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Improving NHS efficiency

Can everyone match
best performance?
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Life expectancy Is rising
Healthcare Is biggest factor
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NHS output Is vast
but could be bigger
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High-level policy context

2 0 O Bligh Qaality Care for AllG
(Lord Ara Darzi, June 2008)

2 0 0 QIPPGO

(Quality, Innovation, Productivity & Prevention)

20100 Equi ty & Excell enc

...Cutting bureaucracy and improving efficiency

7. The NHS will need to achieve unprecedented
efficiency gains, with savings reinvested in front-line
services, to meet the current financial challenge and the
future costs of demographic and technological change:

v. The NHS will release up to £20 billion of efficiency
savings by 2014, which will be reinvested to support
Improvements in quality and outcomes.

[= 17.5% of NHS expenditure ~ 3.25% year-on-year]
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NHS financial context
trend (need) v. fiscal reality

UK public expenditure on health 1988-2015
at constant 2010-11 prices
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When

A. Macro policies aimed at expenditure restraint
Al Wage controls Freeze
A2 Price controls Tariff, PPRS
A3 Input volume controls: labour & capital X
A4 Input volume controls: high tech & drugs X
A5 Budget caps (sector & global) 0.1% real growth
A6 Shifting costs to private sector & users X
B. Micro policies aimed at increasing efficiency
Demand side
Bl Disease prevention and health promotion QIPP
B2 Gate -keeping/triaging CCGs
B3 Care co -ordination, integrated care/self -care QIPP
B4 Better patient/doctor contact QIPP
B5 Access to a PC doctor out - of - office hours yes
Supply side
B6 Further shift from hospital to ambulatory care CCGs
B7 Enhancing the role of health - care purchasers CCGs
B8 Improving hospital contracting/purchasing/payment systems yes
B9 Increasing managerial independence FTs
B10 Improving payment methods/incentives for hospitals HRGs, QOF
B11l Overseeing technological change NICE, QIPP
B12 Increased use of ICT for information transmission NPfIT, QIPP
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NHS reforms

Empowered
professionals working
In autonomous providers
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QIPP programme supports the
NHS to meet future challenges

4 Areas covered by Quality, Innovation,

Characteristics of a Productivity & Prevention programme
sustainable system:

Care closer to home Supporting commissioners to commission for

qguality and efficiency T improved clinical
pathways, decommissioning poor value care

Earlier intervention

Fewer acute beds
Provider efficiency i supporting providers to

respond to the commissioning changes and

efficiency pressures by transforming their
Empowered patients businesses

More standardisation

Reduced unit costs

Shaping national policy and using system
levers to support and drive change e.g. primary
care contracting & commissioning
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National QIPP workstreams

a _ .
A Right Care (consistent, best value, shared decisions)
Commissioning A Long Term Conditions (better outcomes & experiences)

and pathways A Urgent Care (right care at right place)
A End of Life Care (best setting; dignity, respect)

N /

/A Back Office Efficiency and Optimal Management \
A Procurement
Provider A Clinical Support Rationalisation (Pathology)
- A Productive Care (reduce variation; efficient processes;
efficiency maximum quality)
A Medicines Use and Procurement (safer; less waste; maximum
benefit)
A safe care (reduce harm and associated expenditure) /

System A Primary Care Contracting and Commissioning (less variation)
enablers A Workforce (flexible & skilled for future needs)
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QIPP products (DH) Department
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Delivering quality efficiently

online
resources

PRODUCTIVITY
INNOVATION Pathways Wtovenan

NHS Demand & Capacity
Referral Improvement
PREVENTION 'O Treat Stroke System

GRASP-AF Tool

Length Palliative

of Stay Long Term —

Conditions

AUTY Elective
au Care

Prevention

Data Walls

Emergency Cancer

Care

Sustainability

Heart
Toolkit

Discovery
Interviews

Treatment

Diagnosis

Imaging

End of
Life Care

Risk

AR Staff Time
Stratification

Care Plans

Life Care

e TUrnaround
Times

Detection

Rehab

Sur b = Waste
Enhanced o s
-y
Audiology Recovery
oo
Lean

Click on on the map stops to see examples of QIPP case studies, further information and resources



http://www.improvement.nhs.uk/qipp/tabid/136/Default.aspx
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Antibiotic stewardship

Southampton University Hospitals NHS Trust

At Southampton University Hospitals NHS Trust pharmacists
and medical microbiologists work together to support clinical
teams’ treatment decisions. Consultant pharmacist for anti-
infectives Kieran Hand says this systematic approach to
antibiotic prescribing is helping to reduce the rates of C
difficile infection, supports effective and safer patient care
and saves money for the trust

“Antibiotic prescribing practice clearly has a big effect both at
an individual patient level, at trust level and also much wider
in terms of public health by selecting for resistant microbial
strains

When | took up my post at Southampton, pharmacists and
medical microbiologists were already collabarating to tackle
complex infection management problems through weekly
ward rounds and reporting back the results of their patient
reviews to clinicians

An evaluation of the effectiveness of the microbiology ward
rounds estimated a reduction of 48% in the use of
intravenous antimicrobials and a net saving of 42% in
antimicrobial acquisition costs in the medical directorate
alone.

| sought to build on this in several ways. We established an
antibiotic management team to oversee the way antibiotics
were used across the hospital. The aim was to support
clinicians to access guidelines for first-line treatments and to
prescribe more prudently and conservatively.

Productivi
Enhanced reco

programme

Yeovil District Hospital NHS Foundation Trust

The enhanced recovery programme in elective surgery is
reducing patients’ return to normal from weeks to just days
and, if adopted nationally, has the potential to save 200,000
bed days. Mr Nader Francis, consultant colorectal surgeon
at Yeovil District Hospital, says it has transformed the way
patients recover from major operations. “The Yeavil team
have experience of nearly a thousand cases for elective
bowel surgery through this programme. The first day after
major bowel surgery, you see most patients in excellent
shape back on the ward, eating and drinking normally,
mobilising and living pain free. That is the revolution of
enhanced recovery.”

“The programme works

by involving the entire
clinical team — from
dietitians and surgeons

to anaesthetists and

ward staff — to gef the
patient in the best

possible condition, optimise
their nutrition and minimise
the stress of surgery,
promoting faster healing
and recavery.

A common complaint from doctors was that they couldn’t
easily find Trust guidelines when they needed them. We
created a dedicated microsite for infections on the hospital
intranet; our aim was for clinicians to find the guidance they
needed in just three mouse clicks.

We created a pocket-sized version of the guidelines with
information on key treatment issues: salvage treatments for
patients with life-threatening infection; which antibiatics to
avoid so as not to predispose patients to C. difficife and
MRSA; clear dosing instructions to avoid complications, such
as kidney damage, and a clear guide to avoid allergic
penicillin reactions — with penicillin-related antibiotics coded
red.

We have used the pharmacy computer system to collate data
on trends in antibiotic use in the hospital and feed this back to
doctors. When we started, the ratio of use of high-risk to low-
risk antibiotics was approximately 50:50 — but over two and a
half years, this has gone to something like 65% low risk and
35% high risk, thanks to clinician engagement and a change
in prescribing behaviour.”

Quality & Productivity Benefits

“By influencing prescribing practice across the hospital,
over time we have begun to reap the benefits. Over the last
two and half years, the rate of C. difficile infection has gone
from 60 to 10 cases a month. This has been the result of a
multidisciplinary effort on infection control, but with
antibiotic stewardship playing an important part. Each case
of infection prevented saves more than £4,000. And we
have seen no adverse effects on either mortality rates or
length of stay.

So the bottom line is: by pharmacists, medical
microbiologists and clinicians warking together we have
seen a safe and effective change in practice that reduces
infections, lowers costs for the trust and benefits patients.”

\One of my priorities is to ensure the patient feels very positive
and motivated, converted from the shock and devastation of
hearing they have cancer, to a positive view that most likely it
will be cured by the surgery and they will be fully informed
about every single step of recovery, so there are no surprises.

There are three essential features of this approach:

e Pre-operative care and education ensure that the
patient is in optimal condition for surgery.

« Minimally invasive techniques are used during surgery
and the patient is managed very carefully during the
operation to minimise gut dysfunction and maintain
optimum fluid levels.

s Patients are maobilised early, and oral fluids and
nutrition re-started as soon as possible after surgery.

One of my patients just three minutes after the anaesthetic
tube was removed in recovery was able to give me his wife's
mobile number. The recovery we see in patients is astonishing
but it is multi-factorial — it is not just the surgeon’s work.”

Quality & Productivity Benefits

“At Yeovil, the average length of stay is now just five days,
with only 5% readmission rates. The quality and speed of
patients’ recovery is much better and that is our primary
motivation, but it has also produced productivity
improvements.

We do more surgery, we don't have empty beds. In the
three years from 2006, our cancer referral operations have
increased significantly. We could not have done that
without enhanced recovery ”

Innovation

Engineering simpler, safer
and more efficient blood
transfusion systems

Oxford Radcliffe Hospitals

Mike Murphy is Professor of Blood Transfusion Medicine at
Oxford University and consultant haematologist, NHS Blood
and Transplant at Oxford Radcliffe Hospitals. He pioneered
the ‘re-engineering’ of hospital blood transfusion using an
electronic system. It has made transfusion at the Oxford
Radcliffe Hospitals safer for patients, simpler for staff and is
reducing costs for the trust

“Blood transfusion is a complex and time-consuming
process involving numerous steps that culminate in a series
of bedside checks. Thankfully, errars resulting in the wrang
blood being transfused are rare but, when they do occur,
most are due to patient misidentification and they can be
fatal.

The pre-transfusion safety
checks have become so
complex that they may be
self-defeating. It has been
observed in some clinical
studies that only 30% of
pre-transfusion bedside
checks are carried out
correctly. We needed to do
something to make the
process simpler and safer.

http://www.dh.gov.uk/en/Healthcare/Qualityandproductivity/DH

Prevention

Alcohol Care Teams:

to reduce acute hospital admissions and
improve quality of care

Provided by: The British Society of Gastroenterology and the Royal Bolton
Hospital MHS Foundation Trust

Publication type: Quality and productivity example

QIPP Evidence provides usars with practical case studles that addrass the quaity and proguctiity
chalienge In ealth and soclal cars. All exampies suomitted are evaluated by NICE. This evaluation
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Together with my team, we aimed to re-engineer the entire
process, and to replace the old manual process with end-to-
end electronic control. We introduced hand-held electronic
devices that guide staff at every stage of the transfusion
process.

Making transfusion as safe as possible is our guiding
principle, but we have also simplified it to some degree,
creating significant savings in staff time. Under our new
system:

« the patient's identification details are encoded within a
barcode on their wristband, and are applied by the
laboratory to the blood unit to be transfused;

s a small hand-held computer is used to prompt staff
through the process for collection of a blood sample for
blood grouping and compatibility testing, and to ensure
that the blood is transfused to the right patient;

« if there is a mismatch between the barcodes on the
wristband and on the blood unit, the nurse is alerted so
that transfusion does not take place;

e blood is stored in ‘'smart’ refrigerators controlled by a
computer linked to the information system in the
laboratary.”

Quality & Productivity Benefits

“We have found many proven benefits to the system,
including better use of blood, less wastage, a simpler
process for staff and much-reduced staff time. The new
system saved the trust £940,000 in 2008

We have developed a national specification for an
electronic transfusion management system so that others
can benefit from our experience in Oxford.”
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eg: hip replacement rates, etc

P

Bar chart 1: Rate of primary cemented hip replacements expenditure per 1000 population

|:"_'.-' PCT weighted by age, sax, and need; 2008/09
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ected elective procedures (2009%/10),

Admission rate variations
across 152 English PCTs
in elective surgery for:
Hips
Knees
Cataracts
PCI
Cholecystectomy
CABG

Source:
http://www.kingsfund.org.uk/pub
ons/healthcare variation.html

Ordered PCTs (separate Tor each procedure)
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NHS Better Care, Better Value Indicators Institute for!nno%

. . . d i
(incorporating Opportunity Locator) andimprovement
Select organisation; | Mational w 25th Percentile <
National 2010/11 Q4

Dashboard

Scope for savings
Better Care Better “alue indicators identify potential areas for improvement in efficiency which may include
commigssioners re-designing and shiting services away from the traditional setting of the hospital and out updated quarte rly

towards community based care.

The tool should prompt you to start thinking of "how" and “why" your organisation might differ from others
and to support commissioning priorities for health communities. The opportunity is indicative only and local
health communities should interpret it taking into account local knowledge.

Commissioning Indicators

The Emergency Admissions and Managing Surgical Threshalds commissioning indicatars are temporarily unavailable. For further information click here

Incicstor Latest Walue Firancial Opportunity olume Cppartunity Rank Category *
Outpatiert Appointmerts 73582 66 (Outpatient appoirtments per 100,000 populsti £2581.3M 1 650 (Mo, of outpatient appointments) 1 Clinical

Renin-angictenszin Drugs Eg _ Red u C | n g I e n g t h Of S t ay 1 Preszcribing

Proton Pumg Inhibitors 1 Preszcribing

National potential, Jan-Mar, 2011 | worktores
1.24m bed-days;

Sickness SAheence - PCT

Provider Indicators

Inclicatar - - = - Rank Categary -
hanaging First Follow Up £251 9M 5.04M (Mo, of follow up appointments]) 1 Clinical
Reducing Lencth of Stay 14.09 (Bed day saving %) £252.3M 1240 (Mo, of bed days) 1 Clinical
Emergency Readmission (14 day) 552 (Emergency readmissions (3] £182.7M 87 771 (Mo, of emergency readmizsions) 1 Clinical
Pre-Procedure Mon-Elective Bed Dg 1.72 (Pre-procedure bed day rate) £50.70 253,530 (Mo. of Bed Days) 1 Clinical
Cutpatiert Lppointmert DA 860 (DNA %) £37.7M 537,557 (Mo. of DMNAS) 1 Clinical
Increasing Day Surgery Rates 75.02 (Daycaze Rate (%) £17 1M 41 446 (Mo. of Daycase procedures) 1 Clinical
Pre-procedure Elective bed days 29 (Pre-procedure bed day rate) £14 60 B2 775 (Mo, of bed days) Clinical

http://www.productivity.nhs. uk/Dashboard/For/NatlonaI/And/ZSth/PercentlIe
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Enhanced hip replacement
pathway

Provided by: NHS South East Coast

An enhanced pathway for hip replacements has resulted in an average length of stay of 2.7
days, a 25% reduction in orthopaedic beds and estimated trustdevel savings of £180,000
for one consultant’s practice.

Yes The intervention has been successfully implemented _ ) . .
Yes  An evaluation of the effects of the intervention has been carried out Evidence of implementation

Organisations where  Conquest Hospital, East Sussex Hospitals NHS Trust, Hastings
The pro pﬂ'sal the proposal has

been implemented

Proposal description  Mr Hugh Apthorp at the Conquest Hospital, East Sussex Effect on quality of Effactivenass
Hospitals NHS Trust has been running a short stay hip care Re-admission rates are less than the SHA average (5.5% vs
replacement programme for four years. 7.1%).
Changes have included: Safety
« raising patient and carers expectations about their Mortality rates and complication rates are comparable with other
potential rate of recovery with improved information; orthopaedic surgeons.

+ the infroduction of a new minimally invasive surgical (MIS)

; 3 : e . Expenence
technigue invalving a smaller incision which has many pe; ; .
PR - . Patients experiencad shorter lengths of stay and improved
benefits resulting in less damage to !he pasue, less pain, continuity of care. 99.5% patients like the service.
Ief.;_s blc_:u:-d Io_ss and _faster recovery time; )
utilisation of innovative anaesthetic techniques; Effect on productivity  As a result of this programme, Mr Apthorp has the lowest average
superb pre and post hospital planning; length of stay for hip replacement patients of any consultant
recognition of the value of team building in the delivery of nationally (2.7 days; national range 2.7-23.7 days).
patient focused care; and ) .
+ the development of an innovative, efficient, cost effective Approximately 50% of Mr Apthorp's patients have a length of stay
outreach model of care, which provides a seamless of 1 day. During the previous year, 67% of Mr Apthorp's patients

transition of care from the hospital into the community and had a 2 day length of stay — this compares with 3% nationally.

increases continuity of care for patients. Annual estimated savings for the Trust (for Mr Apthorp's patients)

The programme has led to sustained reductions in length of stay, are £180,000, plus a 25% reduction in orthopaedic beds.

with improved clinical outcomes, reducad the requirement for . .
beds 3§d resulted in financial savings. a http://arms.evidence.nhs.uk/resources/qipp/29457/attachment



http://arms.evidence.nhs.uk/resources/qipp/29457/attachment
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Length of stay, for hips: '

shorter, but still varying

1998-99

http://www.nao.org.uk/publications.aspx?psl=10&y=All&s=All&c=456&i=Alvww.performandealthcheck.co.uk/hieplacemeniibs/london

2009-10




