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HfL identified a number of areas where the current healthcare system
could be improved

1. Health and healthcare are not as good as they could be in London
2. As aresult, the NHS is not meeting Londoners’ expectations

3. Across London there are big inequalities in care

4. There are opportunities to explore different delivery models, i.e., the hospital is not
always the answer

5. There is a need for concentrating specialised care
6. London should be at the cutting edge of medicine

7. The existing workforce and estate are not being used effectively

8. There is an obligation to make the best use of taxpayers’ money







Proposed changes in clinical care pathways

(1) Women should be offered choice of home birth, midwife-led or obs-led care
.. | (2 Obstetrics units with at least 96 hrs/week consultant cover

‘Birth” | (3) Every obstetrics unit should have a co-located midwifery unit

0] (@) 1:1 midwife-led care should be provided in labor within existing resources
.| (5 Antenatal and some postnatal care should be provided in local dedicated hubs

.z~ - .| (6) More should be invested in proven health improvement programs

‘Staying | (7) The NHS should play a greater role in improving the health of its employees
“healthy [ (8) All health professionals should be incented to improve health at each interaction
. 7 (9) Need for more partnership working to help people stay healthy

.| @0 Integration of community and secondary care services
.~ 1 43 Pro-active primary care to reduce emergency admissions
- -++1 Q2 Develop London-wide best practice Care Pathways for different LTCs
- | @3 Routine diagnostics provided in a community setting

== | @4 Improve access through local 24/7 urgent care centers with doctors on-site
.| @5 A single point of contact (by telephone) for urgent care

| @6 Centralization and networks for Major trauma, M, and Stroke
.| @7 Dispatch and refrieval protocols for LAS need to be aligned with centralization

-.-.| @8 More specialized inpatient care should be centralized into major acute hospital
ed.| @9 Shift less complex surgery, diagnostics, and outpatients out of acute hospitals
.| @0 Better use of the day case setting for many procedures
| @9 Improve community-based services (e.g., community nursing)

People have an end-of-life care plan, including preferences on place of death
3 All organizations should meet good practice (e.g., gold standards framework)
-] @5 Greater investment to support people to die at home










Eight enablers were identified as critical to delivering HfL

1. Commissioners need to be better able to commission high-quality services based on their
population’s needs, mainly by developing strengthened commissioning structures, roles
and arrangements, with robust performance management

2. Strong individual and organisational incentives need to be developed through both the
provider and commissioner angles to ensure delivery of high-quality and efficient care

3. Better communications are needed to better engage the public and other key stakeholders

4. Clinical leadership needs to be improved, by identifying the best leaders and ensuring they
are properly developed, supported and incentivised

5. Better information and IT related to service performance and patient care will improve care
quality and efficiency

6. The workforce needs to adapt to the new delivery model by shifting to the local setting and
changing their roles, skills and contractual arrangements, and promoting greater mobility

7. London needs to manage estates better, by understanding the skills needed and partnering
with appropriate experts, and better accessing capital

8. A diverse range of potential ownership models (including those involving non-traditional
providers such as the third sector and private sector) to improve risk, innovation, flexibility
and productivity needs to be examined










|ORIGINAL HFL
...with the projected savings primarily driven by improved care out of
hospital supported by implementation of polysystems

Driver of savings

: Savings, Decomm-  Improved Shiftout Improvem’ent
Area £m issioning efficiency* ofacute  of LTC**
Inpatients 415 4 v v
Regular attenders 10 v
Outpatients 193 v
A&E 110 4 v
Community ' 330 4
Primary 415 v
Total (Em) 1,473

*Includes. re
Fi g






















There is a recognition that the context of HfL has changed over
the last 18 months

Trends and developments affecting
London

Economy - The current economic
situation will put greater pressure on
the system, and London needs to
respond

(2) NHS Next Stage Review —
Opportunity not to be missed for
commissioners, providing new levers
for change

Commissioning changes —
In London as an opportunity to address
capability and capacity issues










Declines in health care spend are typically observed

after a crisis across European countries | Negative year-on-year
% health care growth
within 2 years

Share of European countries experiencing negative year-on-year

health care growth within 2 years of negative GDP growth

Oil crisis’ Post-Soviet destabilization?
(1980-83) (1988-93)

1 Austria, Belgium, Denmark, Gemany, Iceland, Ireland, Luxemboury, Netherlands, Portugal, Spain, Sweden, Switzerdand and UK
2 Belgium, Czech Republic, Denmark, Finland, France, Germany, Greece, Hungary, Iceland, ltaly, Norway, Poland, Portugal, Spain, Sweden,
Switzerand, UK


































With the tightening economic context, there is uncertainty over future
funding, with the base case forecast at 0% real growth from 2010/11

Healthcare
Budget, £bn’
14 @ High case
e (0.75% real growth
In 2009/10 PCTs post 2010/11)
begin administering
MFF, creating steep Baseline
increase in both (0% real growth
13 Plincome and costs post 2010/11)
—  Low case

(-2.3% real growth
from 2010/11 to
2013/14; 0.5% real
growth
subsequently)?

2005/0 07/08 08/09 09/10 10/11 11/12 12/13 13/14 14/15 15/16 2016/1
6 7

1 At 2007/08 prices (inflation assumed to be 2.5% p.a.); taking latest FIMs data as base until 2010/11
~ 2Assuming 0% nomina growthin next spending review assumed from 2011/12t02013/14



















0 The HfL proposals will support lower costs of delivery and enable
capture of the savings required to affordably improve health outcomes

Cvore,proposals of HfL o A ’Sayings',‘sourc'es and'role in SUpporti'ng HfL affordably

A Operatlng efﬁmency in the acute sector Dnve productlvlty
 improvements in acute through more efficient deployment of -
staff, increased utilisation of asset base, lmpro\led purchaslng, -
ratlonallsatlon of estate and operatmg services at scale

o Improved access to urgent care -
senvces in the community to reduce
' use of A&E ' :

,Consolldated model for PfOVlSlOﬂ Of B. Operating efficiency in the non-acute sector: Dnve

primary’ and communlty care ower. . . productivity improvements through more efficient deployment of
populat|on of ~ 50K i staff, increased utilisation of asset base, improved purchasing,
B e - ‘rationalisation of estate and operatlng services at scale;

) ,,Centralrsatron of complex servrces onto |\ . eliminate unnecessary and costly senice overlaps (e g., out-of-
major acute srtes T -

hours, extended hours, urgent care, A&E)

C Shlft to lower cost. settlngs Shift senices s that can be safely
=5 o-and more cost etfectrvely provrded out: of the hospltal closer to
home o : R

‘lncreased rate of day case surgery

' Integratron of pnmary and communlty

and secondary care. " D.LTC I case management Provrde care for people outsrde of

B Shrtt of planne d care servrces out of hospltal to prevent emergency admrssrons :

- .hospltals _;; STIRIAY S ',E;._"f'Preventlon Increase communlcatlons on present and future
e -risks to promote health & well-belng e o f;,_(«_ S

- ‘lmproved management of long term
_ conditions. through-enhanced pnmary
i and communrty care servnces

F. ‘Decommlssronlng Stop paylng for Iow value added -
“ interventions (eg grommets some Jomt replacements some

o OP follow-ups)






@ Rationale for activity distribution (1/3)

~ Service lines Rationale

* Complex * Magjority of care delivered in major acute/specialist centres of excellence; where some
HRGs allocated to the service line contain a mixture of complex and non-complex
work (e.g., “Other non-viral infections), ICD10 codes were used to agree proportion of
activity in local setting

* Non complex ¢ Starting assumption is that majoiity of care should be delivered in 1ocal hospital
setting but with some cases (e.g., comorbidities, patients receiving nowel therapeutic
agents, other complicating factors) requiring major acute hospital; final distribution
reflects fact that a large proportion of the service line is chemotherapy and red blood
cell disorders for which a proportion is assumed to be able to be delivered in
polysystem

* Long-tem conditons ¢ Hospital-based planned interventions for long-term conditions assumed to require
local hospital setting except for patients with rarer chronic conditions or with
comorbidities which require major acute setting

* Under17s * Mgjoiity of care assumed to require major acute or spedalist hospital; some
opportunity to provide diagnostic procedures or minorinterventions in local setting

* Complex * Vast majority of emergency complex medidne will require major acute infrastructure;
some cases will be appropriate forlocal setting (e.g., stroke > 3 hrs since onset of
symptoms, non-complex portion of some HRGs allocated to the service line which
contain a mixture of complexand non-complex work)

* Non complex * Mgjority of care expected to be delivered at local hospital with escalation of a few
more complex cases to majoracute setting; some patients cumrently requiring hospital
admission could be dealt with in polysystems with good diagnostic and community
infmstructure

Majority of care assumed to require local hospital setting; shift to polydinic diiven by
clinical evidence where available, or expert opinions; ssme conditions or patients with
comorbidities assumed to require major acute hospital setting

¢ Long-tem conditions
























































































o For each given scenario on the extent of implementation, we are
~developing two trajectories — ‘straight-line’ and ‘front-loaded’ (faster)
Additional saving

A

Cost

Cost saving

Core target

Cost saving

e 4 different cost scenarios to calculate with model

0 Core target 2017 9 Aggressive target 2017

@ Core ‘Fast’ target 2011 @ Aggressive ‘Fast’' 2011
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Transition costs: Moving to affordability will cumulatively require £0.7-
1.3bn depending on implementation strategy (excluding capital costs)

. [ By start 2o11l12
Core scenario].-

=38 g;yystern‘com "!eted in'strai h

Total transiion (double-running¥set-up costs’) (straight)

" Total transiion (double-running/set-up costs) (front-ended)

fm! 265 poysystem completed infront-ended.
- =:Savings ony captured-iny ear after polysystem.is:buitt
500 [ 25 . By start2016[17
400 |
300 1 Total costs
200 - £1.3bn
100 (78% from efficdency
i e losses, 12% from
0 t ! ! ! ! 1 ! double munning and
09/10 10/11 1112 12113 13/14 14/15 15/16 16117 103’;"0’" set up
. costs

Aggressive scenario

£m1

300 r

250

200 |

150 | ) Total costs

100 o S £665680m

50 T (63% from effidency
i i 2 2 T g T T wews g IOS%S, 22% from
0 double mnning and
09/10 10/11 1112 12113 13/14 14/15 15/16 16117 15% from set up
costs)

1 In real tems (net of inflafon ie., excludnginflaion), 2007/8 numbers

~..2 Transitioncosts modeled based on % of coss that wil be duplicated and might need reimbursements by commissioner to compensate. For example, in acutein year polysystemis opened, 50% ofsavings are foregone
i (20% due to admin, 10% tospace and 20% toclinical staff) in Core case, faling to 25% in Aggressive case (which assumes faster transfer of staff withless double runring). See back-up for more detail.

4 3 Setup costs assumed to be £1mpolysystem Eore), falling to £500k: aﬂer 2011/12 (aggressive)

B SOURCE GLA demographi: forecast, HES data, HAS data, refi

cecosts, HIL growth assumptiors; Q research; M‘Jmlortanfl











































e Drug spend — Potential savings of £1.2-1.8b nationally through  [NATIONAL
pulling different price and volume levers
£million, 2008/09. Drugs spend

Potential savings
£b % of spend

11,800 as50 T

. — 10,000- 10,600 1.2-1.8 1015
360600 o t—— —r . _ _ 10,000-10,600 1.

Secondary | , g 170280 110210 60-160 go-110 .1 |

care 2,2002,300 0.20.3 812

Primary

care 7,8008,300 1.0-1.5 11-16

Current educe ; Reduce Increase Optimise Increase Reduce Spend in
spend in [ branded | variability generics hospital clawback whole-  drugs

drug drug price in prescri- penetra- drugs to salers’ after
- PPRS/ bing tion procure- pharmacy revenues efficiency
scheme/ practices ment pro-

(GPs) gramme














































0 Theatres: Improving utilisation across sites could release 4.5-6.5 theatre
|SANITISED EXAMPLE

equivalents
Session Theatre Cost savings
Hours equivalents® equivalents? Costs* opportunity, £m
e 6000" 1500 3.0 Pay cost per 3.6
- Late starts - session: 2402
L T 30002 750 1.5 1.8
7000 1800 35 Pay cost per 42
session: 2402
6000 1500 3.0 3.6
3000 N/A N/A Nurse pay cost 09-13
hour: 252
Anaesthetist pay
cost peroverrun

session: 1128

TBD

Total opportunity: 4.5-6.5

theatre equivalents or
£6.3-9.1m

1 Assumes start tme & knife to skin
2 Assumes start tine 5 anaesthetic conduction

3 Assumes 4 hour session length, 2 sessions_pertheatre perday, 5days per week, 50 weeks pery ear. Each theatre's capaciy is roughly 500 sessions
4 Pay costs are for anaesthetists, nurses, assistants, admin only. No surgeon costs are included No non-pay costs are included (e.g., supplies). For overruns, assumes

anaesthetists receive session compensation for overruns > 2 hours



















10% to 15% savings on external spend can be typically achieved [NATIONAL
through a comprehensive procurement project

Percent savings based on 75 projects since 1997

|
Microfilming = — = =
I -
Waste removal I i it 43
Employee food discounts]. - R a0
Filters - i |35
Elevator service 1 R Y
1
IT maintenance B |30 "
= - Weighted, -\
Printing B | |29 :

Clinical engineering

Cardiology products

Office supplies

R
- e ] e
v TS
EREEER , iy

Business forms

N
SN B Sy e i
B Wi i B L S
N i AR BN I LG I [RErE I R
b Ry it PREE e ;
i TN PRREY B NS I BRIt . B i

IT programming |22
Blood products N L e DY

Paint

| |
Plumbing s upplies =

Food services

8o

. average savings

Cleaning supplies

Office equipment

Travel R
Laboratory services r_: 17
Computer equipment B ‘,"-l15
Capital equipment : 15
Telecommunications “1]14
Consultants : 1:1

1

Facility maintenance

Postage

Medical and surgical
supplies

Miscellaneous hardware

Contract labor

Linen and laundry

Laboratory supplies
Orthopedics ) u1 ,

'——‘————————————-o--e-—

-




0 The Supply Chain Excellence Programme aimed and captured £0.5bn

savings out of £15bn spend, equivalent to 3% of the spend [NATIONAL
Initial savings New targeted Final savings
estimate - 2004 savings - 2005 achieved - 2007/08
-Contracts - - 240 407 240
Procurement!
270 326 270

Total

1 Includes expected savings from Wave 1 and Wave 2








































_A Current poor performance in patient facing time is also evidenced by
performance in access

Number of GP practices. 2007/08

403 408
8 427
| 383|383
361 A
357 354358 | ||.|I:|IF
25% of the GP practices A A2
perform 5-20% worse g || | ENN [2o8
than the median 289283 |l [I'|I- A
A A
g 2a 249 ||

8% of the GP practices perform 20%
worse or more than the median

-\ 0










A And specifically in community care, one PCT has identified a set of
"~ initiatives to increase efficiencies of service line services by clP g;E@MPLE

Share of savings
Efficiency improvement initiatives % of budget 08

Adjust skill-mix of Service line staff

. Reduce administrative time by employing more admin. staff
and intro of lean processes

Reduce management time of lower band staffs

Streamline travel routes of clinical staff

Reduce data entry team once EMIS Web is fully functional

Replace night sitting agency staff with permanent staff

Total










7g> Increasing space utilisation reduces the unit cost of attendance in
~ primary and community care

Unit cost/ attendance

£
64.0 With a base population of 60,000,
) increasing space utilisation from 50% to
80% could save 1% of total costs

63.5
63.0
62.5
Space
62.0 utilisation rate
61.5 750%
S~ ~ 60%
61.0 70%
\80%
60.5 |
60.0 1 1 1 1 1 J
40 50 60 70 80 90 100

Population served
‘000































London commissioner expenditure from 2007/8 to 2016/17 including
inflation, activity growth and HfL implementation

Total 2016/17
Total 2016/17 expenditure from
Total 2016/17 expenditure activity
Impact of expenditure Impactfrom from inaemental Impact from growth,increment 2016/17 2016117
2007/08 activity growth from adivity incremental inflation and tariff al inflation and  Radical HfL Moderate HfL
Expenditure  only growth only costinflation  activity growth changes tariff reduction  expenditure axp en diture
Acute 51 (Y4 63 09 7.4 =21 53 34 4.1
Primaty.care 2.2 1.2 34 0.5 3.9 80 .38 2L 31
Community 10 04 14 0.2 17 N 80 ... A 07 0.9
Other Non-acuts (acute
shifted to polysystem), 0,0 0.0 090 0.9 0.0 020 0,0 07 05
Montal Health 1.6 04 2.0 0.3 .23 04 1.9 1.9 1.9
Learnina disabifties 03 0.1 04 0.1 Q.5 00 1 ... 05 0.5 0.5
Prescibihg 0.0 00 00 0.9 90 0.0 0.0 0.0 0.0
Pharmacy 0.0 00 00 090 Q.1 00 0.1 01 0.1
Dental 04 0.1 05 0.1 Q5 00 05 0.5 05
Ontical 0.1 0.0 01 09 Q1 00 i ... 0.1 01 a1
Tertlary and specialist
commissiontng ____ __ 0.0 090 00 0.0 Q.1 090 0.1 0.1 a1
Adjustment ASF vs RRL. and
MFF change 05/10 1 0.2 1 0.0 1 02 1 1.2 1.4 0.0 14 14 1 1.4
Total 11.5 3.0 14.5 3.2 17.8 -24 153 12.0 13.8
Activity Growth

Overall activity acute and non-acute: 1.4% (low), 4% (Base), 5.5% (high) CAGR
Acute: 0.9% CAGR
Non-Acute: 49% CAGR

Cost inflation
1.45% CAGR cost inflation assumed from 2007/8 to 2016/17 across all services and average of 3.65% CAGR effidency requirement assumed
from 2007/8 to 2016/17 in acute (2.4% 2008/09, 3% 200910, 3.5% 2010/11, 4% 2011/12 year-on-yearto 2016/17)
Average of 3.65% CAGR effidency requirement assumed from 2007/8 to 2016/17 in acute (2.4% 2008/09, 3% 2009/10, 3.5% 2010111, 4%
201112 year-on-year to 2016/17)

Forecasting
Mental health and Other costs are not modeled with detailed growth assumptions.

Mental health is scaled according to overall increase in acute and non-acute expenditure and is subjed to efficiency requirementsof reduced "

tariff, Other costs are scaled to overall increase in acute and non-acute expenditure but not subject o efficiency requirements of reduced tariff










