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Programme

08.30 – 09.00 Registration;  
tea and coffee

09.00 – 09.10 Welcome Andrew Haldenby, Director, Reform 

09.10 - 09.20 Introduction:  
Disruptive Innovation

Dr Nicolaus Henke, Director, McKinsey & Company

09.30 – 10.00 Keynote speech:  
the productivity 
challenge

Rt Hon Stephen Dorrell MP, Chair, House of Commons Health Select Committee, will give a keynote speech 
on the scale of the productivity challenge and assess the Government’s approach to delivering value for money 
in the NHS. This will be followed by a question and answer session 

10.00 – 10.50 Session 1:  
Turning hospital 
finances around 

With over half of NHS expenditure spent in hospitals, trusts are on the front line to achieve value for money. 
Risings costs and tighter budgets will place many acute providers under severe financial pressure. Improving 
hospital productivity will be a major challenge for NHS leaders in the years ahead.

Sue James, Chief Executive, Derby NHS Foundation Trust 
Lee Outhwaite, Finance Director, Derby NHS Foundation Trust 
Sue Slipman, Director, NHS Foundation Trust Network 
Chair – John Drew, Partner,  McKinsey & Company, and Head of the McKinsey Hospital Institute

10.50 – 11.20 Coffee

11.20 – 11.50 Session 2:  
Disruptive innovation: 
Integrated care  

Health needs are changing and new health services are needed. With the rising costs of healthcare and a 
growing prevalence of chronic conditions there is new interest in transforming traditional health services to 
deliver integrated care. 

Dr Alfonso Bataller Vicent, Deputy Minister, Department of Health, Valencia, Spain 
Dr Andrew Steeden, Clinical Director, NHS North West London 
Chair – Dr Jennifer Dixon, Director, Nuffield Trust

11.50 – 12:20 Session 3:  
Disruptive innovation: 
New delivery models 

Advances in medical science and modern technology have the potential to revolutionise healthcare. But more 
innovative and efficient services continue to be frozen in old, high cost business models. New business models 
to make healthcare more affordable, accessible and sustainable. 

Dr Devi Prasad Shetty, Chairman, Narayana Hrudayalaya Hospital, India 
Professor Paul Corrigan CBE, Former Health Advisor to Tony Blair 
Chair – Nick Seddon, Deputy Director, Reform

12.20 – 12.50 Session 4:  
Disruptive innovation: 
Technology based 
networks

The latest technology allows medicine to be brought closer to the patient. Improving access to information has 
the potential to empower patients to make better choices, while telehealth can allow patients to take greater 
control of their health. Realising the potential of technology based networks will revolutionise healthcare. 

Pedro Yrigoyen, co-founder of MedicallHome, Mexico 
Joanne Shaw, Chair, NHS Direct 
Chair – Thomas Kibasi, Associate Principal, McKinsey & Company

12.50 – 13.40 Lunch

13.40 – 14.30 Session 5:  
Innovative delivery  
in the NHS

Pioneers in the NHS are already changing how healthcare is delivered. The NHS has started to capture the 
potential of modern technology and modern medicine through innovation. Building on best practice and learning 
from international innovators will be vital to make the NHS more affordable, safer and better quality.

Dr Peter Carter OBE, Chief Executive and General Secretary, Royal College of Nursing 
Dr Jane Collins, Chief Executive, Great Ormond Street Hospital for Children NHS Trust 
Alastair Dick, Managing Director, Serco Health 
Peter Ellis, Managing Director, EMEA, PharmaTrust UK 
Chair – Nick Seddon, Deputy Director, Reform

14.30 – 15.20 Session 6:  
Policy levers for 
innovative delivery

The QIPP initiative to achieve £20 billion of savings by 2014 focuses on the role of innovation in finding 
productivity gains in healthcare. However the NHS has often been slow to adopt innovation, while weak 
competitive pressures and high barriers to entry discourage new entrants and more disruptive innovation.

Lord Warner, Former Health Minister 
George Leahy, Deputy Director – Innovation, Department of Health 
Ali Parsa, Managing Partner, Circle 
Nick Timmins, Public Policy Editor, Financial Times 
Chair – Andrew Haldenby, Director, Reform

15.20 Close Nick Seddon and Dr Nicolaus Henke will sum up and close the conference
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Reform comment

The UK needs a rescue mission not only 
because of the state of the public 
finances but also because of the 
structural causes of inefficiency in the 
public sector. If these aren’t addressed, a 
temporary freeze in public spending will 
be followed by another overreach of 
public spending and an even greater 
collapse – a completely unnecessary 
groundhog day of public sector boom 
and bust. Most importantly, the areas of 
poor and mediocre performance in public 
services will remain unchallenged. In no 
area of public spending is this more 
apparent or urgent than in the NHS. In 
this period of fiscal consolidation, to 
pinch the words of the Kiwi physicist 
Ernest Rutherford, “we haven’t got the 
money, so we have to think”. 

Medicine has been revolutionised by 
modern technology. Medical imaging and 
minimal interventions have emerged as 
alternatives to major surgery. New 
treatments have allowed greater 
management of disease. Genetics are 
allowing greater understanding of risk 
and also more targeted medical 
interventions. Coronary artery disease, 
which once could only be treated by open 
heart surgery, can often now be managed 
through the use of statins, which allows 
clinicians to deliver safer, more effective 
and cheaper care. These advances in 
medicine now mean that how healthcare 
is organised must change. It will have to 
change in ways few can envisage. 

Making healthcare affordable, accessible 
and sustainable will require a 
transformation of how health services 
operate. Modern technology and 
medicine means that services can move 
closer to the patient, but more efficient 
and innovative medical services continue 
to be frozen in old, high cost hospitals. 
“Disruptive innovation” will break up 

traditional healthcare organisations such 
as the hospital and the GP practice and 
change business models to capture the 
potential of more innovative services. As 
Nicolaus Henke and Tom Kibasi argue in 
their article, there are concrete ways in 
which the NHS can embrace innovation 
and rethink its approach to delivery. 

This transformation of healthcare 
services can only be achieved by 
allowing providers to enter the market, 
putting pressure on existing providers, 
and reforming healthcare so it is more 
responsive to patient choice. Right now, 
in the UK, the debate on public service 
reform has reached a pivotal moment. A 
new Government has made pledges to 
open up public services, but the critics of 
change have put the Government on the 
defensive and, on the NHS, Ministers 
have become as critical of competition as 
their opponents. Our job is to raise the 
level of debate above the politics and 
look at the evidence. Inevitably people 
will have different views about the future 
of public services but there are facts and 
experience on which all should agree, 
and which the examples showcased 
today bear out. Foremost, for-profit 
companies and not-for-profit 
organisations are delivering healthcare 
successfully around the world and doing 
so at greater value and with equal, if not 
better, quality. 

Reform is extremely grateful for the 
support and collaboration of McKinsey & 
Company which has enabled us to hold 
this important international conference, 
presenting real solutions for complex 
problems.

Andrew Haldenby,
Director, Reform

Thomas Cawston, 
Researcher, Reform

Dr Patrick Nolan, Chief 
Economist, Reform

Nick Seddon,  
Deputy Director, 
Reform
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Disruptive innovation

Dr Nicolaus Henke 

and  
Tom Kibasi 

Embracing 
innovation in the 
NHS
The NHS is at a crossroads: if it 
is to secure higher quality care 
and shorter waiting times, it 
must dramatically raise 
productivity. If the NHS stands 
still, it will fall back. One route 
to better value is to embrace 
innovations in how care is 
delivered. Our global search 
with the World Economic 
Forum found many innovative 
solutions to long established 
healthcare problems.

Emerging markets are where 
the greatest innovations in 
healthcare delivery are to be 
found. From the Far East to 
Africa, Latin America to Asia, 
necessity has bred innovation. 
In the face of enormous health 
challenges and poor health 
system performance, innovators 
have stepped up to the 
challenge. So here are three 
ways in which the NHS could 
embrace innovation and rethink 
its approach to delivery.   

First, the NHS should 
empower patients to undertake 
more of their own care 
themselves. Whether in online 
check-in for airlines or self-
service tills at supermarkets, 
customers in other sectors are 
taking on greater roles leading 
to both more efficient businesses 
and higher satisfaction. A move 
to so-called ‘self-care’ would see 
chronic diseases such as 
diabetes managed by patients 
themselves in partnership with 
professionals – working 
together over the phone rather 
than through in-person visits. 

In Mexico, for example, $5 a 
month added to the phone bill 
allows patients to access 
Medicall Home’s doctors 24/7, 
and the company is presently 
expanding into the management 
of chronic diseases. Medicall’s 
patients have their calls 
answered within three seconds, 
and nearly two-thirds of callers 
have their health queries 
resolved over the phone. With 
GPs facing increasing pressure 
from the worried well – and new 
responsibilities to manage the 
NHS budgets – a successful 
telephone-based chronic disease 
management and triage service 
could free up huge amounts of 
time and resources.

Second, the NHS should 
enable and encourage highly 
focused units that seek to serve 
specific patient groups, rather 
than relying on one-size-fits-all 
delivery models. LifeSpring 
Hospitals in India offer high 
quality maternity care for 
one-sixth of the cost of their 
competitors. How? They looked 
at manufacturing plants, 
low-cost aviation, and successful 
service industries and applied 
the lessons to their business. 
Streamlining processes and 
eliminating waste has enabled 
them to improve quality, lower 
cost, and improve access and 
patient satisfaction. Existing 
NHS providers and new 
entrants should pursue this 
route to higher quality and 
productivity.  

Finally, with the rising tide of 
chronic diseases such as 
diabetes or coronary heart 
disease, the big challenge is to 
achieve seamlessly integrated 
care across the health system. 

This means integrating and 
personalising the management 
of chronic disease through 
greater collaboration between 
primary care and acute 
providers. The Valencia region 
of Spain has achieved this 
through powerful incentives and 
timely information, with one IT 
system serving both sub-sectors. 
Kaiser Permanente’s MyHealth 
initiative enables patients to 
access their medical records and 
to enjoy e-consultations. The 
NHS needs to raise its game in 
information technology, with 
quality and productivity as the 
guiding stars of its IT strategy. 

The NHS has been quick to 
innovate but slow to adopt. 
Many of medical science’s 
greatest innovations have 
originated in this country, but 
for too long the NHS has lagged 
behind in their adoption. As 
resources tighten, now is the 
time for the health service to 
open its eyes to the 
accomplishments of others, to 
think radically, and to allow 
innovation to succeed and to 
flourish.  

Dr Nicolaus Henke, Director, 
McKinsey & Company and Tom 
Kibasi, Associate Principal, 
McKinsey & Company
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Jennifer Dixon
The ingredients of 
integrated care 

The NHS is entering a period of 
severe financial restraint 
unprecedented in its history. 
This particular challenge is set 
because of the need to reduce 
the fiscal deficit across the wider 
economy. But there is a more 
fundamental reason: how to put 
the NHS on a more sustainable 
financial footing. In the UK we 
don’t yet have the US problem of 
per cent GDP spend on 
healthcare touching 18 per cent. 
But if effective reform is not 
made, the NHS will reach this 
figure at some point.

There is huge scope for 
efficiencies in hospitals, the 
largest source of costs. But given 
that much ill health in future will 
be in older frail people and those 
with multiple long term 
conditions, there is huge 
promise that better care for this 
group might prevent costly 
hospital care. For these 
individuals, there is greater 
scope for self management, 
more proactive tailored care and 
better coordination/integration 
of care among multiple 
providers. The question is how 
best to achieve that.

Several researchers have 
documented the ingredients of 
healthcare organisations that 

make integrated care a reality, 
such as US high performers 
Geisinger, Kaiser Permanente 
and Intermountain Health Care. 
They include: an enrolled 
population, emphasis on 
primary care, developed IT, 
clinical leadership, time to 
develop (years) and aligned 
financial and non-financial 
incentives across collaborating 
organisations. Examples of 
incentives include: capitated 
payment with gainsharing; 
regular peer review of clinical 
performance; and pay for 
performance incentives based 
on quality. 

These ingredients for success 
have spurred innovation but are 
likely to vary by site. Success is 
also likely to be heavily linked to 
the degree that these 
organisations can attract in 
clinicians with the right 
motivations and mission. What 
is not clear is the extent to which 
competition between integrated 
organisations (for patients and 
resources) is beneficial. Yet the 
evidence on savings made by 
integrated care initiatives in the 
peer reviewed literature is 
disappointingly mixed. 

In creating a high quality 
lower cost healthcare for those 
with multiple chronic needs for 
care, it is hard to see what better 
supply side route there is. 
Integrated care may not be the 
whole answer to the 
sustainability question, but a 
good part of it.

Dr Jennifer Dixon, Director, 
The Nuffield Trust

Dr Alfonso Bataller 
Vicent 
Integrated care, 
Valencia Region, 
Spain

The Valencia region of Spain 
leads the world in providing 
high quality, low cost, integrated 
care. A decade ago, prompted by 
troubled finances and 
operational inefficiency, the 
regional government took the 
bold decision to decentralise 
healthcare, promote patient 
choice – and to engage the 
private sector in healthcare 
delivery. Today, Valencia has 
per-capita costs for healthcare 
that are up to 25 per cent lower 
than comparable regions of 
Spain. 

Healthcare became the 
responsibility of 21 sub-regions, 
financed on a per-capita basis 
for all primary, community and 
routine secondary care (tertiary 
care is financed separately). 
Patients are empowered to 
choose where to receive their 
care – but if they leave the 
sub-region in which they live, 
they take their money with 
them. Furthermore, five 
sub-regions were handed over to 
the private sector to run as a 
concession – responsible for 
building and operating health 
infrastructure.  

As a consequence, there are 
strong incentives to 
simultaneously maintain access 
and reduce costs. If access is not 
maintained, then patients will 
simply switch to an alternative 
sub-region, taking their money 
with them as they vote with their 
feet. At the same time, with a 
fixed annual budget, the 
operators have a strong 
incentive to contain costs – they 
carry all the financial risk in the 
system. 

Given this framework, there 
are strong incentives for more 
integrated care. The sub-regions 
in Valencia offer proactive, 
convenient primary care 
precisely because prevention is 
both better and cheaper than 
cure. The operators have a 
strong incentive to keep people 
out of hospital, where the cost of 
care is, of course, much higher. 
At the same time, access must be 
maintained – or patients will 
end up being admitted with 
more advanced disease and 
consequently higher costs.

With low costs and high 
patient satisfaction, Valencia is 
leading the way in the provision 
of high quality integrated care.  

Dr Alfonso Bataller Vicent, 
Deputy Minister, Department of 
Health, Valencia, Spain

Disruptive innovation: 
Integrated care
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Dr Andrew Steeden
Integrated care 
pilot, North West 
London, England

Inspired by the achievements of 
integrated care internationally, 
and learning from their 
successes, later this month, the 
NHS’ largest integrated care 
pilot will launch in North West 
London (NWL). Initially 
covering a population of 
200,000 – and extending to 
750,000 lives covered during 
the year – the pilot will focus on 
improving care for the elderly 
(all those over 75 years of age) 
and adults with diabetes. These 
populations account for 9 per 
cent of the population in NWL 
but 28 per cent of the healthcare 
spend. 

If the pilot succeeds in 
meeting its goals, it will mean 
better quality care for patients, a 
richer, more rewarding and less 
frustrating professional 
experience for staff, and lower 
costs for the health system. 
Through better coordinated and 
more proactive care out of 
hospital, the pilot aims to reduce 
unnecessary attendances at A&E 
and emergency admissions. The 
pilot will be subject to a full and 
comprehensive evaluation.   

At the heart of the NWL 
model is the creation of 
Multi-Disciplinary Groups, 

comprising of professionals 
from primary care, community 
care, social care, mental health, 
and acute care. Each group 
covers a minimum of 30,000 
lives, and will work to an agreed 
framework – a single patient 
registry, stratification of patients 
by risk, agreed clinical protocols 
and care packages, the provision 
of integrated care plans, better 
coordinated care delivery, 
multi-disciplinary conferences 
to discuss the most complex 
cases, and performance review 
to ensure continuous 
improvement. 

The model has been 
developed by clinicians 
themselves, with providers 
coming together in an 
Integrated Management Board 
to oversee the pilot. They will 
work to both agreed clinical 
protocols as well as an agreed 
financial framework. The pilot 
has developed an innovative IT 
tool that will enable 
professionals to see an 
integrated view of a patient’s 
data from across settings, to 
create a care plan and ensure 
that it is followed. And through 
the multi-disciplinary group, the 
pilot will bring about a new 
accountability – to the 
population and the patient 
pathway, with representatives 
from all providers holding one 
another to account for fulfilling 
their mutual obligations.

There is now enormous 
momentum behind integrated 
care in NWL. Professionals 
speak with passion and 
conviction to see the changes 
successfully implemented so 
that patient care improves and 
resources are better deployed. 

For many, this has been a 
journey from fear, scepticism 
and resistance to change to 
passion, excitement and 
enthusiasm for what they can 
achieve and accomplish 
together.

Dr Andrew Steeden, Clinical 
Director, NHS North West 
London
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Dr Devi Prasad 
Shetty 
Narayana 
Hrudayalaya 
Hospital, India 

Narayana Hrudayalaya Hospital 
is one of the world’s leading 
cardiac centres. Its innovative 
model – operating at a scale not 
seen anywhere else in the world 
– means they are able to offer 
open-heart surgery for $2,000 
on average. This is 60 per cent 
lower than a typical Indian 
hospital, and significantly lower 
cost than any advanced health 
systems. 

How do they do it? At the 
heart of the model is process 
innovation: Narayana 
Hrudayalaya is a form of 
production specialisation – a 
“focused factory” that 
dramatically increases 
utilisation and so lowers costs. It 
is founded on the observation 
that scale economies can be 
achieved in healthcare, just as 
they are in other sectors of the 
economy. Not only are Narayana 
Hrudayalaya’s surgeons busier, 
the capital assets are used more 
productively too.  

The Narayana Hrudayalaya 
Hospital has 1,000 beds; 
adjacent to it is a 1,400 bed 
cancer centre; and a 300 bed eye 
hospital. All three facilities share 
common services, such as a 

blood bank and laboratories. In 
2008, the 42 surgeons in the 
cardiac centre performed over 
3,000 surgeries – a volume 
unheard of in healthcare 
providers in developed 
countries. 

As volume rises, so does 
quality. The huge volumes at 
Narayana Hrudayalaya Hospital 
mean that surgeons can become 
highly sub-specialised, repeating 
rarer procedures more 
commonly than their 
counterparts would in smaller 
facilities. The 30-day mortality 
rate stands at just 1.4 per cent 
for coronary artery bypass graft 
- significantly better than that of 
peer hospitals in India, and of 
many overseas.

Dr Devi Shetty, the founder 
of Narayana Hrudayalaya, has 
ambitions to expand the scale of 
his facilities over the next 
decade – rising to some 30,000 
beds by 2020. Last year, his 
hospitals accounted for 12 per 
cent of heart surgeries in India 
– with such significant 
ambitions for the future, that 
figure is only set to rise. 

Dr Devi Prasad Shetty, 
Chairman, Narayana 
Hrudayalaya Hospital, India

Disruptive innovation: 
New delivery models



Pedro Yrigoyen
Medicall Home, 
Mexico 

In the past twelve years, 
MedicallHome has answered 
some seven million calls from 
patients in need of triage and 
advice in Mexico. Today, over 
one million households 
subscribe to its service – all for 
$5 a month, paid over the phone 
bill, giving immediate access to 
those in need, 24 hours-a-day, 
365 days-a-year. The service 
receives 100,000 calls a month 
– indeed, its founders are 
experienced telemarketers and 
entrepreneurs, rather than 
healthcare professionals. 

On average, calls to Medicall 
are answered within just three 
seconds. After running through 
a triage protocol, patients’ 
health issues are either resolved 
there-and-then over the phone, 
referred to a care provider for 
further investigation, or are 
emergencies which are swiftly 
handed over to the appropriate 
authorities. Some 62 per cent of 
cases are resolved over the 
phone, meaning patients don’t 
have to pay to see a doctor or 
take time off work.

For patients that do need to 
see a physician, they are able to 
access Medicall’s network of 
6,000 accredited doctors and 
3,000 healthcare providers 

operating in 233 cities across 
Mexico, enjoying discounts 
ranging from 5-50 per cent 
(Mexico has one of the highest 
rates of out-of-pocket spending 
on healthcare in the OECD, with 
a significant proportion of the 
population without health 
insurance). In short, Medicall 
saves money for its patients.      

Medicall takes quality 
seriously: its call centre is always 
medically-supervised, and its 
triage protocols were developed 
by the world-famous Cleveland 
Clinic in the United States. All 
Medicall patients have an 
electronic medical record, 
meaning that continuity of care 
is assured. And, as their 
founders proudly state, in over 
ten years of operations and 
millions of calls, they have never 
faced any litigation. 

Now, Medicall is expanding 
north into the U.S., and 
introducing new services for 
chronic disease management, as 
well as enhancing the provider 
services through a new network 
of clinics. 

Pedro Yrigoyen, co-founder of 
MedicallHome, Mexico

Joanne Shaw 
NHS Direct, 
England

In the current economic climate, 
the challenge for the NHS is 
clear: to find innovative and 
cost-effective ways of providing 
healthcare, which respond to the 
specific needs and choices of 
patients and the public, whilst 
maintaining safety and 
improving health outcomes.  

Remotely delivered services 
help manage the pressures on 
already stretched primary and 
secondary healthcare by 
reducing avoidable demand on 
face-to-face services and by 
steering demand to the right 
setting at the right time.  They 
support patients to take greater 
control and exercise greater 
choice over their health and 
healthcare, and how they access 
services. They do so in ways 
which promote patient safety 
and support the achievement of 
high quality health outcomes.

Since its launch NHS Direct 
in 1998, NHS Direct has begun 
to demonstrate the value of 
remotely delivered healthcare to 
patients and the public, to the 
NHS and the wider social care 
system.  Our expertise in 
providing clinical care and 
services across a range of 
channels, through our virtual 
national network of call centres 

and home-workers, continues to 
attract worldwide interest.

NHS Direct uses telephone-
based care management, online 
services and telehealth 
technology to assess patients’ 
symptoms, provide self-care 
advice and help them to access 
appropriate urgent care.  We 
help people with long term 
conditions to manage their 
health better and we support 
patients to make choices about 
their care.

The fact that over eight 
million people a year use NHS 
Direct’s mobile and online 
health and symptom checkers 
compared to 4.5 million calls to 
NHS Direct’s 0845 4647 
telephone service demonstrates 
the increasing importance of the 
internet to our patients.  

NHS Direct will continue to 
play a leading role in supporting 
the wider NHS to exploit the full 
potential of multi-channel, 
remotely delivered clinical care, 
for the mutual benefit of local 
and national health economies 
and patients.  

Joanne Shaw, Chair,  
NHS Direct

Disruptive innovation: 
Technology based 
networks
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Dr Peter Carter OBE
Clinically-led and 
patient focused 
innovations

 
The NHS has been set a 
monumental challenge.  In 
England alone, health managers 
must find savings of 4 per cent of 
the total budget each year for 
four years.  No organisation as 
large as the NHS has ever been 
set such a task and the reality is 
that the NHS may be inefficient, 
but it is not that inefficient.  So, 
after rooting out wasteful 
spending and inefficient practice 
there will still be more to do.  

It is at this point that we are 
presented with two obvious 
choices. The first is that cuts are 
made to front line care and 
patient services, things that are 
already being seen across the 
UK. But with a population that is 
ageing and an explosion of 
people living with long term 
conditions, this hardly appears 
like the sensible, sustainable 
and, it must be said, moral way 
forward.

The second option, which the 
RCN favours, is that the NHS 
needs to adopt clinically-led and 
patient focused innovations; to 
realise that staff can be the 
solution - not the problem.  
Providing nursing staff, and all 
health workers, with the 
freedom and trust to change the 

way they provide care is crucial 
now and will be essential in the 
NHS that emerges from this 
financial crisis. 

It is important to note that 
innovations need not be 
significant changes to practice.  
An innovation can be the 
smallest alteration to the way 
things are done which makes 
them easier, quicker, and more 
efficient for staff and patients.  
These are not just warm words 
– we know it works.  

Marina Lupari, winner of the 
RCN Frontline First Innovations 
Award, worked on a redesign of 
community care for older people 
in their homes.  Her changes 
saved £400,000 in nine months.  
It is examples like this that need 
to be championed, understood, 
and rolled out across the UK.

Improving the way we do 
things, and investing in good 
ideas, will ensure that the NHS 
becomes a more efficient 
organisation in the years to come.

Dr Peter Carter OBE, Chief 
Executive and General 
Secretary, Royal College of 
Nursing

Dr Jane Collins
Hearts and minds 
and innovation in 
the NHS

 
Despite the efforts of 
organisations such as the NHS 
Institute for Innovation and 
Improvement, the Health 
Foundation and the Institute for 
Healthcare Improvement, there 
are still problems of spreading 
innovative practice across the 
NHS. Sustaining the changes 
from innovation is also a 
challenge because it has often 
been led by a single champion 
and/or in a single organisation. 
Either practice slips back to the 
“old way” or it survives in the 
single organisation where it 
started. 

A combination of 
transparency with league tables 
and the economic environment 
is changing this attitude. But 
they are not enough. To create 
an innovative environment and 
deliver innovation each 
organisation needs to create a 
story to encourage, drive and 
maintain the change. Since early 
2007 Great Ormond Street 
Hospital has used improvement 
methodology and learning from 
non-healthcare industries to 
deliver progress against our 
objectives Zero Harm, No Waits 
and No Waste. These objectives 
have gained traction because 

staff understand them in the 
context of working at Great 
Ormond Street Hospital as they 
come from children, their 
families and staff themselves. 
Significant change, both cultural 
and operational, has been made. 
Hearts and minds are as 
important as methodologies in 
delivering innovation in the 
NHS.    

Dr Jane Collins, Chief 
Executive, Great Ormond Street 
Hospital for Children NHS 
Trust

Alastair Dick
Turning Innovation 
into Reality

 
If modernisation could be 
achieved by brilliant and 
innovative thinking alone, it 
would happen everywhere in the 
NHS, routinely. There is no 
shortage of creativity among 
policy makers, clinicians and 
managers, but the double 
challenge has always been how 
to harness this to produce 
sustainable improvement across 
the complex structures and 
networks that deliver public 
healthcare in this country – and 
how to do so in a service which 
can never compromise on 
quality, or take time out to 
implement change gradually. 

For these reasons, although 

Innovative delivery  
in the NHS
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innovation within the NHS has 
never been more vital to its 
future success, delivering it 
remains difficult.

Health is an activity like no 
other, and the NHS has a unique 
ethos and culture which is central 
to its effectiveness. However, its 
leaders increasingly recognise 
that there may be lessons to be 
learned from other sectors. From 
more than four decades 
providing a very wide range of 
critical public services, including 
healthcare, Serco has derived 
three hard-won insights in the 
management of disruptive 
change in frontline 
organisations.

The first is to understand, 
before you start, the existing 
incentives and barriers to the 
specific reform in prospect.  
Grasp the underlying cultural 
and organisational realities, and 
you are in a good position to 
redesign structures that 
dismantle obstacles and 
encourage the right behaviours.  
A good example is 
mutualisation, which may help 
to engage key staff, while 
innovative joint venture 
arrangements can unlock the 
potential of vertical integration.  

Secondly, organisations often 
struggle to manage change 
because of their internal 
dynamics – so governance and 
accountabilities need to be 
re-examined, re-aligned, 
sometimes simplified, to reflect 
new priorities.

Finally, there is often a need 
for a catalyst.  Change requires 
focused leaders who can step 
away from day-to-day delivery 
and make the driving of 
innovation their fulltime job.  
Innovation carries risk.  So an 
external partner can facilitate 
change, by bearing the risk, while 
also bringing the bandwidth for 
implementation and acting as an 
honest broker when change 
brings tough choices.  

It is in this role that Serco 
looks forward to supporting 
agents of change across the NHS 
– bringing a depth of experience 
and capability to help innovation 
to happen.  

Alastair Dick, Managing 
Director, Serco Health

Peter Ellis
Effective medicines 
management

 
Admissions and readmissions 
rates in the NHS have been 
exacerbated by medicine errors, 
non-adherence and other 
failures. Effective medicines 
management could save patients 
and save the NHS time and 
money.

PharmaTrust UK Ltd 
improves pharmacy services 
through its MedCentre and 
MedHome technology that has 
the potential to make 
pharmacists and medicines 
available wherever and 
whenever patients require them. 
By enhancing the availability 
and reach of pharmacists, they 
can truly be the most accessible 
frontline healthcare 
professional.

The MedCentre is a complete, 
pharmacist controlled, point-of-
care medicines dispensing 
system. It can stock and 
dispense over 2,000 different 
medications. They are under the 
direct supervision of a 
pharmacist who can intervene at 
any point in the process. It 
ensures 24-hour access to 
medicines and pharmaceutical 
advice anywhere without the 
costs of traditional “bricks and 
mortar” pharmacies. 

The PharmaTrust system has 
been operating in Ontario, 
Canada, since 2008. The 
Canadian example has shown 
that there are many potential 
benefits to UK patients and the 
NHS. Pharmacists would focus 
on patient counselling and 
clinical tasks instead of 
dispensing, while specialty or 
foreign language pharmaceutical 
advice would always be 
available. Patients would be 
guaranteed full counselling by a 
pharmacist, including as a 
routine follow-up. A reduction 
of errors such as through 
contraindications would reduce 

emergency hospital admissions. 
Finally, new models for 
reimbursement for dispensing 
could be developed, which 
would get away from facility and 
script-based reimbursement.

Peter Ellis, Managing Director, 
PharmaTrust UK

Ali Parsa
Transforming the 
value equation

The imperative for healthcare 
reform is inescapable.  In any 
professional service, value is 
defined as quality relative to 
price. In healthcare, quality is 
defined as clinical outcome plus 
patient experience. This simple 
equation provides a tool to 
assess the value of UK 
healthcare. The conclusion is 
stark.  In little over ten years, the 
denominator of the equation – 
the cost of healthcare – has 
tripled, whilst the numerator 
- patient experience and clinical 
outcomes - has undoubtedly 
improved, but by nowhere near 
the same three times.  As such, 
the dispassionate economic 
truth is that we have seen a 
massive destruction of value in 
the largest sector of our 
economy. Few dispute that this 
trajectory is unsustainable. 

Much academic effort has 
been spent researching the 
drivers behind innovation that 
re-engineers unsustainable 
industries.  The conclusions are 
encouragingly simple. Study 
after study has shown that the 
vast majority of innovation 
comes from new entrants to a 
sector rather than incumbents, 
be they public or private. Think 
about the transformations that 
have taken place in the IT sector 
through a stream of new 
entrants.  Yahoo did not do what 
Google did.  Google did not do 
what Facebook did.  Facebook 
could not achieve what Twitter 
achieved.  Each new entrant has 

innovated to advance open 
source technology in a way that 
has revolutionised human 
interaction.

I will make a prediction: none 
of these established names will 
create the next big thing in IT. 
I’m confident making this 
prediction because history has 
shown one unfaltering truth 
about innovation: it does not 
happen because you ask 
incumbent organisations to 
become more innovative. 
Innovation happens because 
barriers to entry are removed. It 
happens when all sorts of people 
are encouraged to provide a 
whole variety of solutions, and 
where the best solutions can be 
adopted by unprejudiced 
recipients. 

The Coalition is at a 
crossroads with the current 
“pause” in their NHS reform 
programme.  They can choose to 
protect inefficient practices and 
providers, presuming that it is 
they and the investment already 
put into them that matter most.  
Or they can seize their moment, 
and empower many new 
entrants to deliver innovation 
that transforms the value 
equation in UK healthcare.  Our 
hope is that they choose the 
latter.  The country that 
pioneered the first blood 
transfusion, the first antibiotic 
and the first universal health 
service should still be a place 
where it is irresistible for the 
best talents to offer the boldest 
solutions.

Ali Parsa, Managing Partner, 
Circle 
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Reform
Join us in 2011
Reform is an independent, charitable, non-
party think tank whose mission is to set out a 
better way to deliver public services and 
economic prosperity. We believe that by 
liberalising the public sector, breaking 
monopoly and extending choice, high quality 
services can be made available to everyone. 

In 2011-12 our programme will continue to 
focus on public policy solutions to the 
deepening fiscal crisis and reform of public 
services to achieve value for money and 
better outcomes.

 

Zoe Howard,  
Fundraising Director,  
Reform

Comment on Reform

“Reform’s report sheds some much-needed light on the tax 
gap” 
Allister Heath, City A.M., 16 March 2011

“A key think tank”
The BBC Politics Show, 7 March 2011

“A leading think tank”
The Guardian, 17 February 2011

“The pro-market think tank Reform”
Nick Timmins, Financial Times, 16 February 2011

“Centre-right free marketeers with influence across the 
political divide”
Independent, 30 January 2011

“The influential, right-of-centre thinktank Reform”
Patrick Wintour, The Guardian, 15 October 2010

“Reform, a powerful independent think-tank” 
The Daily Telegraph, 18 August 2010

“Andrew Haldenby is one of the most eloquent critics of what 
he fears is the Coalition’s failure to take on what he calls the 
‘structural causes of inefficiency’” 
Benedict Brogan, The Daily Telegraph, 7 July 2010
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