TREATMENT

How much does it cost per client to prescribe methadone, run a needle
exchange or operate a counselling service. Don’t know? Well, it’s time to
get the calculator out because unit costing is coming to a budget near you.

By Harry Shapiro

A price on

their

ET’s say somebody gives you £100 for a meal
L out. You go to a restaurant. There is no menu,

no prices. All you can say is ‘Can I have some
food please?’ It arrives. It’s not bad. At the end, there
is no bill. You just hand over £100 and leave. You
have no idea if the meal was value for money, or if
you could have got a better deal somewhere else. But
it was OK, so next week you ask your kind benefactor
for another wodge of cash, go back and do the same
thing all over again. Welcome to the world of NHS
drug service purchasing.

An exaggeration? Maybe. But according to Mike
Trace, director of Rapt, not by much. “My guess is
that there are many NHS providers out there who
know they are expensive and inefficient, know they
make big surpluses on their drug treatment contracts
and want to avoid scrutiny for as long as possible.
Commissioners and the NTA should ensure that they
don't get away with it.”

The issue of how NHS drug services are
commissioned and purchased has long been a source
of irritation to voluntary sector providers. Some who
spoke to Druglink questioned the competency of
DATs to commission NHS services — they suggest
DATs may simply not be good enough at turning the
stones. It is always easier not to ask the difficult
questions. And the relationship between the PCT
commissioner and the PCT provider could be too
close. The PCT provider might say, ‘1 am part of the
NHS so working out unit costs is very complicated’.
The PCT budget-holder responds, ‘ I understand your
difficulties, [ won’t press you on it. And I don’t really
want to know the nasty truth anyway because I
might have to re-tender’.

STOP THE ROT
But if the NTA has anything to do with it, they won’t
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heads

be ‘getting away with it’ for much longer. Enter unit
costing — an accounting device which is supposed to
create a transparent and line-by-line break-down of
exactly how much it costs to provide the whole range
of treatments and modalities — everything from
needle exchange to residential services. Most of the
NHS has been subjected to this kind of scrutiny for
the past few years, but now it is coming to drug
treatment services. The south-east region of the NTA
has been piloting a unit costing tool in its area and is
due to report in November. Some feel the process is
being rushed through without enough consultation.
So why the urgency?

Back to our restaurant analogy. The Treasury is
the kind benefactor handing out cash without asking
for much feedback. There are headline successes to
point to in the ‘bangs for bucks’ debate — reduced
waiting times, more people entering and staying in
treatment, increased workforce and a reduction in
acquisitive crime which might be attributable to the
effort being put into treatment.

But the political and financial landscape is
changing. More information is now needed as to
what the money is actually being spent on, while
drug services will have to provide quality services
without the uplift in funding enjoyed in recent years.
There is also concern within the NTA that under the
mantra of ‘mainstreaming’, a beleagured NHS will be
tempted to disinvest in services, so we need to have a
much clearer idea of what treatment costs in order to
track the money. As Paul Hayes said in June, with
one eye on the Comprehensive Spending Review
negotiations next vear: “It is likely that from 2007/08
partnerships will receive allocations based on an
agreed understanding of what it should cost their
providers to deliver a high quality effective, efficient
drug treatment service. Partnerships therefore need




to use 2006/7 to review their current cost structures
to ensure the continuity of delivery into 2007/8.”

If this is primarily a tool to hold the NHS to
account, where does the voluntary sector fit into all
this? Hugo Luck, the NTA lead on the pilot, admits
that he cannot force the voluntary sector to the table.
But the reality is that if they don’t play ball with unit
costing, then the ball will be taken away.

TRANSPARENT

In truth, it should be less complicated for voluntary
service providers to fill in the forms because they
have been held to far more rigorous financial
accounting than has ever been imposed on the NHS.
As Steve Rossell of Cranstoun says: "We have to
provide accounting and reporting on activities
whether or not there is a contract in place, which the
NHS, more often than not, do not. We are totally
transparent — they [commissioning and purchasing
authorities] have our management accounts, tender
price, contract budgets, everything. In fact, the
voluntary sector providers have also been offering
support on cost benefit analysis and unit costing for
years and the offers have never been taken up
centrally. But apparently that’s none of our business
because we just provide the services.”

In line with most voluntary sector providers,
Rossell has no inherent problem with the idea of unit
costing, but he feels the tool currently being piloted
is “incredibly crude”. He goes on to explain: “There is
some confusion in the categories — between

many NHS
providers out
there who
know they
are expensive

inefficient’

modalities and interventions and duplication of
interventions. You'll also have a different set of
figures between voluntary and statutory providers.
For example, there is much less transparency in the
NHS about management costs and overheads. In my
view you are not comparing apples with apples or
even fruit. In terms of accounting they are totally
different commodities. Services have different ideas
of what the same intervention might amount to.
For example a brief intervention could be anything
from a really quick couple of minutes with an
outreach worker to a more traditional sit down for
up to an hour.”

QUALITY
Whatever the complexities of arriving at a range of
costs for each type of intervention, surely unit costing
ultimately takes the sting out of competitive
tendering? If prospective providers are all coming in
at around the same price for the same service in the
same type of geographical region, does this not
switch the emphasis from price to quality? Steve
Rossell would like to think so — but remains sceptical.
“I would have more faith in this being a process to
get best value and good quality services if there were
published definitions of best value, value for money
or notions of quality. There aren't. There are not
many purchasers or commissioners who, when asked
what definition of value for money or best value they
are applying in a tendering process, come back with
a definition or the criteria used to assess quality or
value for money. Without this, I fail to see how you
can apply a notion of quality to a selection process.
There is an inherent cynicism in my position
because I don't see the quality issue being that high
on people's agenda. Price however, is, every single
time.”

But the message coming from the NTA is that
‘if we don’t do it, the Treasury will do it for us’ and
the concern is that the instrument to dice and slice
drug treatment services in those circumstances will
make any current unit costing tool look like a finely-
honed blade. ®

druglink September/October 2006 19




