, in order to be able to influence national guidance, for example: PbR Tariff development, the CQUIN scheme and nationally mandated CQUIN goals and the enhancement of the national standard acute contract, in order to both enable the emerging national structure to deliver high value care and put in place a system that supports local commissioning clinicians to have the conversations with providers that moves the NHS forwards. For example a national standard acute contract that enables quality outcome based commissioning at a pathway level would be a powerful tool in the commissioner provider conversation (see Appendix A).

5.4 Royal Colleges and Specialist Associations

In the new environment of devolved clinical commissioning and the national commissioning board there is a responsibility on existing organisations working in partnership with RightCare to use their experience, expert knowledge and leadership position to Increase Value and Improve Quality. This responsibility comes with a need to jointly own, with the NHS, the accountability to seek to ensure that resources are used to maximise value. 

The recognised Royal Colleges and specialist associations are highly regarded resources of clinical and professional excellence that need to use their unique positions to produce and recommend guidance on what constitutes high value care, and subsequent behaviours and changes, that are expected of the professions.

5.5 Third sector organisations 

National and regional stakeholders also have a key role, utilising their expertise, networks and knowledge to inform and influence commissioners, both local and national, to Increase Value and Improve Quality. They are in a strong position, through listening to their clients and creating a single voice, to act as proxy arbiter of value. They are also in position to work with the NHS to deliver consistent messages to the population explaining decisions and actions to reduce confusion, stress and misunderstanding.

One option to consider, is whether some national bodies, for example, the Alzheimer’s society, Diabetes UK or McMillan Cancer Care could be invited individually and collectively to draft annual reports covering: population need, service guidance, evidence base, current resource utilisation and quality outcomes, for large geographical services that cover one or more commissioning boundary in order to make recommendations for future improvements.
6
Delivering RightCare

After listening and responding to many stakeholders, RightCare has been re-framed to operate as an enabling programme to support clinicians and commissioners in planning and implementing local change.

RightCare is a long term change programme to embed changes in clinical and commissioning practices, enhancing public engagement, leading to sustainable increases in value and quality and as such RightCare is a cultural shift in current methods and processes. 

To date the focus is on establishing the programme, create and deliver initial products (PCT bespoke Health Investment Pack, NHS Atlas of Variation and the Population planning toolkit) and engaging five local health communities to take pathway redesign forward (Appendix B). 
5.6 Resources and Tools

RightCare will also deliver the following outputs to support the above activities and to support local clinicians and commissioners in their work in developing high value pathways, subsequent implementation and to facilitate and spread Knowledge: 

· An NHS Atlas of variation to communicate graphically variations in spend and outcome; 
· The population planning tool kit - this will be a publication which will analyse programme budgeting data from 2008/9 and describe an easy to use system for annual updating and publication..
· Web based tools which will allow practitioners and managers to readily share tacit knowledge about value improvement by sharing documents and web links, collaboration and discussion lists. We will specifically gather local “case studies” from local groups for publication nationally.
· A database sharing interventions considered as lower value for use in local prioritisation and threshold setting. It will also include examples of local implementation of prioritisation frameworks.
5.7 Innovation Sites

If you wish to locally lead a RightCare demonstration site within a specific disease group please visit www.rightcare.nhs.uk. There are 5 pilots already underway in the following heath economies and disease groups, details of which are included in Appendix B.
An example of the use of the RightCare approach can be found in a case study produced by West Cheshire PCT at:

http://www.networks.nhs.uk/nhs-networks/health-investment-network/case-studies
6 How do we measure success?

Success for the RightCare programme is that clinical commissioners are working with their local population, using the tools that support necessary change to increase value and improve quality. 

This will be measurable through the inclusion of RightCare levers in local operating plans and local contracts, for example the use of local tariffs that incentive behaviour regarding value based care.

7 How to get involved

For further information or to get involved please visit: www.rightcare.nhs.uk
Philip DaSilva







Sir Muir Gray

Programme Lead






Programme Lead

November 2010

Appendix A: Local and national levers
	Local Drivers
	National Drivers

	Clinical commissioning

· PBC MA

· Value based care

· Population need
	National specialised commissioning

	Local CQUIN framework and local goals
	National CQUIN framework and nationally mandated goals

	LES and DES clauses
	GP Contract

	Local tariffs
	PbR Tariff

	Local contracting including:

· Quality outcomes

· Pathway level

· Activity thresholds

· Value based care
	National acute contract

	
	

	
	

	
	


Appendix B: Pathway design in local health communities

1. Oldham – Musculoskeletal
2. Wirral – Renal
3. Portsmouth – Diabetes
4. Somerset  -Respiratory
5. Nottingham- Gastroenterology / Inflammatory bowel disease

A case study by West Cheshire identifies savings using the tools suggested by RightCare of £11m.  To read the approach used please go to:

http://www.networks.nhs.uk/nhs-networks/health-investment-network/case-studies
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