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Introduction

1. This document describes the analytical work undertaken to underpin the Healthcare for
London proposals. It includes an assessment of the likely future health needs of the population,
and of future health activity across London. It describes and explains assumptions made about
where care can be delivered in a future model of care delivery — for example at home, in a
polyclinic, local hospital, elective centre or major acute hospital/specialist hospital — based on
the findings of the clinical working groups and a review of the medical literature. It sets out
assumptions made for the costs of delivery of care in future models, and the overall
affordability to the healthcare system. Finally, a high level assessment of future capacity
requirements is made, reconciled against current capacity in the system.

2. This analysis is not intended to be used as a planning tool within local NHS organisations — it
has been developed to assess the overall feasibility (in terms of capacity and cost) of providing
the models of care proposed in the Framework for Action. Any local plans will need to take
into account local health needs and local circumstances influencing the delivery of care. Local
organisations will need to involve clinicians in making their own assumptions about what care
could best be provided in what settings. That said, the assumptions within this analysis can be
used as a baseline to inform and challenge initial discussions at a local level.

3. The document is structured to describe each step undertaken in the analytical work.
These include:
A. Overview of current healthcare activity across London

B. Projection of future activity across London, based on demographics, prevalence rates for
common conditions and activity growth over and above demographics and prevalence

C. Assumptions about where different types of activity will be provided based on
recommended models of care within the Framework for Action

D. Estimation of the costs of delivering healthcare in different settings, reconciled against
expected funding available for healthcare services in London

E. Estimation of future capacity requirements (using beds as a proxy measure) for hospitals
across London, based on assumptions about future length of stay

F. Sensitivity analysis to highlight areas where the assumptions may have under or over-
estimated activity, costs and capacity requirements

4. It should be noted that mental health activity was not included in this piece of work and will
be reviewed in a separate detailed piece of work.
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Summary of key findings

5. Primary Care Trusts (PCTs) across London currently spend £10.1 billion on healthcare services
for their populations — currently 7.5 million people.

6. In 2005/06 healthcare providers in London provided almost two million inpatient spells and
care for day attenders, 8.2 million outpatient appointments, 3.8 million A&E attendances, 27.8
million primary care consultations and an estimated 8.1 million community care consultations.

7. Three scenarios have been developed for future healthcare activity. All three scenarios take
into account the impact of projected demographic changes based on age-related consultation
rates; and projected changes in the prevalence of long-term conditions. Additional growth has
been factored in to take into account technological advances, and increasing consumer
expectations.

8. The “low growth” scenario factors in an additional one per cent growth per annum in
inpatient medical spells, A&E attendances and primary care consultations.

9. The “baseline” scenario assumes additional growth based on historical patterns. Over the
last four years, inpatient medical activity has grown at 2.7 per cent per annum over and above
that which would be expected from demographic changes alone. Inpatient surgical activity has
grown at 0.5 per cent per annum, obstetrics at 1.5 per cent, outpatient attendances at 0.1 per
cent, A&E at 8 per cent and primary care at 4.3 per cent. In the baseline scenario a growth rate
of 4 per cent per annum has been used for A&E in recognition of particular changes which
have influenced A&E attendances over the last few years.

10. The "high growth” scenario builds on the baseline scenario and factors in an additional
one per cent per annum growth in inpatient medicine activity, an additional two per cent per
annum growth in outpatient attendances and an additional one per cent growth in community
contacts and primary care consultations.

11. In the baseline scenario, these projections result in a total growth, over the next ten years, of
46.7 per cent in inpatient medicine, 16 per cent in inpatient surgery, 10.8 per cent in outpatient
consultations, 66.6 per cent in A&E attendances, 51.7 per cent in community care contacts and
73.8 per cent in primary care consultations. This translates into a growth in primary care
consultations from just under four per head of population currently to between six per head and
nearly seven per head by 2016/17.

12. Based on the recommendations of the clinical working groups, and proposed future
healthcare models, it is estimated that around 41 per cent of future inpatient activity will take
place at major acute hospitals, 20 per cent in elective centres, and 29 per cent in local hospitals,
with 9 per cent of what would otherwise have been admissions managed at home or prevented
through improved care of patients in polyclinics, and 2 per cent no longer commissioned, due to
evidence suggesting lack of clinical benefit. 50 per cent of A&E activity, 40 per cent of
outpatient consultations and 70 per cent of primary care consultations will take place in
polyclinics.

13. Resource allocations to PCTs across London are projected to grow from £10.1 to £13.1
billion by 2016/17.

14. The cost of providing care within current models of provision is expected to grow to
between £11.6 and £15.9 billion depending on growth in activity. Under the proposed future
model of care, the cost of providing care is estimated to be between £10.5 and £14.3 billion
depending on growth in activity. The difference is due to reduced spend on ineffective care,
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reduced spend on inpatient care, replacing it with more care delivered outside of hospital, and
more efficient models of care for out-of-hospital provision.

15. Under the baseline scenario for growth in healthcare activity, the proposed models of care
will see a 7.2 per cent reduction in inpatient spend, compared to projected spend under current
models of care.

16. Under the baseline scenario for growth in healthcare activity, hospitals across London are
expected to need around 17,800 beds. There are currently approximately 18,850 beds in acute
and specialist NHS Trusts in London, though this figure will be validated through a more detailed
review of NHS estate in London.
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12. The current healthcare activity in London is summarised in the table below.

Table 1: Current healthcare activity provided across London

Type of activity Volumes in Data sources, assumptions made
2005/06 (000s)

Hospital admissions

e Inpatient spells 1,821 Based on Hospital Episode Statistics (HES),
e Regular attenders 186  Department of Health, 2005/06.
Outpatient appointments 8,255  Hospital Activity Statistics (HAS),

Department of Health, 2005/06

Includes first and follow-up appointments

A&E attendances 3,849  Hospital Activity Statistics (HAS),
Department of Health, 2005/06
Primary care consultations 27,836  Q research, 2005/06'
Community care 2,088 — 8,147 Extrapolated from data collated in Brent and
consultations/contacts Croydon PCTs — upper figure used for analysis.

13. Based on a population of 7.5 million people in London, this means there are just under four
primary care consultations, one community care contact, one outpatient consultation and 0.3
inpatient admissions per person per year.

14. For this analysis, activity provided by London NHS providers was used to estimate future activity.
In contrast, money spent on healthcare services by PCTs across London was used to estimate
current and future spend across London. This approach was taken as it was the most practical way
to get both a full picture of London provider activity, and an assessment of the current and future
spend of healthcare activity. It was felt to be a sufficiently robust approach as currently 87 per cent
of activity in London providers is commissioned from London PCTs, with the remainder coming
from PCTs outside of London. In parallel, 97 per cent of London PCT-commissioned activity is
provided by London providers. The volumes, and associated revenue, for activity commissioned
from outside of London by London PCTs is likely to be lower then the volumes of activity, and
associated revenue, for work flowing into London from non-London PCTs. For the purpose of this
high-level, long-term modelling, this has been discounted. On this dimension of the model
therefore there may be a marginal overstatement of the cost of future activity to London PCTs.

15. Activity has been broken down into age bands to allow future activity projections to be based
on age-specific growth rates and age-specific prevalence rates for common long-term conditions.
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16. Use of healthcare services varies considerably by age group. The highest use of healthcare
activity is in older people as shown below.

Usage of different service lines varies by age group, with

generally higher rates for the older populations
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B. Future healthcare activity

17. In order to estimate future healthcare activity, three factors were considered. These were:

e demographic changes — expected change in the population by age band by 2016/17

e prevalence of common conditions — expected changes in the prevalence of long-term
conditions by 2016/17

e “historical growth”— expected growth in activity over and above demographic changes and
prevalence growth in common conditions

Demographic changes

18. The overall population of London is expected to grow by 0.8 per cent each year — from
7.5 million people in 2005 to 8.2 million people in 2016. These projections are taken from the
Greater London Authority (GLA) forecasts — GLA Round Population Projections?.

19. The pattern of growth varies by age band — the largest growth is in the 40 — 64 age band
with 1.7 per cent growth?® each year. The lowest expected growth is in the 15 — 39 age band
with just 0.3 per cent growth each year, though this group still makes up the largest single age
band.

Changing population of London, 2005 to 2016

Age profile of population
CAGR"
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2 GLA long-term strategic projections (2016, 2025) have been used for a number of pieces of work including the
GLA London plan and Review of the London plan. For this purpose, data from the Review of the London plan
(high) projection was used on advice from the GLA demographics team. The GLA population projections
incorporate ethnic group projections for London which were used to inform the prevalence modelling, as well as
sub-regional (ie borough) estimates which were aggregated to give a London position.

3 Growth rates are compound annual growth rates (CAGR)
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20. These rates of growth across London hide significant variations within London — growth is
expected to be higher in some parts of London (eg in the Thames Gateway) than in other parts
(eg Richmond & Twickenham).

Growth in population to 2020 will be mainly concentrated

in Thames Gateway
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21. The impact of the growth in the population and changes in the age-profile of the
population is shown below.

Based on demographic changes, different types of
healthcare activity will grow at different rates
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22. The diagram above shows that some types of healthcare activity are expected to grow more
than others. This is due to different rates of growth in different age groups. For example, the
40-64 age band accounts for more than one third of surgical admissions, and, as this is the
fastest growing age band over the next ten years, there is relatively high growth in surgery over
the next ten years. In contrast, just 15 per cent of community care is for the fast-growing 40-64
age group — with community care dominated by the 0-14 age band (41 per cent) and the over-
65 age band (23 per cent). Both these groups grow at a relatively slower rate over the next ten
years and so there is relatively low growth in community care.

Prevalence of common conditions

23. Work undertaken by NHS London public health staff and the London Health Observatory
has estimated likely future prevalence of common conditions. Estimates of expected prevalence
were calculated for four long-term conditions: chronic obstructive pulmonary disease (COPD),
coronary heart disease, diabetes and hypertension. These conditions were chosen as they are
the most common iong-term conditions. Prevaience estimates were required as currentiy only
detected prevalence of disease are available from disease registers from the Quality and
Outcomes Framework (QOF), and these are known to be incomplete. Prevalence by age, sex
and ethnicity are not routinely collated from disease registers.

24. Estimates were made by utilising existing models published by the Association of Public
Health Observatories* and modified using London-specific demographic projections. The models
are all based on estimates of prevalence by a number of risk factors, which are then applied to
the distribution of the same risk factors in the local population, thereby providing an estimate
of the number of prevalent cases. All estimates were calculated for individual boroughs and
aggregated to provide an overall London estimate.

Table 2: Risk factors used in prevalence models

Population Ethnicity Deprivation  Smoking Obesity
structure (grouped by  (borough status (national
(age, sex, age, sex and level) (grouped by  trends from
time) time) age, sex) HSE)

CHD v v

COPD v v v v

Diabetes Type 1 v

Diabetes Type 2 v v v v

Hypertension 4 v

25. It should be acknowledged the models were primarily designed to assist with case-finding
rather than future projections and only two, COPD and diabetes, incorporate lifestyle factors
(smoking and obesity) where trends in changes in risk factors could potentially be modelled.

26. Analysis carried out nationally to estimate the future burden of cancer® indicated that
predicted increases are mainly due to the demographic effects of population growth and
ageing. It is reasonable to assume this will apply in London. Decreasing incidence rates were
predicted for some cancers, for example stomach, colon, lung and cervix, and increasing rates
in others, for example oral and pharyngeal cancer, melanoma, testis cancer and non —Hodgkin'’s
lymphomas. The overall cancer profile was not predicted to change significantly.
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27. The prevalence of diabetes is expected to increase from a rate of 4.5 per 1,000 population
to 5.7 per 1,000 population by 2016. This is driven by expected levels of obesity and the
growth in the Asian population which has a particular predisposition to diabetes.

28. Obesity rates in London are lower than average for England, and are not expected to rise
by as much® though rates for children aged 2-15 years in London are, at 20 per cent, the
highest of any strategic health authority in England.

29. These high-level figures for obesity prevalence mask variation within London so future
analysis of prevalence and resulting healthcare activity will need to be carried out at a local level
to understand better the likely impact of obesity rates on health status locally.

30. The prevalence of heart disease across London is expected to fall over the next ten years
largely due to falling rates of smoking. Trends from the Health Survey for England suggest
smoking prevalence in London is falling faster than that for England overall, and this trend will
receive an additional boost as the ban on smoking in public places begins to have impact. It is
anticipated this could result in a 1.7 per cent reduction in smoking rates in the first year of the
smoking ban.

6 Forecasting obesity to 2010, National Census. Accessed from
http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsStatistics/PublicationsStatisticsArticle/fs/en
?CONTENT_ID=4138630&chk=XVZ2/60
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31. Rates of COPD are expected to stay relatively stable, again due to falling rates of smoking
in younger people.

32. These changes can be seen in the diagram below.

Numbers suffering from long-term conditions
will rise in the next ten years

I 2006 NHS London model |1 2006 QOF reported [} 2016 NHS London model

Prevalence rate % Numbers 000’s

1,727 1,877

Diabetes  Hypertension CHD COPD Diabetes Hypertension CHD COPD

* Estimates of current prevalence are higher than the detected prevalence in the disease registers kept by GP practices
as part of the Quality and Outcomes Framework, as we know that many people remain undiagnosed

Sources: NHS London Public Health/LHO, QOF, team analysis

33. The prevalence of these conditions affects healthcare activity. The table below shows the
assumptions made in analysing the impact of prevalence rates for diabetes on hospital-based
activity. Similar work was done to analyse the impact of prevalence rates for hypertension, CHD
and COPD. The impact of changing prevalence rates of diabetes on out-of-hospital care was not
quantified — there was no available information about what volumes of primary and community
care services are due to specific long-term conditions. Rather, growth rates over and above
demographic change (see below) were added to take into account additional activity due to
long-term conditions such as diabetes.

Table 3: Impact of changes in diabetes prevalence on hospital activity
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* Includes relevant HRGs’ for kidney transplant, renal replacement, foot procedures for diabetes,
peripheral vascular disease. These conditions are assumed to be 50 per cent dependent on diabetes
prevalence and so the impact on growth rates of prevalence change are adjusted to 50 per cent.

** |Includes relevant HRGs for acute and chronic renal failure, endovascular procedures and
amputations. These conditions are assumed to be 25 per cent dependent on diabetes prevalence
and so the impact on growth rates of prevalence changes are adjusted to 25 per cent.

Activity growth over and above demographic and prevalence changes

34. There are a number of other factors which can influence healthcare activity, over and above
changes in the population or the prevalence of common conditions. These include:

e increasing expectations and demand for healthcare services

® improving access to care

e changes in healthcare technology

e medical practice

e changes in disease profile over and above those seen in conditions outlined above

e government policy eg waiting list targets

35. The remit of this study did not permit a detailed evaluation of the potential impact of each

of these, so rather historical growth rates were examined to provide an indication of the
possible scale of change over and above demographics and prevalence rate changes.

36. Over the last five years, activity has grown by between 0.7 per cent (outpatients) and 8.6
per cent (A&E) per annum. Of this growth, about 0.5 — 0.7 per cent per annum growth is
accounted for by demographic changes®. This leaves a residual activity growth of between 0.1
and 8.0 per cent per annum as shown in the diagram below.

Recent growth in activity has been significantly 5~

B re=ans o

higher than demographic growth B Pt e
Cbeived Sompound Snnust Compone dus 15 | Bsasal gromtn

Hoaphal scivRy Irn—lh D00 Lo DL | | demagraphica [CADRY) (CAORY

[re— 11% 0.5% 17T%

Surgery 1.1% [ 5%

Ceaistrics 1% LA ;5

s s A, Pk A,

Adleralarco,

consukations. stc

Rt ll'u-r\-d.lnn:ﬂ! A [ WA

(afpartenty 0. 7% A%

ALE % 0% B 0%

Commurity Ces 8% |3 %

Primany cans 1% 0.7% 40%

T ! L _—
e R L e T R L e g Al I L B e T ] SRLT]
T

[ S IS e G0 D] SAGE o et e el 0 1 e pre s P 1y S S0 e e 5 O

g M s D T S N b2 ey 1D Pgesiee b L TR e T S P e e U

7 Healthcare Resource Groups — groupings of different healthcare procedures which are used to underpin the tariff
payments used to reimburse hospitals for healthcare activity

8 Data was not available about changes in prevalence rates so this could not be taken into account in looking at
historical growth
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37. From this analysis, three future scenarios for activity growth over and above demographics
and prevalence changes have been developed. The three scenarios are set out below — all
growth rates are compound annual growth rates (CAGR), over and above demographic
growth and prevalence changes.

Table 4: Historical and projected growth over demographic and prevalence changes
(compound annual growth rates — CAGR - %)

Historical Low growth Baseline High growth

growth (%) scenario (%) scenario (%) scenario (%)
Medicine* 2.7 1.0 2.7 3.7
Surgery* 0.5 0.0 0.5 0.5
Obstetrics 1.5 0.0 1.5 1.5
Paediatrics* 0.1 0.0 0.0 0.0
Regular attenders 0.0 0.0 0.0
Outpatients 0.1 0.0 0.1 2.1
A&E 8.0 1.0 4.0 5.0
Community care 3.2 0.0 3.2 4.2
Primary care 4.3 1.0 4.3 5.3

* Inpatient spells, including day cases
38. The rationale for growing medicine at a higher rate than surgery is based on two assertions:

e first that there has been a disproportionate growth in surgical activity over the last five years
due to waiting list targets and initiatives. While high growth may continue in the shorter term
in order to meet the government’s 18-week target in 2008,° it is unlikely to continue at a
similar rate after 2008/09.

e second, there has been a shift in healthcare interventions away from surgical procedures and
towards medical procedures. Examples of this include the management of heart disease
through angioplasty (whereby a tube is inserted into the coronary arteries to remove fatty
build-ups) rather than through open heart surgery, the management of renal stones through
lithotripsy rather than through renal surgery, and the management of various abdominal
conditions through scoping (whereby a fibre-optic tube is used to visualise and treat
conditions) rather than surgery. This shift is likely to continue as imaging and scoping
technology, in particular, continue to evolve.

39. The rationale for growing A&E at a lower rate than historical trends is based on an
assertion that A&E growth has been strongly influenced by a combination of the four-hour A&E
target (making A&E a more attractive option for patients), and removal of out-of-hours care
from GP contracts (making it harder for patients to rapidly access their GP out of working
hours)." These factors will persist for the foreseeable future under current models of care, but
the year-on-year growth may not be as high going forward. We have, therefore, assumed a
lower annual growth rate over and above demographic change and prevalence changes.
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* Inpatient admissions, including day cases

41. Applying these figures to 2005/06 London activity, assuming current models of care
provision, would give the following levels of activity for 2016/17.

*

Inpatient admissions, including day cases

** Data for London extrapolated from data from Brent and Croydon PCTs which showed a
broad range of activity — the higher level of current activity has been used in modelling
future activity.
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This is illustrated in the diagram below.

Current and future activity, 2005 to 2016, under current
models of care (spells/attendances, 000s)

88,600
78,900 Community care
contacts*
50,000
53,685
Primary care
48,377 consultations
34,065
27,836
Outpatient
consultations
3,849 4,657 7,118 A&E attendances
2,007 2,280 2,507 2,602 Inpatient activity (spells
and regular attenders)
2005 2016 2016 2016
low baseline high
growth growth growth

* No robust data source exists for community care contacts. Extrapolation from 2 PCTs suggests a
range of 2,100 to 8,150 for whole of London. Upper figure of 8,150 used for analysis.
Sources: NHS London admitted patient data; HAS 2005/6; Q Research; GLA population projections
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C. Location of care delivery

Approach taken

42. In order to quantify likely future activity under the new models of care proposed within the
Framework for London assumptions were made about how much activity might be delivered by
what sorts of organisation. The Framework for Action has identified the need for six different
types of healthcare organisation: home, polyclinic, local hospital, elective centre, major acute
hospital and specialist hospital.

43. For the purposes of the analysis, specialist hospitals and major acute hospitals have been
considered together — the rationale being that both would provide more complex specialist care.

44. In order to make assumptions about activity that is currently hospital-based, a review of
Healthcare Resource Groups (HRGs) was undertaken. This was a three step process.

45. First, all HRGs were allocated to groups known as “service lines” in order to make
assumptions about future location of care on a more detailed basis than simply looking at
hospital-based activity as a whole. HRGs were grouped together on the basis of their
complexity and the likely level of care required. The service lines and current volumes of care
are shown below.

Current healthcare activity by service line, 2005/06
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46. Second, for each service line the top twenty HRGs by volume were reviewed. For each of
these, an assumption was made about what proportion of the current activity would be
provided where. This detailed analysis is shown in Appendix 2. These assumptions were based
on

* a review of the evidence-base as described in the Framework for Action report in particular
the rationale for centralisation and decentralisation of care

e recommendations of the clinical working groups

e the clinical experience of the analytical working group (see Appendix 1)

e interviews with a number of lead clinicians across London (see Appendix 1)

e review of international models of care, including the Polikum model of out-of-hospital care
and the Kaiser system in North America (both described in the Framework for Action)

47. Third, an assumption about future location of care was made for the remainder of activity
in each service line.

48. Throughout these assumptions, a set of “guiding principles” were used. These were:

e allocate to polyclinic setting when either the treatment can safely and more conveniently be
provided in this setting, or when it would result in improved management of conditions (eg,
replacing hospital admissions with pre-emptive outpatient care)

e allocate to local hospital or elective centre when polyclinic setting not viable or overnight stay
is required, and specialist care is not necessary

e allocate to specialist/major acute when clinical evidence-base suggests improved safety would
result from consolidation of services

e assume procedures will be ‘not done” where recent research indicates a potential reduction in
procedures carried out due to a lack of evidence as to their effectiveness.

49. It should be noted that this analysis was not done on the basis of stipulating which HRGs
should be provided in which setting, but rather was an estimate of how much activity might be
provided by setting, assuming that commissioners increasingly stipulate the criteria required in
order to ensure high-quality care, resulting in the centralisation of some services and the
decentralisation of others — as described in the clinical working group reports.

11 London Health Observatory “Save to Invest”. 15 February 2007.
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50. Some examples of the rationale behind the assumptions about where activity might take
place are shown in the diagram below, with an explanation below the diagram.

Examples of allocating activity to different types of
provider*®
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51. For stroke care, it is assumed that patients presenting within three hours of onset of
symptoms go to a major acute hospital for CT scan and treatment during the acute phase. It is
assumed all other patients go to a local hospital. The London Ambulance Service has estimated
that about 50 per cent of patients will be suitable for rapid CT scan.™

52. For diabetes care, it is assumed that some spells will be replaced by outpatient
appointments in polyclinics — based on the recommendations of the clinical working group.
Tables six and eight show that it has been assumed that four half hour consultations (or the
equivalent) will be required on average to reduce hospital admissions by 20 per cent. For mild
acute cases, these admissions could be to local hospitals but most cases will require critical care
and will go to a major acute hospital.

53. For some intermediate ear and throat procedures, recommendations from the London
Health Observatory' suggest that some procedures are not clinically indicated and demand for
these can be managed. The majority of the remainder should occur in elective centres except
for some (eqg, repair of cleft palate), which will occur in major acute hospitals where there is a
critical mass of expertise and volume.

54. Finally, for major abdominal procedures, these require the skills of specialists in major acute
hospitals or specialist hospitals where there is a critical mass of expertise and volume.

55. The rationale for other service lines is given in Appendix 3.

12 Discussion with Dr Anthony Rudd, stroke lead for London
13 London Health Observatory “Save to Invest”. 15 February 2007.
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56. The table below shows the resulting assumptions made about future locations of care.

Table 7: Activity estimated to be provided at different types of organisation

* Long-term condition eg diabetes

** assumes 30% takes place in GP practices outside of, but linked into, polyclinics
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57. This analysis shows a shift in activity from inpatient-based care to an out-of-hospital-based
setting, though the absolute amount of inpatient activity taking place in hospitals remains

similar to today even in the low growth scenario due to overall population growth, prevalence
changes and increases in demand over and above population growth and prevalence changes.

58. The breakdown of different types of care between different sorts of healthcare organisation
is shown below in table 8 for the baseline (most likely) scenario for growth in healthcare
activity. Applying the percentages shown in table 7 to the projected activity shown in table 6
gives the numbers in table 8. The equivalent numbers for the other two growth scenarios are
shown in Appendix 4.

59. The diagram below summarises the volumes of activity at future locations of care within the
baseline scenario. In this analysis, additional outpatient consultations are added to allow
improved management of patients with long-term conditions in order to prevent admissions to
hospital. This is discussed in more detail below.

Future locations of care — baseline scenario
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Table 8: Volumes of care (spells, attendances, consultation) by different organisation,
baseline growth, 000s

* with an additional 14,513 (30 per cent of total) provided in GP practices outside of, but
linked to, polyclinics. A total of 48 million primary care consultations (~six per person per
year).
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D. Financial analysis

60. The financial analysis seeks to understand what the likely impact of moving to new models
of care will be on the cost of healthcare provision across London.

61. A commissioner perspective has been taken, in line with current healthcare financial flows.
Assumptions have been made about the likely future resource allocation to PCTs across London,
and assumptions made about the costs (to the PCT) of commissioning care as described in the
Framework for Action.

62. All the financial modelling work has been done at 2005/06 prices.

63. The 2005/06 budget for healthcare spend across London PCTs is assumed to be £10.1bn
(taken from initial resource baseline plus non-recurrent allocation for 2006/07). The breakdown
of spend is shown below.

Spend on healthcare in London, 2005/06

Total spand on purchasing heallhcans® across 31 Prmany Cane Trust in London, Ebn
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Future resource allocations

64. In terms of the expected level of resources into London PCTs, the following assumptions
have been made:

e 3.5 per cent reduction from baseline to bring London to target allocations (based on a per capita
calculation)

e 2005/06 to 2007/08 annual growth of 7.5 per cent in line with Department of Health
publications — this will bring total healthcare funding to 9.5 per cent of GDP™

® 2007/08 to 2010/11 budget expected to track nominal GDP growth at 4.5 per cent to
maintain spend as a proportion of GDP

14 Includes public and private healthcare spend. Assumes 2007/08 funding for NHS England is £92bn, scaled pro-
rata to UK and with addition of private healthcare (13 per cent of total) to give a total spend of £131bn for UK.
Treasury forecast for UK money GDP 2007/08 is £1,378bn
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® 2010/11 to 2016/17 growth exceeds GDP growth by 0.25 per cent due to pressures from
increased patient expectations

e monetary inflation is assumed to be 2.5 per cent per annum

e using these assumptions, the net compound annual growth 2005/06 to 2016/17, including
the reduction to match “target” allocation for London is 4.9 per cent nominal growth per
annum, 2.4 per cent real.

65. These assumptions result in the total resources allocated to PCTs across London rising from
the current £10.1bn for 2005/06 to £13.1bn for 2016/17 — see diagram below.
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Costs of providing care

66. In order to calculate expected future spend on healthcare across London, current spend and
future spend by service line, under current and future models of care, was estimated. It has
been assumed that all activity provided by a specialist, major acute or local hospital or at an
elective centre will be paid for at tariff and/or current reference costs.

67. The current tariff for 2005/06 has been used wherever possible. Elsewhere, tariff costs have
been derived from 2006/07 tariff or calculated as a weighted average for London provider
reference costs. Tariff has been assumed to remain at constant real price.

68. For work carried out in a polyclinic, the cost has been calculated using a bottom-up costing
analysis as described in the next few pages.

69. Throughout this analysis monetary inflation is assumed to be 2.5 per cent per annum.
Hence, any cost inflation above this level will need to be accomodated by efficiency
improvements.

70. The table below shows the estimate of current and future unit cost and current and future
total spend under the baseline scenario for growth in healthcare activity. Note that in
calculating the future unit costs for hospital based work, the costs for critical care have been
applied to work carried out at a major acute hospital but not at an elective centre or a local
hospital.
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Table 9: Projected unit cost and spend for baseline growth

Tariff/unit Projected unit cost, 2016/17  Projected Projected
cost, (f per case) spend, current  spend, new
2005/06 Major models of care, models of
(£ per case) seo) | Bechs | e | Bety 2016/17 care, 2016/17
specialist ~ centre hospital  clinic (£000s) (£000s)
Elective medicine-
e Complex 2,595 2,687 1,346 154.3 154.3
* Non-complex 1,230 1,315 990 1,150 138 300.9 2343
o [TC 1,659 1,332 1,808 13.4 13.4
e Under 17s 1,683 208 906 921 143 28.4 271
Emergency medicine
e Complex 4,901 4,900 4,910 433.5 433.5
e Non-complex 3,453 3,722 3,433 211 1,310.2 1,184.5
o |TC 3,200 2,907 3,309 359 216.3 178.4
e Under 17s 2,652 2,704 2,403 221 35.3 34.0
Elective surgery
e Complex 3,806 4,427 3,061 562.0 525.8
e High-throughput 1,453 1,453 1,407 582.7 535.3
e Minor procedures 870 818 146 73.9 29.9
e Under 17s 1,845 1,920 1,744 106.0 97.4
Emergency surgery
e Complex 8,233 8,233 373.1 373.1
e Non-complex 3,184 3,119 3,263 536.5 536.5
* Minor procedures 3,091 2,091 146 8.7 0.4
e Under 17s 3,655 3,699 3,479 231 73.0 70.6
Paediatrics
e Paediatrics 1,117 1,117 1,118 224 107.3 101.6
¢ Neonatology 1,260 1,305 936 148.7 148.7
Obstetrics 1,468 1,573 1,334 404.2 404.2
Regular attenders 246 246 246 100 52.1 422
Outpatients 98 98 98 98 98 896.6 715.9
A&E 81 81 81 66 520.8 419.2
Community care 115 66 1,429.3 1,123.1
Primary care 72 61 3,488.0 3,103.1
Mental health n/a 2,597.0 2,597.0
TOTAL 14,452.0 13,083.6

* The unit cost figures are casemix adjusted — they show the costs of the projected casemix in
each location. The major acute hospitals also include the costs of critical care. The figure for
polyclinics takes into account those areas where more than one consultation is provided to
substitute for previously hospital-based care. In these cases, the number shown represents the
unit cost (from bottom-up, as shown in the section below, multiplied by the conversion factor
as shown in table 10).
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71. Applying the cost assumptions to the three different scenarios for growth in healthcare
activity gives three projected estimates of future spend on healthcare across London. These are
shown in the diagram below.
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72. The diagram above shows that the baseline scenario of growth is affordable under
alternative models of care. However, for a concerted effort to improve health, through
evidence-based health improvement initiatives, further savings in spend on healthcare services
will need to be achieved.

73. The section below outlines the bottom-up costing methodology used to estimate the
costs of care in a polyclinic.

74. The volumes of activity within the baseline scenario across polyclinics in London, and at
each polyclinic, are shown in table 10 below. The first column of table 10 shows total activity
across London and is taken from the baseline projection as shown in table 8.

75. In some instances, a conversion factor has been added. This is to take into account
assumptions that have been made about shifting inpatient activity to a polyclinic setting. For
example, it is assumed that providing additional care in a polyclinic could prevent hospital
admission. For long-term conditions, it is assumed that 20 per cent of emergency hospital
admissions for long-term conditions (or 13,800 spells by 2016/17) could be prevented through
better care in a polyclinic. In this case, it is assumed that each admission will be replaced by the
equivalent of four consultations, each lasting half an hour, taking place in a polyclinic. Similarly,
in order to prevent eleven per cent of emergency non-complex medical admissions, four per cent
of emergency medical and surgical admissions for under 17s, and seven per cent of paediatric
admissions, two consultations per admission will be required in a polyclinic. For all other types of
activity shifted out of hospital, it is assumed they will be replaced by one polyclinic consultation.
These assumptions were made by drawing on the recommendations of the clinical working
groups and through discussions with clinicians across London as in Appendix 1. Applying the
conversion factor to the total activity gives a revised total for all polyclinics across London.
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76. It was assumed, as above, that 70 per cent of future primary care activity would be
delivered in polyclinics, with the remainder being delivered in traditional GP practices. Given a
population of 8.2 million by 2016/17, and an estimated requirement of a population of 50,000
per polyclinic to ensure high-quality care, it is assumed for the analysis that there will be 150
polyclinics across London. The final column on table 10 shows the amounts of activity per clinic,
assuming 150 polyclinics across London.

Table 10: Projected activity at polyclinics, baseline scenario

* Note 30 per cent of primary care provided in GP practices separate from, but linked in, to

polyclinics
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77. The next step is to estimate how much time each consultation will take, and what sort of
staff will be required for each consultation. These assumptions are shown in the table below.

Table 11: Estimated time per consultation and proportion of consultations managed by

type of staff

Elective medicine, non-complex
Elective medicine, under 17s
Emergency medicine, non-complex
Emergency medicine, LTC
Emergency medicine, under 17s
Elective surgery, minor procedures
Emergency surgery, minor procedures
Emergency surgery, under 17s
Paediatrics

Regular attenders

Outpatients

A&E

Community care

Primary care

Time

required per
case (hours)

0.50
0.50
0.50
0.50
0.50
0.50
0.50
0.50
0.50
0.50
0.50
0.25**
0.50
0.25**

* Allied health professional eg physiotherapist
** Assumes 20 minutes in room for space calculations.

GP

70%
80%
70%
70%
80%
70%
70%
80%
80%
10%
32%
60%

60%

Consultant  Nurse
practitioner/ nurse

10%
15%
10%
10%
15%
10%
10%
15%
15%
10%
33%

AHP*

20%

5%
20%
20%

5%
20%
20%

5%

5%
10%
37%
40%
67%
40%

Staff

60%
60%
60%
60%
60%
75%
60%
60%
60%
70%
60%
60%
33%

78. It should be noted that the proportions add up to more than 100 per cent - this is because
for many consultations it has been assumed that a staff nurse will also be required as part of
the consultation — for example in elective minor procedures it is assumed that 70 per cent of

these will be performed by a GP, 10 per cent by a consultant and 20 per cent by a nurse

practitioner or allied health professional — with 75 per cent of cases also requiring a staff nurse

to be present.

79. In order to calculate the cost of each polyclinic, and the space required, assumptions are

made for the costs of

e staff
e buildings
e supplies and diagnostic tests

e administrative overheads.
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Staff required and costs associated

27

80. From the above analysis of activity, time required and staff providing care, it is possible to
work out how many staff will be required. It has been assumed that all staff work 40 hours a
week, 40 weeks a year, to allow for training (two weeks), bank holidays (two weeks), holidays
(six weeks) and sick leave (two weeks). This gives a total of 1,600 hours per year. It is then
assumed that staff are available to provide patient care for 75 per cent of this time — the rest
being downtime when there are no patients and/or time required to complete paperwork. This
gives an availability of 1,200 hours per year per member of staff.

81. Applying assumptions about volumes of activity, time per consultation, and availability of

staff, gives the following staff requirements for all polyclinics.

Table 12: Projected workforce required for polyclinics

Elective medicine — non-complex
Elective medicine — under 17s
Emergency medicine — non complex
Emergency medicine — LTC
Emergency medicine — under 17s
Elective surgery — minor procedures
Emergency surgery — minor procedures
Under 17s

Paediatrics

Regular attenders

Outpatients

A&E

Community care

Primary care*

TOTAL

Total
activity
(consults)

56,460
1,660
84,280
55,130
1,150
50,390
2,820
1,550
12,700
68,000
3,657,400
3,205,650
6,219,200
33,863,700
47,280,133

GPs
(WTEs)

16.5
05
24.6
16.1
04
14.7
0.8
0.5
4.2
238
487.7
400.7

4,233.0
5,202.5

Consultants
(WTEs)

23
0.1
35
23
0.1
2.1
0.1
0.1
0.8
2.8
4953

509.5

Nurse
practitioner/

AHPs (WTEs)

4.7
0.03

7.0

4.6
0.02

4.2

0.2
0.03

03

2.8

563.9

267.1

1,710.3

2,823.0

5,387.2

Staff
nurses
(WTEs)

14.1
04
211
13.8
03
15.8
0.9
04
32
19.8
9144
400.7
855.1

2,259.9

* Modelling assumes 30 per cent of primary care activity is provided outside of polyclinics — so

there will need to be additional primary care staff outside of polyclinics
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82. The unit annual full costs of staff (including salary, pension, national insurance) were
assumed to be:

e GP: £125,000
e consultant; £125,000
e nurse practitioner/AHP: £50,000
e staff nurse: £50,000

Consultation rooms required and associated costs

83. The analysis above suggests that each polyclinic will have around 95,800 hours of clinical
activity each year. The amount of space required to conduct this activity was calculated using
the following assumptions:

® opening hours per year: 3,000 (60 hours a week)™
e utilisation of consulting room: 75 per cent

e number of consulting rooms: 43

e size of consulting room: fourteen square metres'®

84. Assuming opening hours and utilisation as above, there would need to be 43 consulting
rooms per polyclinic. Additional space requirements are listed below under overheads.

85. The cost of space has been assumed to be £500 per square metre'” — this assumes facilities
are leased and includes costs of facilities management, heating and lighting.

Costs of administrative overheads
86. The administrative overhead costs consist of:

e staff — receptionists, administrative support personnel, and management
e [T support
e supplies

e additional floor space - circulation space (10 per cent of consulting room space'®), waiting
room space (105 square metres per polyclinic’®) and space for offices, IT, other services (eg
healthy living centres) — assumed to be a total of 1,000 square metres. There will also need to
be space for diagnostics but the costs associated with this are assumed to be included in the
tariff costs used to calculate the costs of diagnostic tests — see below.

87. Data was obtained from a large GP practice in London which has overhead costs of £4 per
case. Applying this to the polyclinic activity as shown in table 10 would give a total cost of
£1.26 million.

15 Urgent care centres in polyclinics will be open up to 24 x 7 but for modelling purposes we assumed a more
conservative time of 60 hours a week. Longer opening times would result in lower costs for polyclinics.

16 Department of Health recommendation for LIFT schemes

17 From LIFT schemes

18 Assumptions used in LIFT schemes

19 Based on assumption of one square metre required per person waiting at any one time, assumes 105 people
waiting each hour
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Cost of supplies and diagnostic tests

88. Assumptions were made for the costs of supplies, drugs and diagnostic tests associated
with work carried out in polyclinics. The figures used and the assumptions made are shown in
the table below.

Table 13: Projected costs of supplies, eg bandages, at polyclinics (£)

Consumable Diagnostic  Drug cost Pathology  Total

cost per imaging per case***  cost per cost per
case* cost per case*** case
case**

Elective medicine — non-complex 5.00 44.41 20.00 2.00 71.41
Elective medicine — under 17s 5.00 44.41 20.00 2.00 71.41
Emergency medicine — non-complex 5.00 22.20 10.00 2.00 39.20
Emergency medicine — LTC 5.00 11.10 5.00 2.00 23.10
Emergency medicine — under 17s 5.00 22.20 10.00 2.00 39.20
Elective surgery — minor procedures 10.00 44.41 20.00 2.00 76.41
Emergency surgery — minor procedures 10.00 44 41 20.00 2.00 76.41
Under 17s 10.00 22.20 10.00 2.00 44.20
Paediatrics 5.00 22.20 10.00 2.00 39.20
Regular attenders 10.00 11.10 40.00 4.00 65.10
Outpatients 2.00 19.59 12.00 2.00 35.59
A&E 1.08 30.35 2.22 2.00 35.65
Community care 1.00 2.58 31.27 2.00 36.85
Primary care 1.00 2.58 31.27 2.00 36.85

* Costs for A&E consumables derived from data from St Mary’s Hospital (provided by
Rachel Davies in academic surgical department, April 2007). Costs for 37,088 minors of
£40,000 giving cost per case of £1.08.

**  Costs for diagnostic imaging calculated from volumes of activity by modality for NHS
London — taken from Department of Health form KH12, published September 2006.
Broken down to GP referral (16 per cent), outpatient (36 per cent), inpatient (18 per
cent), A&E (26 per cent) based on study conducted in Hertfordshire (Investing in Your
Health, Bedfordshire and Hertfordshire SHA). Allocated to polyclinic in proportion to
activity based on costs of tariff (MRl £224, CT £104, ultrasound £65 and X-ray £16).

**%  Team assumption. Costs for A+E drugs derived from data from St Mary’s Hospital
(provided by Rachel Davies in academic surgical department, April 2007). Costs for A&E
drugs at St Mary’s of £240,000. Minor A&E drug cost calculated based on tariff
weighting (£87 major: £38 minor) — gives drug cost of £2.22 per case.
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Total cost for polyclinic

89. The total annual running cost for each polyclinic, from the above assumptions, is estimated
to be £20.6 million per year, or £3.1 billion for all 150 polyclinics. This is broken down as in
table 14 below.

Table 14: Summary of projected costs of running a polyclinic per annum, assuming
buildings are leased (f)

* For additional capacity as required — e.g. prep rooms, procedure rooms, therapy suite
(community care patients, urgent care patients and those requiring a procedure have all been
allocated a single consultation room but may require additional space for certain procedures
eg plaster room), inventory store cupboards, healthy living centre, staff room, management
offices, records storage, diagnostic facilities.
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E: Implications for capacity required

90. In order to test the feasibility of the proposed models in terms of capacity requirements
across London, a high-level estimate of likely future capacity requirements for polyclinics and for
hospitals has been estimated.

91. As outlined above, it is estimated that around 1,600 square metres will be required for each

polyclinic. An audit of current healthcare facilities across London is currently being undertaken —
this should identify where current potential capacity for polyclinics exists. A number of polyclinics
will be located on local hospital sites — likely at least one to two per site — in order to support
financial viability of local hospitals. There will also be urgent care centres co-located with every
major acute hospital that offers open access to patients and, potentially, may be scope to co-locate
polyclinics with major acute hospitals.

92. In order to calculate the capacity required for hospitals, beds have been used as a proxy
measure. Future bed requirements have been calculated by making assumptions about future
length of stay, including assumptions about shifts from inpatient to day case procedures.

93. Assumptions for length of stay were supported by a review of current length of stays across
London, England and internationally. After consideration, the Milliman®* benchmark was used —
this shows potential for a 28 per cent reduction in bed days across London. This is in line with
the 26 per cent reduction which would be achieved through adoption of top quartile length of
stays for London.

94. Applying these reductions to future activity would give a future requirement of beds as
shown below.

Table 15: Projected beds required by 2016/17

Major acute hospital/ Elective Local Total beds
specialist hospital centre hospital
Low growth 7,607 2,563 5,585 15,815
Baseline growth 8,359 2,706 6,496 17,561
High growth 8,637 2,713 6,985 18,335

95. There are currently around 18,850 beds across London’s acute and specialist hospitals.
These consist of 17,000 general and acute beds across 33 London District General Hospitals
(DGHs) with an additional 650 beds in 28 peripheral sites. There are a further 1,200 beds across
the seven specialist hospitals.

96. There are two broad options for how services, and beds, are distributed in future across the
current 33 DGHs and seven specialist hospitals in London:

e option one would see major acute hospitals focus on more-complex and specialist activity,
with less-complex work all being carried out at elective centres and local hospitals. This would
mean that someone with a less-complex condition living close to a major acute hospital
would not be admitted to that hospital, but rather be taken to the closest local hospital.

e option two would see major acute hospitals also providing “local hospital” type care for their
“local population”.

97. PCTs will need to decide how best to configure services at a local level to balance access to
care, quality of services, and capacity requirements.

20 Milliman UK Limited — provider of benchmarking information about length of stays in hospitals internationally
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98. The analysis outlined above is based on a wide range of assumptions. It is possible that
some of the assumptions made will be inaccurate.

99. Below is a list of assumptions which may be inaccurate and an assessment of the likely
impact on the conclusions drawn.

Assumption

e [naccurate current
activity

e Under or over
estimate of future
activity

e Under or over
estimate of
potential to shift
work to
polyclinics

Commentary and implications

Possible that some activity data is inaccurate but analysis based on
best available data sources.

PCTs will need to build systems to monitor and understand activity
in order to ensure baseline data to underpin commissioning plans.

The baseline and high growth scenarios are based on assumptions
higher than those traditionally used within NHS planning as they
take into account historical trends and factor in growth over and
above demographics and prevalence changes alone.

It may be that increasing emphasis on self-care may result in lower
rates of growth. Equally, higher rates of growth may occur if there
are higher prevalence rates of long-term conditions, or if new
conditions emerge such as HIV.

Growth will need to be monitored on a regular basis by PCTs and
commissioning plans adjusted as a result to ensure affordability.

The assumptions made about shifts in activity out of hospitals to
polyclinics have been relatively cautious. In particular, activity has
been projected to grow at a relatively high rate compared to that
used in some PCT commissioning plans, and assumptions about
shifts of activity out have been lower than those used elsewhere.
The more cautious assumptions have been used to reflect the
limited success to date of PCTs in shifting work out of hospitals.

A lower rate of shift of activity out of hospitals than projected
would result in higher costs for future healthcare activity across
London. This would need to be addressed through either higher
allocations (which is considered unlikely) or through more
aggressive implementation of initiatives to shift activity.

A higher rate of shift of activity out of hospitals than projected
would result in less activity, and less income, for hospitals.
Hospitals will need to be able to respond to this by reducing both
fixed and variable costs. This could result in more radical hospital
reconfigurations than described in the Framework for Action or in
more creative solutions, for example, provision of more polyclinic
services on hospital sites to offset fixed costs.

32
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e Under or over
estimate of
procedures which
will be de-
commissioned

e Errors in assumptions
about relative
volumes of care
between major
acute/specialist
hospitals and local
hospitals

e Under or over
estimate of
future allocations
of resources to
PCTs in London

e Under or over
estimate of future
tariff costs for
hospital based care

e Under or over
estimate of costs of
polyclinics

NICE and other bodies may increasingly indicate that some
procedures or interventions are not effective and should be
decommissioned, resulting in greater volumes of care being
decommissioned. Equally, the analysis included in the report may
have over-estimated the potential to decommission care. Again,
PCTs will need to actively review future healthcare needs and
adjust their commissioning plans accordingly.

The assumptions made about where future activity may take place
are high-level assumptions and, as such, may have over or under-
estimated volumes of care at different sorts of hospitals.

In order to take forward the recommendations of the Framework
for Action groups of PCTs will need to decide which services to
commission from what types of hospitals in order to improve
quality of care. This will require more detailed analysis at a local
level which will determine future volumes by site.

Future allocations have been projected based on the best
available data about future GDP growth and government
spending on healthcare.

Again, PCTs will need to adjust their commissioning plans to take
into account actual allocations going forward.

Tariff has been assumed to stay constant — this is based on current
government proposals to maintain tariff at constant prices.

Estimating costs of care in polyclinics is dependent on several
assumptions about costs — these assumptions and the rationale for
them are described in the text above.

It is possible that some areas have over-estimated likely costs — for
example, the model shows 50 per cent of the costs of a polyclinic
as due to the costs of supplies, which may be an over-estimate.
Further the allocation of costs of supplies between service lines is
high level — it may well be that costs are lower in some service
lines, and higher in others.

Equally, the assumption of fifteen minutes per primary care
consultation may be an over-estimate given the current seven
minutes per consultation. This should allow for considerable flex —
for example, it should allow for some time for administration
associated with the consultation, or for time to discuss health
improvement — a key recommendation of the staying healthy
working group.

Other areas may be an under-estimate — for example, the costs of
staff, which are based on staff seeing patients for 1,200 hours a
year.
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Appendix 1: membership of analytical working group and

clinicians involved in making assumptions for future

locations of care

Working Group

Name

Dr Omar Aziz

Dr Maggie Barker
Jacqui Foster
John Hamm

Dr Trudi Kemp

Dr Erik Mayer
Jonathon Phimster
Dr Michael Slojak
Justine Fitzpatrick
Paul Deponte

Dr Penny Dash

Dr Chris Llewellyn
Eoin Leydon

Dr Sameer Jatkar

Clinicians interviewed
Name

Dr Chris Streather

Dr Tom Coffey

Dr John Riorden

Dr Charles Gutteridge
Samantha Prigmore
Deborah Dawson
Heather Jarman

Mr Gavin Marsh

Dr Mike Sharland

Dr Peta Longstaff

Dr Martin Gore

Prof Lynne Pacanaowski
Dr Julian Redhead

Dr Hugh Millington

Organisation

Research Registrar, St Mary’s Hospital, London
London Public Health Group

NHS London (workforce)

NHS London (public health)

Director of Strategy, St George’s Hospital
Research Registrar, St Mary’s Hospital, London
NHS London (analytics)

NHS London (public health)

London Health Observatory

London Health Observatory

McKinsey & Co

McKinsey & Co

McKinsey & Co

McKinsey & Co

Organisation

Medical Director, St George's Hospital

GP and PEC Chair, Wandsworth PCT

Ex Medical Director, Central Middlesex Hospital

Medical Director, Barts and the London Hospitals

Nurse Consultant COPD, St George’s Healthcare NHS Trust
Nurse Consultant Critical Care, St George's Hospital

Nurse Consultant A&E, St George’s Hospital

Orthopaedic Surgeon & Medical Director, Mayday University
Hospital Croydon

Consultant Paediatrician & Clinical Director for Children &
Women's Services, St George's Healthcare NHS Trust

A&E Consultant, Chelsea and Westminster Hospital
Medical Director, Royal Marsden Hospital
Head of Midwifery, St Mary’s Hospital

A&E Consultant, St Mary’s Hospital. Chair of the London
Emergency Medicine Consultants Group

A&E Consultant, Charing Cross Hospital

Membership of clinical working groups
See individual reports from each clinical working group
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Appendix 2: breakdown of HRGs by service line and
detailed assumptions for shifts in care

Shifts of activity to alternative providers by HRG
Elective medicine
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*Cycstic Fibrosis costs calculated elsewhere (included in general uplift to medical admissions due to 'Other' category in RefCosts)
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Shifts of activity to alternative providers by HRG (cont)
Non-elective medicine
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*Cycstic Fibrosis costs calculated elsewhere (included in general uplift to medical admissions due to 'Other' category in RefCosts)
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Shifts of activity to alternative providers by HRG (cont)
Elective surgery
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Shifts of activity to alternative providers by HRG (cont)
Non-elective surgery
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Shifts of activity to alternative providers by HRG (cont)
Other activity
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Standard tariff 2005/06 where available. Otherwise derived from 06/07 Tariff, or calculated as weighted average for London provider reference costs

All patients under 17 years included in ‘Under 17" service line, or ‘Paediatrics’ service line for HRG Chapter P
DH National Tariff 2005/06, 2006/07, Reference Costs 2005/06, Analytic Working Group

Note, this is a high-level planning excercise and is not intended for detailed operational planning

Reported cost of regular attenances (RefCosts0506) in all London providers divided by HES regular attendances activity

Source:
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Appendix 3: rationale for assumptions for future location
of care by service line

Rationale for activity distribution
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Rationale for activity distribution (cont)
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Appendix 4: future activity by organisation type under
different growth scenarios

Future activity by setting, 2016/17
Low growth scenario, 000s spells and attendances

Subtotal - spells

Source: Forecast model, Team analysis
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