Protocol on the public interface with private radiation oncology services

Key stakeholders:

New Zealand Public 

DHB Cancer Centres

Cancer networks

DHB CEOs

New Zealand Cancer Treatment Working Party 

Private providers

Background

The New Zealand Cancer Treatment Working Party (NZCTWP) undertook this work to provide advice to the Cancer Control Implementation Steering Group on the public interface with private radiation oncology services. 

This protocol was drafted by an expert group of clinicians (supported by the Ministry’s Cancer Control team) and has been circulated back to the Radiation Oncology Workgroup, Cancer Centre Managers, and the NZCTWP. Advice is being sought from appropriate Ministry groups (SAF, HDSS, Health Legal).  It will be considered for endorsement by the DHB CEO regional forums and then become part of the formal DHB accountability mechanisms.

The protocol develops principles based on the current Selection of Private Providers protocol in the DHB Operational Policy Framework to provide clarity about public provision of radiation oncology services.   

The protocol relies on the service specification for Radiation Oncology Services, due to be updated, which defines acceptable service provision by DHBs.

The protocol will be complemented by a protocol for sharing of public radiation oncology capacity between cancer centres.  

The protocol will be supplemented by other work in progress such as the Supportive Care Guidance. 

While this advice focuses on radiation oncology services there is a need to develop similar protocols for other cancer services e.g medical oncology in the future.

This protocol should be read in the context of the Health and Disability Act and Patient Code of Rights. 

The completed protocol will be publicly available.

Overarching Principles

1. Equitable access for all New Zealanders to publicly funded radiation oncology services.

2. Radiation oncology treatment for all New Zealanders to be commenced within nationally agreed waiting times guidelines.

3. Radiation oncology treatment for all New Zealanders to be provided to meet internationally accepted quality standards.

4. Radiation oncology treatment for all New Zealanders to be provided in accord with the Code of Health and Disability Services Consumers' Rights.

Principles
1.
Access to radiation oncology services will be available through the public sector to meet population need. 

2. Use of private facilities to meet public service obligations must ensure equitable access for all New Zealanders through publicly funded services. 

3. Planning of future public radiation oncology services should ensure equal access for all New Zealanders to these services, through provision of sustainable public radiation oncology infrastructure.  

4. A complete course of radiation oncology treatments (or a specific component of a treatment consisting of several components) should be completed by the same provider where treatment was commenced. Where it is anticipated that a patient will have treatment components in both the private and public sector the public component will be prioritised, based on clinical need and the private component must be coordinated with this.

5. Initial consultation and/or treatment by a private provider should not result in inequitable access to a public provider (either accelerated or delayed) for a patient. Prioritisation of any referral for a subsequent consultation and/or treatment in the public sector, for a patient initially seen or treated in the private sector, will be according to the public prioritisation criteria.  

6. Each DHB must have an explicit and transparent process for referrals for assessment and/or treatment between public and private radiation oncology providers. Full information about the patient will accompany the referral.

7. The referral/treatment protocols must be consistent with the existing private/public protocols in the DHB Operational Policy Framework (attached). They must also be consistent with direction under the Health and Disability Services Act 2000 about eligibility for treatment.

8. There is no obligation for the public sector to accept private patients who are not eligible for public provision (except the obligation for urgent treatment).  

9. To support sustainability and development of public infrastructure temporary limitations of public radiation oncology unit capacity should be preferentially managed by utilising capacity, when available, in neighbouring public radiation oncology units.  Public radiation oncology units may utilise available private capacity where this supports better care for some patient groups and is more cost effective. 
10. Public treatment centres should ensure consistency of access is maintained within and across public providers through use of guidelines, common treatment protocols and regular clinical audit.

11. Patients accessing public or private radiation oncology services must be fully informed by clinicians of the options for treatment and also the relationship between public and private services (set out in this protocol). They must be provided with certainty about the location of their treatment. 

12. A patient accessing publicly funded radiation oncology services at a different facility from where they would usually receive treatment should be provided with the same level of support as other publicly funded patients who need support for travel and accommodation. 

Risks

1. Lack of political and public acceptance of protocol

· managed  by Ministry of Health

2. Lack of DHB acceptance of protocol

· managed by Ministry of Health

3. DHB capacity issues 

– managed by DHB capacity sharing agreements

4. DHB funding issues 

– managed by DHBs planning capacity development

5. Recruitment and retention of staff

 – managed by a DHB workforce strategy 

6. Service capacity to train staff  

 - managed by a DHB workforce strategy.

General guidance – operating rules 

1. Each DHB cancer centre will require contingency plans to manage variations in demand. This will include agreements between cancer centres for capacity management, including protocols for transferring patients eg patients on the geographic periphery of the DHB are referred to neighbouring treatment centres first. 

2. While DHBs should seek to utilise national public capacity available through facility sharing arrangements, they may have agreements with private providers to maintain public service provision in the short term consistent with the Operational Policy framework. See Appendix One.
3. Each DHB will need to develop a strategy for recruitment, training and retention of radiation oncology staff (including radiation therapists, physicists and oncologists), having regard to alternative private provision (including collaboration where appropriate), in order to maintain treatment capacity.

4. A DHB should notify any local private provider that the private provider needs to ensure its own contingency plans to address management of patients when their private funding is compromised or when private treatment capacity is compromised by machine failure (including collaboration where appropriate).

5. Each DHB Cancer Centre will need to have an explicit process to manage the patient who is seen in private and referred for public treatment, to ensure such patients are neither advantaged or disadvantaged, relative to publicly referred patients.

6. Developing multidisciplinary meetings for specific tumour types provides a means to support consistency of public practice within a DHB and management of referrals between DHBs. 

7. Individual exceptions: as with any guidance, exceptions based on clinical grounds will arise that require case by case decisions or that can inform future iterations of this protocol. A national clinical advisory group should be available to provide timely advice on exceptional circumstances. 

8. Decisions on the location of provision of the treatment should not create breaches of any other cancer control protocols and guidelines. 

APPENDIX ONE (From: Operational Policy Framework)

4.17
Selection of service providers

(This section to be updated as Service Change project is reviewed and finalised within the Ministry)
CAB (00) M32/2A (2), CAB (01) 12/12 and Statement of Government Intentions: Community Government Relationships, CAB Min (02) 31/13, POL Min (03) 27/3, CAB Min (04) 42/5A refer

Selection of providers
4.17.1
In 2000, Cabinet agreed a set of protocols that were developed to assist DHBs in making decisions about the delivery of publicly funded health and disability support services.  The context for these protocols is the relationship between the public and private sectors – the private sector can assist the public sector to deliver care in some circumstances and it can provide products and services that complement the public health and disabilities sector.  In fact, DHBs will be heavily dependent on private providers to deliver some publicly-funded services.

4.17.2
The following protocols, which were agreed by Cabinet in 2000 and amended by the Minister in 2005, place the responsibility for making judgements about which services to purchase from private providers with DHBs and managing the associated risks.  In some circumstances however, the protocols indicate that it is appropriate that a DHB informs the Ministry, and in others, seeks the approval of the Minister before making a decision that involves the private sector.

4.17.3
The Provider Selection Protocols state that: the choice of providers / facilities for publicly-funded services should:

1. first and foremost, be the most effective option to achieve gains in health and independence for New Zealanders and close gaps within available funding

2. in respect of services for Māori, continue to build Māori capacity for providing for Māori needs and, in respect of services for Pacific people, continue to build Pacific capacity for providing for Pacific peoples’ needs

3. in respect of hospital-based services, in the event that public and private delivery options are equally effective in terms of clause a) above, then:

· for long-term delivery of services, publicly provided services are preferred

· for short-term service needs, e.g. one-off additional volumes of elective  

procedures, public and private provision are equally acceptable

4. be consistent with any specific requirements set out in other Government policies (e.g. those for Primary Health Organisations Note 1)

5. where a DHB has a significant Note 2 proposal to shift services from a public provider to a non-government provider, the shift must result in demonstrable benefits to patients that outweigh any costs (in terms of any flow-on effects such as deterioration in financial performance, reduced viability of existing DHB services or facilities, or reduced certainty of service provision in the long term)

6. where a DHB is considering shifting services to a non-DHB provider, it must actively and constructively engage with the health professionals involved in the provision of the service about the objectives the DHB is trying to achieve and whether there are other more cost effective means of achieving those objectives

7. where a DHB has a significant Note 2 proposal to shift services out of a public provider,Note 3, or to start providing services previously provided by a non-government provider, this should be included in the strategic and annual plans Note 4 for approval by Ministers

8. be listed in the DHB’s annual report Note 5
9. be required to provide the same set of information to the DHB (e.g. on numbers of patients seen, details of services provided etc) regardless of whether the provider is publicly-owned or not

10.where a DHB employee or contractor has a financial interest in a non-government provider (e.g. as an owner, director, or employee) and has influence over a decision to enter a service agreement with that provider,

· the Board must be advised of the potential conflict

· the Board (rather than a committee or individual/group acting under delegation from the Board) must explicitly approve the arrangement, together with any measures that may be required to manage the conflict

· if the arrangement is approved by the Board, details must be disclosed in the DHB’s annual report.

Notes:
Note 1   This statement updates the Protocols as agreed by Cabinet, which referred to “primary care organisations which are currently under consideration.”


Note 2   `Significant’ proposals may be significant in terms of funding (possibly over a multi-year contract), or in terms of the potential impact on the DHB provider arm and its capacity to deliver the remaining services long-term.

Note 3   Including a service run by a number of DHBs together.

Note 4   Proposals that arise during the year may be considered at the time, but must also be described in annual and strategic plans.


Note 5   Where large numbers are involved, such as in the case of GPs or pharmacies, providers could be described in a generic way rather than listing each one.

[Reference:
CAB (00) M32/2A (2) amended by Health Report 20058481 and 20061704]

4.17.4
Overall, the protocols are explicit in stating that the paramount consideration for each DHB considering the use of private providers is that the option selected be the one that most effectively achieves the goals of the public health and disabilities sector.  DHBs must therefore exercise judgement about the selection of providers, and about when to escalate the decision-making process either by informing the Ministry or seeking ministerial approval before making a decision.

Nationwide providers
4.17.5
Some privately-owned organisations delivering health and disability services have a nationwide presence and deliver services for all or most of the country alongside locally-based providers of similar services.  The Ministry manages service agreements with a number of nationwide providers on behalf of DHBs.  Each DHB may also be managing a number of service agreements directly with nationwide providers for services in addition to those purchased by the Ministry.  In some instances, as the lead DHB, one DHB may manage an agreement for services on behalf of a number of DHBs.

4.17.6
In all of these situations, DHBs and the Ministry must comply with the requirements in the Nationwide Service Framework (see section 4.25, below).  Prior to making any significant changes to service agreements with nationwide providers, a DHB must inform and discuss with the Ministry the substance of the proposal and gain its approval.  The Ministry’s interest in such proposals is to minimise any potential impact that local decisions may have on other DHBs or the health and disabilities sector as a whole.

4.17.7
In assessing whether a proposal is one that must be discussed with the Ministry, a significant change means a:

· change to the provider; or

· material change to the level, nature or volume of services provided; or

· material change to funding method or contracting arrangement.

Involvement in privately-funded service provision
4.17.8
There may also be instances where it is appropriate for DHBs to become involved in the provision of privately funded services.  This could mean allowing a private provider to run services from spare DHB facilities, or it could mean the DHB’s provider arm treating patients on a private basis.

4.17.9
For a DHB to be involved in the provision of privately funded services, Cabinet has agreed a set of protocols that are focused on benefit to public patients, transparency and managing conflicts of interest.

4.17.10
The Private Involvement Protocols Note 1 state that: Proposals for involvement in privately-funded service provision will need to be included in the DHB’s strategic and annual plans for approval by Ministers.  Use of a public provider or public facility for privately-funded services is only likely to be acceptable if all of the following conditions are met:

a) first and foremost, there is a direct benefit to publicly-funded patients or people with disabilities, ie the private involvement leads to an improvement in the clinical quality or the efficiency of a service for public patients

b) there must be spare capacity beyond that required for services to public patients, that is:

· the level of publicly-funded service already meets or exceeds any service guidelines set out in the Funding Agreement with the Minister

· the private involvement must not interfere with service provision for publicly-funded patients and must not compromise the drive to reduce waiting times for elective surgery

c) patients must be advised of publicly-funded options before choosing to pay for treatment in public facilities, and be offered the opportunity of independent vetting of any referral by a DHB specialist to themselves in a private capacity

d) if DHB staff will be directly involved in the delivery of privately-funded services (as opposed to the DHB simply making spare facilities or land available), the services must be part of the range and standard of services (clinical and non-clinical) that are publicly-funded

e) there is public disclosure of the arrangement in the DHB’s annual report

f) where a DHB employee or contractor has influence over a decision for a DHB to be involved in privately-funded care, and has a financial interest in the arrangement (including through the potential for patients to be referred to the privately-funded service from a DHB-funded service):

· the Board must be advised of the potential conflict

· the Board (rather than a committee or individual/group acting under delegation from the Board) must explicitly approve the arrangement, together with any measures that may be required to manage the conflict

· if the arrangement is approved by the Board, details must be disclosed in the DHB’s annual report.

Note:
Note1   These Protocols do not apply to:



- Services funded by the ACC and other accident insurers

- The treatment of ineligible patients from overseas who require urgent care but have     

  not come to New Zealand seeking that care.

[Reference:
CAB (00) M32/2A (2)]

4.17.11
For clarity, in respect of Protocol d), DHBs cannot branch into new service lines on a purely private basis.

Sponsorship
4.17.12
The principles that guide DHB involvement in privately-funded service provision are also relevant to the question of private involvement more generally through sponsorship.  The following additional principles also apply:

a) any sponsorship must lead to a benefit for publicly funded patients

b) there must be transparency

c) conflicts of interest should be avoided.

Furthermore, sponsorship arrangements should not be entered into where they result in:

d) directly or indirectly increasing costs for another funder, or

e) conflict with government or health policy.

4.17.13
These principles apply both when a DHB is considering providing sponsorship and when a DHB is being offered sponsorship as a means of raising funds.

4.17.14 In all cases, a judgement is required for all proposals for private sponsorship against these principles. Before committing to a sponsorship arrangement that raises any concerns, DHBs should inform and discuss with the Ministry the substance of the proposal, including how the concerns would be managed, and gain its support. Following this discussion, the proposal (or ongoing arrangement) should be set out in the DHB's DAP. If the timing of the planning cycle does not allow inclusion in the DAP, DHBs should forward details of the proposed sponsorship to the Ministry for referral to the Minister where appropriate.

