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Written evidence

Written evidence from Miss Hazel Speed (PEX 02)

SOCIAL CARE

The Nicholson Challenge
— Carers being denied rightful pensions.

— Anomalies of the system.

— Inequality of rights between sick and healthy people who are also carers of family members.

Carers are being denied rightful pensions. This is being facilitated by (a) a carer is notified they will be due
a Carer’s Pension but (b) it is being transmuted across to Underlying Entitlement (stamp requirement for
pension) then (c) it must be due and payable either at the same time as a State Pension or after.

Who gives the right to transmute to a rose by another name, especially if the recipient already has earned
enough health stamps for a pension? Again why do pensions have to be in the order of receipt specified above.
The reason may follow next.

Anomalies of the system. If a carer is sick (on Incapacity Benefit), they are permitted to look after a relative,
especially if they live together, but because they already receive a benefit ie Incapacity Benefit, they cannot
receive weekly/monthly payment in funds for being a carer, as a healthy carer would receive. Also, if they
looked after anyone else whilst sick themselves, they would be considered, and labelled as being a benefit
cheat. Carers look after family members out of love, and that is relied upon by the State. So the scenario herein
this paragraph is a paradox of Cake and Eat it in favour of the State.

Inequality of rights. A healthy person can defer a pension (Occupational) to ensure it is payable at the same
time as a State Pension by delaying retirement until the two pensions are due simultaneously, but a sick person
is not allowed such a privilege. This must surely not only be a discriminatory disparity but a breach of human
rights. The Governments through legislation separate the two pensions (Occupational and State), thereby if an
Occupational pension becomes due and payable before the State Pension it is considered an earning and a
Carer’s Pension is thus forfeited. A Carer’s Pension would ensure free rent and Community Tax for life, free
legal aid, reduced electricity bills etc etc.

September 2012

Written evidence from Celesio UK (PEX 04)

1. Summary

1.1 Celesio UK believes more than ever, that there is a strong economic as well as practical case for directing
more services into pharmacy that, particularly in the current fiscal environment simply cannot be ignored
or underestimated.

1.2 We welcome the opportunity to submit written evidence to this inquiry by the Health Committee into
public expenditure.

1.3 Community pharmacists have been widely acknowledged as an under-utilised resource by Governments
for many years; however the contributions they could make are severely restricted by the present contractual
framework and variability in willingness from the wider NHS to engage with pharmacy effectively.

1.4 In order to address the funding gaps ahead, the NHS needs to look at ways of increasing productivity,
improving performance and delivering effectiveness and outcomes. This will be achieved through innovation
and service redesign, including the reassessment of contractual frameworks and collaboration across
professional boundaries and the sectors of primary and secondary care as well as social care.

1.5 As the most frequent touch point with the NHS, community pharmacy has the opportunity to support
the QIPP (Quality, Innovation, Productivity and Prevention) agenda by improving the health and wellbeing of
the millions of people that we come into contact with, optimising medicines use for those with long term
conditions or embarking on a new medicines regime and preventing people from developing serious and life
limiting illness.

1.6 Importantly, community pharmacy can also play a vital role in supporting self care and care at home,
helping people to stay independent and avoid hospitalisation, which should be seen as the last resort.

1.7 Health care needs to move away from transactional payment models for providers to a person-centred
approach, with all professionals involved being commissioned based on their contribution and the outcomes
they achieve as well as supporting collaboration.

1.8 To be effectively regarded as part of the infrastructure pharmacists must, as a priority gain access to
patient healthcare records to enhance patient care. The record should work across health and social care to
support integration.
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1.9 National commissioning frameworks for core services, such as public health and minor ailments should
be developed accompanied by tariffs to prevent duplication at local level and provide consistency in quality
and outcomes.

2. About Celesio UK

2.1 Celesio UK is a leading provider of integrated healthcare services to the NHS specialising in medicines,
pharmaceutical care and primary care patient services.

2.2 Our vision is a healthier world where more people can live life to the fullest and our mission is to
effectively, efficiently and passionately deliver innovative healthcare services that equip and inspire more
positive lives.

2.3 The Group comprises Lloydspharmacy, AAH Pharmaceuticals, Evolution Homecare, Wilkinsons
Healthcare, Dr Thom and Betterlife. Whilst other companies provide some of these services to the NHS,
Celesio UK is unique in our ability to offer the NHS an integrated package of medicine and patient care
related services which stretch from the manufacturers of medicines through to individual patients at community
pharmacies, in hospitals or at home.

Achieving the Nicholson Challenge

3. Managing assets effectively

3.1 Celesio UK believe that effective commissioning will be a rate determining step to delivering value for
money as well as health gain. Ensuring that the NHS delivers “joined-up” care and services and utilising the
most appropriate resource to increase capacity are also important. Input from a variety of healthcare
professionals will be important to drive integration and we support the inclusion of pharmacists on Clinical
Commissioning Groups and Health and Wellbeing Boards to ensure that best value can be achieved.

3.2 As the experts in medicines, and with unrivalled access to patients, we see community pharmacy playing
a significant role in patient care pathways, ensuring that good medicines optimisation delivers the desired
outcomes for patients and value for money for the NHS. Community pharmacy can play a considerable role
in preventing hospital readmissions by supporting medicines adherence.

3.3 One element of the current pharmacy contract supporting self care and well-being is the Medicines Use
Review (MUR). By offering an appraisal of a patient’s medicine, community pharmacists are able to help
people understand their treatment better, make recommendations and review adherence with the aim of
improving symptom control and quality of life. Improved medicines use ensures that NHS resources are
directed appropriately and effectively, reduces waste and can help to prevent unnecessary hospital admissions.
Medicines should be seen as an investment, rather than a cost, with pharmacists playing a critical role in
managing the asset.

3.4 Our research shows that by improving compliance to 85% for patients with the 5 most prevalent long
term conditions could realise over £1bn worth of savings for the NHS.

4. Redirection of activity to more cost effective resources

4.1 We have historically worked successfully with PCTs and colleagues in primary care to develop and
deliver local services to patients in areas of high importance to the NHS such as public health and prevention
as well as those that improve productivity, such as local minor ailments schemes.

4.2 We have identified the benefits of such schemes as improvement in patient access to advice and treatment,
reduction in unnecessary GP consultations, and allowing greater integration of pharmacists with other primary
care health professionals. In the new NHS landscape, we believe that appropriate utilisation of resources will
be important to the success of achieving outcomes, efficiency, quality and cost savings.

4.3 A report by the Bow Group1 suggested that “Enhanced Pharmacy Services” are an under-utilised
resource that can deliver innovative, cost-effective services to patients in a highly accessible manner, whilst
facilitating the NHS to achieve its QIPP objectives.

4.4 For example, it is estimated that some 57 million GP consultations each year involve minor ailments,
which could in most cases be dealt with in pharmacy. The average cost of a pharmacy consultation (£17.75)
relative to an average GP consultation (£32) is £14.25 less expensive. If all patients with minor ailments were
to receive pharmacy consultations, then over £812 million could potentially be saved from the NHS budget.

4.5 This equates to just over 4% of the Government’s pledged £20 billion target for efficiency savings in
this spending period.

4.6 The McKinsey Report2 states that only 88% of GP practices are able to typically provide appointments
within 48 hours, which would contrast with a walk in (and on demand) pharmacy service. It has been calculated
1 http://www.bowgroup.org/policy/delivering-enhanced-pharmacy-services-modern-nhs-improving-outcomes-public-health-and-

long
2 http://sut1.co.uk/clickthrough.php?iD=5&iItem=96172&iLink=29148431&strUnique_ID=0f3986853857d388ac259c43e7628a&

strUrl=http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_116521.pdf
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that 51.4 million GP appointments per year relate to a sole minor ailment, taking up an hour of each GP’s time
per day.

4.7 The McKinsey Report also notes that GPs on average spend only 49% of their working week on patient
contact time (reducing to less than 30% for weak performers). Without change, the proportion of patient facing
time will be squeezed further given the changing demographics, increase in the prevalence of long term
conditions and desire to redesign the delivery of healthcare to a community focus.

4.8 Government’s White Paper; Pharmacy in England: building on strengths—delivering the future,3

quantified the benefit of a pharmacy based Minor Ailments Service as over £3 billion over 10 years, assuming
a progressive shift of 50% of these 51.4 million appointments after three years.

4.9 The introduction of a national minor ailments service delivered by community pharmacy would deliver
better value for money and undoubtedly create additional capacity for GPs, who could then focus on the more
complex requirements being placed on them by patients, and support the direction of providing more healthcare
in the primary setting, diverting patients away from the more costly secondary care alternative.

5. Increasing productivity

5.1 The current pharmacy contract rewards volume. In this regard, pharmacy is not rewarded or incentivised
to improve patient healthcare or to support health outcomes. Due consideration should be given to reviewing
the current pharmacy contractual framework to support patient outcomes.

5.2 We suggest that a more direct funding mechanism could be employed to promote longer term patient
care and investment in quality service provision.

5.3 A Quality Outcome Framework (QOF) has been instrumental in driving changes in GP service provision
and could be used to drive targeted change across pharmacy. The development of measurable outcome
indicators could be the basis for a Pharmacy QOF, thus supporting greater integration and appropriate use of
limited resources.

5.4 To be effectively regarded as part of the primary care infrastructure pharmacists must as a priority gain
access to patient healthcare records to enhance patient care and realise productivity gains arising from a more
“joined-up” approach.

6. Improving collaboration and integrated working

6.1 It is clear in the current economic climate that a reduction in duplication and the utilisation of the most
appropriate resources are vital to the sustainability of public services moving forward.

6.2 Integration can go much further than across health and social care boundaries and “Place” based solutions
have had success in pilot areas across the country.

6.3 In working across a multi disciplined field such as health and social care it is important that contracts
and incentives are aligned so that collaboration is encouraged and that the most appropriate and cost effective
resource is utilised. Mutual definitions of success for providers will encourage cooperation where integration
is required.

7. Conclusion

7.1 At a time when the NHS is under extreme pressure from an ageing population, growing public health
concerns and long term condition management, a truly streamlined clinical pathway is paramount to helping
achieve a positive patient experience and deliver necessary efficiency savings.

7.2 We would welcome the opportunity to provide further information to the Health Committee about the
contribution that pharmacy delivers today and can provide in the future to achieve better value for the NHS.

October 2012

Written evidence from The Nuffield Trust (PEX 05)

Summary

1. We welcome the Health Committee’s return to this important topic. Economic modelling commissioned
from the Institute for Fiscal Studies suggests that after the next spending review the NHS should not expect
spending growth to return to the levels seen before the financial crisis or the long-run average. At best spending
may rise in line with growth in national income. Real and rapid productivity increases are therefore crucial.
Such increases are unprecedented and it is by no means guaranteed that the NHS will be able to deliver them.
We recommend several priorities be pursued.
3 http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_083815
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2. First are the incentive mechanisms built into the system of provider payment in the NHS (this includes
hospitals and GPs). It is vital that managers within the NHS have a clear understanding of what their costs are;
how they vary between trusts; and the extent to which payments match efficient costs, particularly as the Health
and Social Care Act 2012 seeks to introduce a more transparent system of payments and subsidy brokerage.

3. Second is the productivity and quality of primary health care, a neglected topic in the 2011–12 Operating
Framework. Locally there are reports of large cuts to local enhanced services (LES) contracts, many of which
appear to be ad hoc and cost driven. Primary care will be a key component of any drive to deliver more
coordinated care in the community and the identification of savings needs a careful, evidence led approach.

4. Third, The Trust Development Authority is responsible for getting NHS Trusts ready for Foundation
status. In seeking to place them on a sustainable the footing the key step is a proper understanding of why
these organisations are financially challenged. Careful analysis is required, even if they lead to
counterintuitive outcomes.

5. While Foundation Trusts have substantially increased their delivery of cost improvement plans, they still
remain below the estimated efficiency requirement. We share Monitor’s scepticism about CCGs proving more
successful at shifting activity out of hospitals than PCTs in their early years, and would query FTs’ optimistic
assumptions in this regard.

6. While Foundation Trusts have substantially increased their delivery of cost improvement plans, they still
remain below the estimated efficiency requirement. We share Monitor’s scepticism about CCGs proving more
successful at shifting activity out of hospitals than PCTs in their early years, and would query FTs’ optimistic
assumptions in this regard.

7. In addition to the £2 billion already set aside for social care, the Nuffield Trust has previously argued that
commissioners should use some of their under spends to protect and extend eligibility for social care services
and to support preventative work. However the evidence is not clear cut and it is therefore very important that
alongside short-term action of this kind, there is new analysis that increases our understanding of the potential
benefits and risks that shifting resources between health and social care might bring.

8. The Audit Commission’s analysis of the financial year shows that 2011–12 PCTs, SHAs and NHS Trusts
generated a combined surplus of £1.6 billion with an additional £0.4 billion surplus in NHS Foundation Trusts.
In additional there was a substantial amount of non-recurrent spending by PCTs (£1.6 billion).The Audit
Commission describes this as meaning that “the NHS has a war chest approaching £4 billion (4% of revenue)”.
Although this does not appear to have led to measurable lapses in quality, the reasons for these resources not
being spent, as well as future usage are unclear.

The plans being made by Nhs bodies to enable them to meet the Nicholson Challenge

9. The 2011–12 NHS Operating Framework set out a number of proposals intended to help the service save
£20 billion from revenue budgets. These included:

— giving the NHS an additional year to achieve the QIPP challenge—from 2014, to March 2015;

— cutting the NHS tariff by 1.5% in cash terms in 2011–12 compared with 2010–11;

— applying the same funding cut to services not covered by the tariff;

— limiting the number of bed-days funded for some procedures;

— extending the management costs reduction target to encompass “running costs”; and

— top-slicing funding from PCTs to cover the costs of transition, and requiring business cases for
this from April 2011.4

Several issues merit further scrutiny.

10. First is the growing importance of the incentives in the provider payment systems. The Audit
Commission’s 2010 More for Less 2009–10 report showed that that over the previous three years income from
non-tariff activity in NHS trusts grew by some 45 percent, significantly more than income from tariff based
activity.5 Collectively, this implied non tariff growth across acute trusts of about £4 billion. Further analysis
by the Audit Commission in 2011 led it to include that the non tariff growth had not been due to an obvious
increase in activity or costs, implying two possible causes.6

11. Either prices for non tariff services were higher than costs and commissioners had effectively used non
tariff income to cross subsidise their providers, or some non tariff costs were inbuilt into tariff activities and
these were showing rapid growth (for instance high cost drugs that would be excluded from PbR HRGs but
which would then be reimbursed by commissioners).
4 Department of Health (2010). The Operating Framework for the NHS in England 2011–12: http://www.dh.gov.uk/en/

Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_122738 [Accessed 14 October 2012]
5 Audit Commission (2010). More for Less? Are productivity and efficiency improving in the NHS?: http://www.audit-

commission.gov.uk/SiteCollectionDocuments/AuditCommissionReports/NationalStudies/20101216moreforless200910.pdf
[Accessed 14 October 2012]

6 Audit Commission (2011). More for less 2009–10: Further analysis on income from tariff and non tariff sources:
http://www.audit-commission.gov.uk/SiteCollectionDocuments/AuditCommissionReports/NationalStudies/20110421-
MoreforLessUpdate-tariff.pdf [Accessed 14th October 2012]
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12. In an attempt to curtail the growth of non tariff income the 2011–12 Operating Framework specified that
the 1.5% reduction to tariff must also apply to non-tariff services This was a very welcome development, but
improving efficiency and productivity in those services not covered by tariff must be a priority given the very
rapid growth in spending over recent years. A recent report by the Nuffield Trust investigating the use of
patient level information costing systems (PLICS) at one NHS trust also demonstrated the wide, and in some
cases consistent, variations between actual costs and tariff prices between HRGs. For example only 17% of
tariff-chargeable cases at the example hospital trust incurred costs within 10% of their tariff price, suggesting
scope for a much deeper understanding of costs within hospital trusts, which could mean savings both at a
micro and macro level.7

13. In the context of the Health and Social Care Act, which seeks to introduce a more transparent system of
payments and subsidy brokerage, it is important that there is much more clarity about the extent to which
payments match efficient costs and managers are able to measure and challenge variation in treatment costs
for ostensibly similar patients. Progress towards implementing PLICS throughout the NHS has been reasonably
good so far, although there are ways to both accelerate its take up and use the data more fully within Trusts.8

We also note that the increasing use of PLICS gives providers a major information advantage over
commissioners and recommend that Monitor should consider mandating data sharing between commissioners
and providers to ensure the integrity of the internal market.

14. Second, it is unrealistic to imagine that the overall efficiency challenge for the NHS can be met by acute
sector productivity improvement and management cost savings alone. The second-largest area of health spend
by commissioners is primary health care. Not only does it comprise 20% of health care purchased by PCTs in
2009–109 but the quality of primary care also has a strong influence on the rate of avoidable admissions and
acute hospital activity more generally.

15. However the Operating Framework said very little about productivity in this area. We note that the
Secretary of State’s July 2012 letter to the Doctors and Dentists’ Review Body (DDRB) hinted that further
“quality and efficiency gains” might also be needed of GPs this year. This is welcome, but it needs to be part
of a well thought out strategy. Locally there are reports of large cuts to LES contracts, but many of these appear
ad hoc and cost driven.10 Primary care will be a key component of any drive to deliver more coordinated care
in the community and the identification of savings needs a careful, evidence led approach.

Where changes are being proposed, and whether the NHS is succeeding in making efficiency gains rather
than cuts

16. A comprehensive answer is not possible at this stage. What is known is that the outturn for the NHS in
2011–12 was (without generating major obvious lapses in quality) £2 billion in unspent resource and almost
the same amount of non-recurrent spending. Much of the NHS under spend arises from DH and SHA
requirements for PCTs and providers to plan to under spend in year. It is important that the “saved” resources
are be ploughed back into service transformation and improvement initiatives. We are not clear how much of
the “war chest” described by the Audit Commission Treasury has agreed will be available for reinvestment
in 2012–13.11

17. As to the question of efficiency gains rather than cuts the absence of robust, publicly available
information about savings makes it difficult to judge. SHA “QIPP tracker” plans obtained by the Health Service
Journal under freedom of information legislation suggest that many regions are grappling with the service
transformation challenge.12 Redesigns to care pathways for long-term conditions commonly feature, however
few areas appear to be contemplating larger scale reconfigurations. The quality of this data has not been
validated, but the lack of large scale changes seems reasonable given the lack of explicit instructions in the
2011–12 Operating Framework to proceed with essential reconfiguration of services, in particular with regard
to hospitals.

18. The absence of planning around investment and major redesign is worrying. The QIPP timeline, as
explained by the David Nicholson, deliberately “front loaded” centrally enacted measures, with the emphasis
then expected to shift towards service transformation in the latter half of the spending review period once the
foundations had been laid. With wage growth across the economy currently low and unemployment high, the
NHS is not encountering significant recruitment and retention problems. However by 2015–16, the economy
is expected to be growing and the OBR forecasts that average earnings across the economy will be increasing
7 Nuffield Trust (2012). Patient-level costing: can it yield efficiency savings?: http://www.nuffieldtrust.org.uk/publications/patient-

level-costing-can-it-yield-efficiency-savings [Accessed 14 October 2012]
8 Department of Health (2011). Patient Level Costing and Information Systems (PLICS) Survey 2011 Summary of Results:

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_131161 [Accessed 14
October 2012]

9 Op cit 3
10 Pulse magazine (2011). “GPs hit by NHS cuts as LES funding falls by a fifth”: http://www.pulsetoday.co.uk/gps-hit-by-nhs-cuts-

as-les-funding-falls-by-a-fifth/12863683.article [Accessed 14 October 2012]
11 Audit Commission (2012). NHS Financial Year 2012–12: http://www.audit-commission.gov.uk/nationalstudies/health/

financialmanagement/Pages/nhsfinancialyear1112.aspx [Accessed 14 October 2012]
12 HSJ (2012). “Local schemes fall behind in NHS’s drive for efficiency”: http://www.hsj.co.uk/news/finance/local-schemes-fall-

behind-in-nhss-drive-for-efficiency/5048908.article [Accessed 14 October 2012]
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by 4.5%. Holding down public sector pay against this background would be very difficult, underlining the need
for real and rapid productivity growth in the interim.

19. This message is further reinforced by the economic modelling that we commissioned from the Institute
for Fiscal Studies, which suggested that after the next spending review the NHS may at best be able to
expect spending to rise in line with growth in national income substantially below the historic growth rates in
NHS funding.13

20. Progress against productivity targets also cannot be meaningfully judged without a clearer conception of
quality. As research by Professor Nick Black has shown, traditional measures of NHS productivity can be
problematic, with gains in evidence-based practice, patient outcomes, and patient experiences potentially
obscured.14 Conversely “top level” quality indicators can fail to track a decline in patient outcomes during
periods when crude productivity increases.

21. To fill this gap the Nuffield Trust has recently launched a new surveillance project with funding from
the Health Foundation. Our plan is develop credible sets of indicators to measure changes in efficiency and
quality (broadly defined as access, safety, equity, effective care, patient reported outcomes and experience.
These will be used to track change over time across areas within England and in comparison with other
countries internationally where possible. Such work will use existing sources of data, and may commission
new sources. Building on the Trust’s capacity to use complex information, we will bring new perspectives on
how the quality of care is changing within the NHS and we will also drill down into specific topics. Examples
of this include changes in the quality of primary/outpatient/community care by tracking rates of avoidable
admission. The work is at early stage, but we expect to be able to report initial findings to the Committee next
(calendar) year.

The prospects for the long-term viability of NHS Trusts and NHS Foundation Trusts given (a) the 2010
spending review settlement and (b) financial commitments incurred under the Private Finance Initiative

22. The latest financial data confirms the growing strength of the commissioning sector as risk is increasingly
transferred to providers through changes to the payment system.15 We agree that reducing avoidable
emergency admissions should be a core target for PCT clusters and GP commissioners. But for this work there
needs to be investment in admission avoidance schemes and careful cooperation between commissioners and
providers.16 FTN survey data showing commissioner apathy in this regard is therefore a concern.17

23. While Foundation Trusts have substantially increased their delivery of CIPs, they still remain below the
estimated efficiency requirement. We share Monitor’s scepticism about CCGs proving more successful at
shifting activity out of hospitals than PCTs in their early years, and would query FTs’ optimistic assumptions
in this regard.18 Rather, the evidence suggests that as the scope for further CIP savings declines providers will
need to continue to work hard with their commissioners, their clinical teams and each other to deliver strategic
measures including system reconfiguration and consolidation of suppliers to be in a strong position by 2015.19

24. On this latter point we wish to warn against the trend towards mergers as the automatic solution to an
organisation’s financial ills. The research evidence shows that scale does matter in health care—for both quality
and cost—but these benefits may not be continuous. For instance a recent Nuffield Trust evidence review
concluded that cost per case falls as a hospital’s size increases to 200 beds; remains roughly constant until
about 600 beds; above which diseconomies begin to appear.20 Many of the NHS Trusts contemplating merger
would result in organisations with 600 plus beds.

25. The studies reviewed by the Nuffield Trust did not examine quality and it may be that quality gains from
scale are sufficient to offset the increased cost. However economists at Bristol have raised further doubts about
the benefit of mergers. In a widely reported paper, Gaynor et al looked at the impact of the 102 NHS hospital
mergers which occurred between 1997 and 2006.21 Although admissions, staff numbers and beds fell by an
average of 11–12% a year, operating expenditure did not fall at the same rate and mergers did not stem the
13 IFS (2012). NHS and social care funding: the outlook to 2021–22: http://www.nuffieldtrust.org.uk/publications/future-NHS-

spending [Accessed 14 October 2012]
14 Prof Nick Black MD (2012). “Declining health-care productivity in England: the making of a myth”, The Lancet—24 March

2012 (Vol. 379, Issue 9821, Pages 1167–1169)
15 Op cit 8
16 Nuffield Trust (2011). NHS Reforms in England: Managing the Transition: http://www.nuffieldtrust.org.uk/sites/files/nuffield/

publication/NHS-reforms-in-England-managing-the-transition-Mar11.pdf [Accessed 14 October 2012]
17 FTN (2012). “FTN calls for more changes to 30 day hospital readmissions policy”: http://www.foundationtrustnetwork.org/news/

ftn-calls-for-more-changes-to-30-day-readmissions-policy/ [Accessed 14 October 2012]
18 Monitor (2012). Review of NHS foundation trusts’ annual plans (2012–13): http://www.monitor-nhsft.gov.uk/home/browse-

category/reports-nhs-foundation-trusts/reviews-nhs-foundation-trusts-annual-plans/review [Accessed 14th October 2012]
19 Nuffield Trust (2012). Can NHS hospitals do more with less?: http://www.nuffieldtrust.org.uk/publications/can-nhs-hospitals-do-

more-less [Accessed 14 October]
20 Ibid
21 Gaynor et al (2012). “Can governments do it better? Merger mania and hospital outcomes in the English NHS”. THE CENTRE

FOR MARKET AND PUBLIC ORGANISATION, Working Paper No. 12/281: http://www.fadelibrary.org.uk/wp/wp-content/
uploads/downloads/2012/01/Can-governments-do-it-better-Merger-mania-and-hospital-outcomes-in-the-English-NHS.pdf
[Accessed 14 October 2012]
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increasing size of hospital deficits. Crucially they found no significant improvement in productivity or quality
attributable to mergers and waiting times also rose.

26. The Trust Development Authority is responsible for getting NHS Trusts ready for Foundation status. In
seeking to place them on a sustainable the footing the key step is a proper understanding of why these
organisations are financially challenged. If it is because they are too small to be viable financially or clinically,
a merger may deliver better outcomes for patients and taxpayers. But if size is not the problem and the issue
lies in wider health economy problems, or transforming efficiency through clinical leadership then increasing
the size of the organisation is unlikely to deliver.

27. Careful analysis is required, even if it leads to counterintuitive results. For example we note the increasing
concern over the effect of PFI deals. However forthcoming research from the Nuffield Trust that analyses high
performing and poor performing health economies will suggest that other factors (particularly around resource
allocation) play a more important role in financial performance.22

The impact on the provision of adult social care of the 2010 spending review settlement

28. Overall local government spending on non-ring-fenced services (which includes social care but excludes
schools, fire and the police) is projected to fall by 14% in real terms by 2014–15.23 The Government has
attempted to mitigate this fall by directing additional funds towards social care, but it is unlikely to be enough.

29. With increasing productivity also unlikely to provide a solution, local authorities have systematically
been reducing access to care. In 2005–06, 62% of local authorities had restricted their eligibility threshold for
publicly funded social care to “substantial” or “critical” levels of need. In 2007–08, this had increased to 72%
(Commission for Social Care Inspection,24 and by 2011–12 to 82%.25 Between 2005 and 2010, the number
of working-age adults (18- to 64-year-olds) using social care services rose by almost 12%, but the number of
older people being supported fell by almost seven%.26

30. Pressure on funding may also be impacting on quality of the services themselves, although the evidence
is limited. Research funded by the Joseph Rowntree Foundation found that in most cases the fees paid by local
authorities to care homes are too low to achieve the National Minimum Standards of Quality.27

The impact on NHS plans of decisions currently being made by local authorities

31. There is growing evidence of a clear connection between the intensity and quality of social care and the
use of NHS services. Research has found that in parts of the country where local authorities’ spending on
social care per head for the over-65s is lower, there were more delayed discharges from NHS hospitals and
more emergency readmissions.28 However more work is needed to understand what types of social care lead
to a reduction in avoidable admissions and better outcomes for patients. For instance recent analysis by the
Nuffield Trust of data on users of health and social care found that residents of residential care homes had
fewer hospital admissions than their counterparts being cared for at home,29 a finding later confirmed in a
major study of social care at the end of life.30

The use of the additional funding for social care being made available through the NHS budget

32. It is not clear that the differential rate of growths between the NHS and social care has delivered the
most cost-effective mix of services, particularly for very elderly people with complex health and care needs
who receive support from both the NHS and social care providers. In addition to the £2 billion set aside for
social care the Nuffield Trust has argued that commissioners should use some of their under spends to protect
and extend eligibility and support preventative work, with a recommendation that transfers focus on social care
programmes that offer both potential benefit to service users and efficiency gains for health and social care.
22 Nuffield Trust (forthcoming) Health Economy Finance
23 House of Commons Health Committee (2012). Fourteenth Report of Session 2010–12, Social Care, HC 1583-II, Department of

Health, Ev 130. http://www.publications.parliament.uk/pa/cm201012/cmselect/cmhealth/1583/1583we02.htm [Accessed 14
October 2012]

24 Commission for Social Care Inspection (2008). Cutting the Cake Fairly: CSCI review of eligibility for social care:
http://www.cpa.org.uk/cpa/cutting_the_cake_fairly.pdf [Accessed 14 October 2012].

25 Association of Directors of Adult Social Services (2011). ADASS Budget Survey 2011: http://www.adass.org.uk/
index.php?option=com_content&view=article&id=732:adass-urges-government-to-include-findings-of-the-commission-on-the-
funding-of-care-and-support-in-its-review-of-nhs-legislation&catid=146:press-releases-2011&Itemid=447 [Accessed 14 October
2012]

26 Humphries R (2011). Social Care Funding and the NHS: An impending crisis?: http://www.kingsfund.org.uk/sites/files/kf/Social-
care-funding-and-the-NHS-crisis-Kings-Fund-March-2011.pdf [Accessed 14 October 2012]

27 Laing W (2008). Calculating the Costs of Efficient Care Homes. Joseph Rowntree Foundation:
www.jrf.org.uk/sites/files/jrf/2260.pdf [Accessed 14 October 2012]

28 Fernandez, J-L and Forder J (2008). “Consequences of local variations in social care on the performance of the acute health
care sector”, Applied Economics 40(12), 1503–1518.

29 Bardsley and others (2012). “Overlap of hospital use and social care in older people in England” J Health Serv Res Policy
jhsrp.2011.010171

30 Nuffield Trust (2012). Understanding patterns of health and social care at the end of life: www.nuffieldtrust.org.uk/publications/
health-social-care-end-life [Accessed 16 October]
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33. However, it must be emphasised that the evidence is not clear-cut: attempts to invest in enhanced,
preventative social services at the patient or community level have often not delivered the anticipated level of
savings.31 It is therefore very important that alongside short-term action of this kind, there is new analysis
that increases our understanding of the potential benefits and risks that shifting resources between health and
social care might bring. In particular the Department of Health may wish to consider a review of the optimal
balance between health and social care funding ahead of the next spending review.

October 2012

Written evidence from Association of the British Pharmaceutical Industry (PEX 06)

Executive Summary

The ABPI welcomes the opportunity to respond to the Health Select Committee inquiry into Public
Expenditure. This short submission highlights some of the many issues that influence the pharmaceutical
industry’s ability to support the delivery of the “Nicholson Challenge” and the improvement of NHS quality
and patient outcomes, through access to and uptake of its medicines.

— The cost of medicines in the UK is already low, and to view medicines in isolation—simply as
a cost pressure rather than an opportunity to improve patient outcomes, service quality and
support the care closer to home agenda—is a missed opportunity.

— There is greater scope to realise efficiencies through medicines optimisation, for which there
are now more opportunities than had been previously recognised, than simple cost cutting

— A lack of holistic financial management in the NHS leads to funding being allocated in silos.
Expenditure is reduced in one cost centre, only for a new pressure to arise elsewhere

— “Salami slicing” across the health system puts patient safety at risk. The NHS needs to co-
create better partnerships and methods to manage performance, to make efficiency savings
without reducing overall health spending.

About the ABPI

The ABPI represents large, medium and small research-based biopharmaceutical companies, leading an
exciting new era of biosciences in the UK. Our members are a major contributor to the economy of the UK,
and supply 90% of all medicines used by the NHS. Member companies are researching and developing over
two-thirds of the current medicines pipeline, ensuring that the UK remains at the forefront of helping patients
prevent and overcome diseases. They employ over 72,000 people, invest more than any other industrial sector
in Research and Development (R&D)—£12 million every day—and contribute £7 billion in trade surplus to
the UK economy.

The ABPI’s Response

Quality, Innovation, Productivity and Prevention challenge

1. The medicines cost and procurement workstream of the Quality, Innovation, Productivity and Prevention
(QIPP) agenda was led by the Department of Health, and, in an attempt to save 10–15% of the NHS medicines
bill (including the Pharmaceutical Price Regulation Scheme, or PPRS), it focused on:

— Clear guidance on the efficient use of medicines in primary care through the National
Prescribing Centre and review/expansion of existing Better Care Better Value indicators.

— Greater transparency and clarity to commissioners and prescribers on the cost of some
treatments—for example “specials”.

— Best practice tool on medicines management and additional support for Primary Care Trust
Prescribing advisers.

— Additional proposals to improve medicines waste and concordance.

2. The work continues to focus on releasing cash savings, although work earlier this year by NICE on key
therapeutic topics32 indicated a more evidence based approach to improving quality.

Current spending on medicines is already low

3. In 2011, total spend on medicines represented 9.6% of total UK NHS spend, 7.5% of which was on
branded medicines. This is 0.9% of Gross Domestic Product (GDP), compared to 1.7% in other European
countries, like Germany, Italy and France. Medicine prices are also lower in the UK than other countries, as
demonstrated by the table below.
31 Nuffield Trust (2011). An Evaluation of the Impact of Community-based Interventions on Hospital Use: A case study of eight

Partnership for Older People Projects (POPP): http://www.nuffieldtrust.org.uk/publications/evaluation-impact-community-
based-interventions-hospital-use [Accessed 14 October 2012]

32 http://www.npc.nhs.uk/qipp/resources/Key_therapeutic_topics_Medicines_Management_for_local_implementation_April_
2012.pdf
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BILATERAL COMPARISONS OF EX-MANUFACTURER PRICES33

Country Price indices
2010 indices

using five-year
average

2004 2005 2006 2007 2008 2009 2010 exchange rate

Australia — — — 94 94 126 139 106
Austria 94 96 94 96 111 125 117 107
Belgium 90 95 97 101 122 132 122 112
Finland 96 101 96 99 119 113 105 96
France 84 96 89 92 108 115 104 95
Germany 106 108 105 113 142 169 155 142
Ireland 99 103 105 112 134 144 133 122
Italy 78 84 78 83 101 120 113 103
Netherlands 92 95 94 99 115 — — —
Spain 80 84 85 88 109 118 106 97
Sweden — — 103 105 116 126 130 114
UK 100 100 100 100 100 100 100 100
USA 176 198 188 183 252 249 281 254

4. The NHS benefited from a £0.8 billion discount in branded medicines in 2011. Our research shows that
NHS spend on branded medicines is relatively flat, with an increase in generic products driving costs down.
The Office for Health Economics (OHE) projection for spend from 2011–15 indicates a 1.3% Compound
Annual Growth Rate (CAGR) increase in cash terms, ie a reduction, given the Treasury’s assumptions on
inflation being 2.5%.

5. From 2012–15, the loss of exclusivity (nine of the top 20 selling brands during 2012–15) will result in
£3.4 billion savings to the NHS and a £5.4 billion loss of revenue to the pharmaceutical industry.

6. The evidence suggests that the medicines bill in the UK is therefore already low, and that to view medicines
in isolation—simply as a cost pressure rather than an opportunity to improve patient outcomes, service quality
and support the care closer to home agenda—is a missed opportunity.

Medicine optimisation as opposed to cost cutting

7. Earlier strategies for medicines were dominated by managing costs downwards. However, we welcomed
the approach to medicines optimisation taken from 2010, led by the National Prescribing Centre34 that focuses
on medicines reconciliation, medicines reviews, reducing waste and benefits realisation through whole systems
commissioning and skills training.

8. There are now more opportunities for medicines optimisation than had been recognised previously, but a
major barrier to implementation is silo based funding and a focus on managing variation in spend, rather than
holistic budgeting. Reducing monies in a cost centre by the required 4% efficiency savings target (often far
higher in some Cost Improvement Plans (CIPs) in many health economies), only for a new cost pressure to
arise in another cost centre, is not conducive to holistic financial management.

9. QIPP trackers are usually Financial Information Management Systems (FIMs) reports35 and therefore
Primary Care Trust (PCT) cluster and SHA monitoring as part of central returns to the Department of Health
(DH) can restrict the ability to look at the impact of change across systems. A fresh approach to QIPP tracking
is needed and examples from both the industry and other parts of the private sector include gainshare, value
stream costing and a deeper look at Patient Level Information Costing36 (PLICS) in the provider sector, to
improve tariff design and reference costing in tandem with Monitor’s new role.

10. “Salami slicing” across the health system puts patient safety at risk. The NHS needs to co-create better
partnerships and methods to manage performance, to make efficiency savings without reducing overall health
spending.

Innovation, Health and Wealth

11. Innovation, Health and Wealth brought quality and innovation back onto the NHS agenda, with a
refreshing focus on patient outcomes and the contribution that the commercial sector can make to the nation’s
health and wealth.
33 http://www.dh.gov.uk/health/2012/02/pprs-11th-report/
34 http://www.keele.ac.uk/pharmacy/npcplus/npcplusworkshops/medicinesmanagementworkshops/
35 http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Managingyourorganisation/SBS/EfficiencyandEffectiveness/

index.htm
36 http://www.dh.gov.uk/health/2011/11/plics-survey-results/
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12. The industry can be a far more active partner in delivering QIPP by harnessing our strengths in training
and education (especially supporting the non-medical prescribing agenda), screening (identifying and treating
patients), clinical pathway optimisation, real world data, horizon scanning and pricing.

13. We would welcome a stronger focus on joint working initiatives, driven by the recent letters from David
Nicholson and Keith Ridge on NICE guidance and formularies, so we can help new commissioners deliver their
quality agenda. The Health Foundation’s work on the SHINE programme37 is a good step in the right direction.

14. The pharmaceutical industry uses the model of Value for Money (VFM) as part of its core business
model; we believe there are opportunities for industry to share this experience with the NHS. For example,
industry and NHS shared working in regards to the supply chain and operations management. Making the
clinical case for change also requires good data, and the industry has a strong track record in large scale data
collation, analysis and interpretation.

Architecture in the NHS

15. We have several concerns regarding the new architecture in the NHS:

(a) There has been a significant increase in transaction times, as purchasing decisions are spread
across a larger number of organisations. It is difficult for industry to allocate additional resource
to field based teams in order to develop relationships with new customers, when access and
uptake of medicines continues to be challenging.

(b) The focus of Clinical Commissioning Groups (CCGs) and Commissioning Support Units
(CSUs) is more on authorisation and less on medicines optimisation, managing demand and
service re-design. This risks becoming a distraction.

(c) There is variation in the maturity and understanding of new commissioners, leading to skills
and competency gaps. We are particularly concerned at health economies where the
commissioner delivers its QIPP target by placing it into standard national contracts (especially
for acute providers) with no commensurate and tandem work in re-design. Often budgets have
to be run in parallel over a period of time for changes to occur and financial pressures make
this difficult to achieve in practice.

(d) It is often assumed that pilots, case studies, or examples of best practice can be scaled up or
rolled out across the NHS, on the basis they will be equally as effective in different health
economies. Frequently, the NHS assumes that costs savings realised in one pilot, case study or
example can be applied across the NHS in the same way, realising the same cost savings.

(e) During the transition, implementing changes to clinical practice is difficult. Projected cash
releasing efficiency savings based on “spread” will need a focus on longer term outcomes—but
the NHS has a statutory duty to break even each year, and Foundation Trusts have to generate
a surplus as part of their terms of authorisation. A new look at financial and costing systems is
needed to allow organisations to budget for the long-term, rather than the year-end.

(f) Linked to the previous point, we are concerned at the loss of capacity and corporate memory
in quality, with the dissolution of the National Patient Safety Agency (NPSA), an uncertain
future for the NHS Institute and downsizing of expertise in clinical networks. This reduces the
ability of the NHS to increase the scale and pace of change at a crucial time and we would
therefore encourage the NHS Commissioning Board to view the industry as an untapped
resource, and to make better use of our knowledge, insights and skills.

October 2012

Written evidence from the Chartered Society of Physiotherapy (PEX 07)

Summary of Main Points
— The CSP welcomes the opportunity to submit evidence and information to the 2012 Health Select

Committee Inquiry into Public Expenditure.

— The CSP is the professional, educational and trade union body for the UK’s 51,000 chartered
physiotherapists, physiotherapy students and support workers.

— Physiotherapy has been proven to be clinically and cost effective. Significant savings could be
achieved each year if physiotherapy and other sickness prevention and treatment programmes were
utilised for patients, the workforce and those most at risk of injuries and falls.

— Early intervention physiotherapy is vital for preventing musculoskeletal disorders (MSDs) becoming
chronic. The cost to the public purse would be greatly reduced if timely physiotherapy interventions
were employed.

— NHS finances would be healthier if the recommendations of the Boorman review38 were fully

37 http://www.health.org.uk/areas-of-work/programmes/shine-twelve/
38 Boorman S. NHS health and well-being review: interim report. London: Department of Health; 2009

www.nhshealthandwellbeing.org/pdfs/NHS%20Staff%20H&WB%20Review%20Final%20Report%20VFinal%2020–11–09.pdf
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implemented. Dr Boorman suggested savings of £555 million a year could be made by reducing
staff sickness absence in the NHS, particularly through providing early intervention and the right to
self-refer for staff suffering with MSDs.

— Self-referral to physiotherapy for patients has a key role to play in reducing the cost burden of MSDs
and long term conditions.39 It can speed up access to services for patients, avoid conditions
becoming chronic and prevent unnecessary hospital admissions. It can empower patients to manage
their own health conditions and save GP consultation time and costs.

— The CSP is concerned about the scale of the extension of choice of provider in the NHS and the risk
this presents in terms of fragmentation of care for patients. We fear this will lead to a “postcode
lottery” of services, poorer clinical outcomes for patients, and be more costly to operate.

1. The plans being made by NHS bodies to enable them to meet the Nicholson Challenge

1.1 The CSP is concerned that the NHS is being asked to find efficiency savings of £20 billion pounds by
2015, and that this is already having a negative impact on patient care. There are clear indications that further
significant efficiency savings will be required after 2015.

1.2 Patient self-referral to physiotherapy has been proven to be cost effective and particularly beneficial for
patients with both acute and long term conditions, who understand their own healthcare needs and are able to
identify when they need access to further physiotherapy treatment.

1.3 Self referral can be empowering for patients with a range of conditions, including longer term
neurological conditions, such as stroke, MS or Parkinson’s disease, women’s health issues as well as
musculoskeletal conditions.

1.4 Self-referral is currently available throughout the independent sector and private practices, however it is
only available in around 50% of NHS physiotherapy departments.40

1.5 NHS Evidence has included self-referral to physiotherapy for musculoskeletal conditions in QIPP,41

based on evidence of its ability to improve quality and productivity. The CSP would urge a greater roll out of
patient self-referral to physiotherapy across England, as it has proved successful in increasing timely access to
physiotherapy services, improving outcomes for patients through early intervention and ultimately preventing
onward referral to specialists in secondary care.42

1.6 The CSP report Sickness Costs43 highlights the potential savings that could be achieved through early
intervention physiotherapy. Time taken off sick from work due to a musculoskeletal disorder is estimated to
cost society around £7.4 billion a year.44 Employers also lose up to £15 billion a year through presenteeism,
when staff attend work but are unable to perform to their full potential because of illness or injury.45

1.7 Keeping healthcare workers well and in work can save the NHS vast sums of money, and early
intervention physiotherapy has been proven to deliver savings. The West Suffolk hospital trust, Bury St
Edmunds, was commended in the Boorman report46 for having cut costs by £170,000 through referring staff
to a local physiotherapy service. With an outlay of just £21,000 the trust achieved a 40% reduction in lost days
through sickness absence.

1.8 Physiotherapists have a critical role to play in supporting patients in acute care and during the transition
from hospital back into the community. When effectively managed, early supported discharge (ESD) can
improve outcomes for patients by reducing their dependency on acute services whilst releasing hospital beds
earlier.

1.9 Physiotherapists frequently work in GP practices and already have the skills to take on some of the GPs’
current work, in areas such as musculoskeletal conditions, rehabilitation for people with long term conditions
such as COPD and stroke and care of the frail elderly.
39 http://www.improvement.nhs.uk/qipp/tabid/136/Default.aspx
40 Jones, R Jenkings, F (2011). “A survey of NHS Physiotherapy Waiting times and musculoskeletal workload in England

2009–2010 report”, Chartered Society of Physiotherapy, London
41 NHS Evidence (2012). Musculoskeletal physiotherapy: patient self-referral http://arms.evidence.nhs.uk/resources/qipp/29492/

attachment
42 Department of Health (2008). Self-referral pilots to musculoskeletal physiotherapy and the implications for improving access to

other AHP services. DH; London.
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_089516

43 The Chartered Society of Physiotherapy Sickness Costs: How healthy is the UK workforce? London: The Chartered Society of
Physiotherapy; 2010.
http://www.csp.org.uk/sites/files/csp/secure/csp_sickness_costs.pdf

44 Work Foundation Fit for Work The Work Foundation, 2007, London
http://www.theworkfoundation.com/research/publications/publicationdetail.aspx?oItemId=44&parentPageID=102&PubType=

45 Sainsbury Centre for Mental Health (2007). Mental health at work: developing the business case
46 Boorman S. NHS health and well-being review: interim report. London: Department of Health; 2009

www.nhshealthandwellbeing.org/pdfs/NHS%20Staff%20H&WB%20Review%20Final%20Report%20VFinal%2020–11–09.pdf
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1.10 Physiotherapy-led fragility fractures and falls prevention programmes targeting older people can
significantly reduce hospital admissions and costs. Each hip fracture avoided saves approximately £10,000.47

1.11 In July 2012, it was announced that physiotherapists would be given independent prescribing rights,48

a move which will allow them to manage a range of referrals and relieve the unnecessary burden placed on
doctors to write prescriptions on their behalf.

2. Where changes are being proposed, and whether the NHS is succeeding in making efficiency gains rather
than cuts

2.1 The CSP is concerned that the savings NHS departments have been asked to make are having a negative
impact on staff who face significantly increased workloads and pressure. We are receiving growing reports of
posts being frozen or left unfilled when vacant as a means of making short-term savings.

2.2 The CSP is hearing a growing number of reports from members of the “rationing” of services and
treatments in areas where the Any Qualified Provider (AQP) model is being used, for example, In Kent, no re-
referral to physiotherapy is permitted within six months of initial referral irrespective of patient need.

2.3 Competition between healthcare providers can be hazardous to patient care. The CSP is concerned that
where service providers are now competing with each other for patients, innovations in care and best practice
examples may be lost.

2.4 For patients with long-term conditions, such as stroke, Parkinson’s disease or multiple sclerosis, it is
vital that care is delivered through integrated pathways across primary, acute and social care. The AQP model
of commissioning is likely to fragment integrated care pathways, meaning those patients will lose out on
integrated services, particularly when moving from acute to community care.

2.5 The CSP has anecdotal evidence that private companies are choosing to take on the easier cases and
those which are seen to be most profitable, leaving the NHS to manage the most complicated or longer
term cases.

2.6 The CSP has some anecdotal evidence that access to broad-based rotations for students and newly
qualified physiotherapists is being reduced. These enable a practitioner to develop skills in a wide variety of
clinical settings, support training and give opportunities for subsequent progression to advanced and specialist
roles. They help to ensure a future physiotherapy workforce with the necessary transferable skills and flexibility
to be able to adapt to changes in health care provision.

2.7 Any increase in patient choice must be supported by clear and accessible mechanisms for patients, the
public and healthcare professionals to effectively challenge decisions taken by commissioners to ensure they
are evidence-based and result in an improvement in the quality of services, and local health outcomes.

2.8 The CSP is concerned as to how the funding arrangements would work for self-referral to physiotherapy
with the introduction of the Any Qualified provider model of commissioning.

3. The cost of the continuing reorganisation of NHS structures in line with the provisions of the Health and
Social Care Act 2012

3.1 During the passage of the Health and Social Care Bill through Parliament, the CSP repeatedly expressed
serious concerns about the speed and scope of structural change planned for the NHS. The Society remains
deeply concerned about the impact of the changes on the quality of patient care and the sustainability of
NHS services.

3.2 The CSP feels there should be no more structural re-organisation of the NHS. The extra costs of structural
reorganisation (estimated at up to £1.45 billion in the case of the current changes to the NHS49) mean vital
funds will be diverted away from frontline services and the delivery of excellent patient care.

3.3 The CSP is very concerned that patient pathways will become fragmented with the introduction of more
competition in health services. We are already hearing anecdotal evidence of the damaging results of
competition in areas where best practice and integration of services had formerly thrived. To deliver positive
patient outcomes, integrated care pathways must exist and enforced competition will make it more difficult for
staff to work across organisational boundaries and collaboratively in multi-disciplinary teams.

4. The prospects for the long-term viability of NHS Trusts and NHS Foundation Trusts given (a) the 2010
spending review settlement and (b) financial commitments incurred under the Private Finance Initiative

4.1 In June the South London Healthcare Trust became the first to be put into administration because of its
£65 million deficit of which £21 million is thought to be accounted for by its PFI debts. This example has
highlighted the unaffordable nature of many PFI projects and has left patients and staff uncertain about what
47 Chartered Society of Physiotherapy, Physiotherapy Works: Fragility Fractures and Falls, 2011. http://www.csp.org.uk/

professional-union/practice/evidence-base/physiotherapy-works/physiotherapy-works-fragility-fracture
48 Chartered Society of Physiotherapy, 2012. http://www.csp.org.uk/professional-union/professionalism/prescribing
49 Department of Health (2011). Health and Social Care Bill 2011: combined impact assessments. DH; London.

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsLegislation/DH_123583
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will happen to services and jobs. The CSP understands that auditors are being sent into six other NHS trusts
on the brink of bankruptcy due to PFI contracts. This case also supports the CSP’s and other health unions’
calls for an unsustainable provider regime to be established as quickly as possible.

5. The impact on the provision of adult social care of the 2010 spending review settlement

5.1 The extra funding support service reform is welcomed. However, while speed of change is clearly
necessary, care needs to be taken to ensure the significant savings still being required of Local Authorities do
not cancel out the benefits of additional funding.

5.2 Significant and sustained resource reallocation is needed to ensure the necessary prevention and early
intervention services are in place to stop people reaching a crisis point and requiring a hospital admission. It
will take several years for the balance to shift and the number of patients reaching crisis point to reduce.

5.3 Poor information provision can widen health inequalities. In lower socio-economic areas there are
significant barriers to people feeling empowered and getting involved in shared decision making, including
language barriers and lack of access to IT services.

6. The impact on NHS plans of decisions currently being made by local authorities

6.1 The CSP would like to see directors of Public Health given clearer responsibility for ensuring strategic
plans join up with appropriate health agencies to ensure that care pathways are logical and accessible to
service users.

7. The ability of local authorities to make the necessary efficiency savings

7.1 The CSP is concerned that the number of ring fenced budgets has shrunk. We are concerned that money
will not be adequately ring fenced for public health-related initiatives, but may be swallowed by local authority
base budgets.

8. The use of the additional funding for social care made available through the NHS budget

8.1 The CSP welcomes the additional funding for social care services, however, we have concerns around
the continued need to make financial savings and the introduction of competition within the health sector. We
fear these could have a negative impact—despite the funding—on partnership working and integration, unless
strong guidance is given.

8.2 To achieve the outcome of breaking down long-standing barriers between health and social care, guidance
must be issued to ensure:

— Joint commissioning around long term conditions and complex disability.

— Integration of budgets to facilitate provision of seamless services.

— Appropriate involvement of clinical leaders—including physiotherapists and other Allied Health
professionals—particularly when developing local Joint Strategic Needs Assessments and
Health and Wellbeing Strategies.

9. Progress on making efficiencies through the integration of health and social care services

9.1 Physiotherapists are ideally placed to lead on the integration of health and social care at a local level as
they work across healthcare sectors and along the whole patient pathway.

9.2 Physiotherapists work with patients at all life stages and are experts in the prevention and management
of long term conditions, rehabilitation, occupational health and mental health.

9.3 Physiotherapists should be consulted during planning and commissioning processes, particularly with
regard to the development of appropriate Joint Strategic Needs Assessments, to effectively deliver real long
term improvements in the health of the local communities they work with.

9.4 Physiotherapists are experts at recognising in their patients any risk factors or social determinants of
preventable diseases. They address these through providing evidence-based advice and behavioural change
interventions and signposting onto appropriate services. Their work will be crucial in ensuring people in the
community at risk of reaching crisis point are identified early, and support systems put in place, to prevent
hospitals admissions and avoidable falls and injuries.

9.5 Physiotherapists are ideally placed to deliver on the Government’s agenda for preventing illness, injury
and disease through their work in public health education. They are experts in prescribing and implementing
therapeutic exercise programmes at an individual or group level and lead exercise and education classes for
people who have been diagnosed with or who are at risk of developing chronic diseases.
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9.6 Health and social care services can make efficiencies through investing in physiotherapy services,
utilising the key skills of physiotherapists in keeping the nation healthy, able and independent.

October 2012

Written evidence from European Medicines Group (PEX 09)

1. The European Medicines Group

1.1 The European Medicines Group (EMG) was launched over ten years ago to enable European companies
to give their perspective on UK health policy, both directly to policy makers and influencers. EMG currently
has 15 members: research-driven pharmaceutical companies headquartered in Continental Europe which
develop and supply prescription medicines to the NHS. Together the EMG forms a multi-lingual group of
companies that employs over 13,000 people in the UK and invests more than £500 million pounds in research
and development in the UK every year. Collectively we provide in the region of £3.2 billion in sales to the
NHS, representing over 20% of the total NHS drugs budget. Although the EMG operates independently from
the ABPI, we work as a constructive partner and many, but not all, of our members are also ABPI members.

2. Current Status of Medicines Expenditure

2.1 It is a myth that NHS medicines expenditure is high. In 2011, total spend on medicines represented 9.5%
of total NHS spend, while branded medicines represented 7.5% (or 0.9% of GDP compared to an average of
1.7% for Germany, Italy, Spain USA, France and Japan). Despite an aging population and greater demands for
healthcare, the total UK NHS spend on branded medicines increased by 2.4% in 2011 compared to 2010. This
low growth is expected to continue and is estimated by the research-based pharmaceutical industry to be 1.3%
compound annual growth rate (CAGR) between 2011 and 2015.50

2.2 The UK has a highly efficient generics market resulting in large savings each year as medicines go off
patent and lose their exclusivity. Loss of exclusivity on branded medicines is projected to yield over £3.4
billion of cumulative savings to the NHS between 2012 and 2015,51 because of rapid switch of many major
brands to generic medicines. We recognise that in financially straitened times it would be tempting to “pocket”
these savings. However, reinvestment in innovative medicines which can produce efficiencies along the whole
care pathway is a way to both improve patient outcomes and contain costs.

2.3 A joint analysis by the Department of Health and the ABPI has revealed that UK medicines prices are
amongst the lowest in Europe. Adoption of new medicines by the NHS continues to be lower and slower than
comparable markets in Europe.

3. Medicines and the Nicholson Challenge

3.1 Medicines are an essential part of the delivery of high quality NHS care. The appropriate use of modern
medicines will play an important part in delivering the outcomes that the NHS wishes to achieve and the length
and quality of life that patients wish to enjoy. New UK medicines are subject to robust health economic/cost-
effectiveness analyses, thereby making medicines one of, if not the, most evidence-based element of total NHS
expenditure. Similar levels of systematic assessment of value are not deployed across all aspects of the NHS.

3.2 The EMG recognises that in addressing the Nicholson Challenge the NHS must consider all areas of
expenditure and judge how efficiencies can best be delivered. The membership of the EMG recognises that the
medicines budget is largely viewed as a discrete and easily identifiable area of expenditure and, therefore,
medicines can often be amongst the first budget areas considered for cuts.

3.3 However, we believe this is short-sighted and in fact that greater (and more appropriate) use of medicines
can help to achieve the Nicholson challenge rather than work against it. The use of medicines holistically along
the patient pathway, for example earlier and more proactive intervention in primary care for long term
conditions in order to delay or prevent later costly complications and hospital visits, can improve both quality
and productivity of care by keeping patients out of hospital. Optimising use of medicines to maximise
efficiencies could in fact mean using more of them alongside decommissioning of outdated technologies and
services. However, in reality short term approaches to cost containment (especially at local level) of the
medicines budget can be put in place, which inadvertently have a negative impact on patient care and on
overall productivity of the system. This when coupled with managing the challenges inherent in addressing
established custom in some working practices can result in potential efficiencies not being realised.

3.4 The Nicholson Challenge and the work being undertaken through the Quality, Innovation, Productivity
and Prevention (QIPP) programme should therefore be aimed at improving efficiency, including the
decommissioning of less effective interventions. Maximising value in the system through the use of medicines
is recognised by the new medicines optimisation agenda. Good practice approaches to efficient medicines
optimisation need to be embedded into the NHS, particularly at a time when so many organisations are
reviewing their structures and processes.
50 Source: UK NHS Medicines Bill Projection 2012–15. Office of Health Economics
51 Ibid
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3.5 The NHS at both national and local level needs work with the pharmaceutical industry to optimise the
appropriate use of medicines and bring best value to patients.

3.6 It is our belief that there are clear areas for improvement in the use of medicines which will support
delivery of the efficiency gains necessary for meeting the rising demands for care without compromising on
quality or patient outcomes. Efficient medicines optimisation will enable the NHS to evaluate the contribution
of individual medicines in generating improved outcomes and efficiencies along the whole patient pathway and
lead to better use of public money.

We are grateful for the opportunity to put forward our perspective and would be happy to comment further on
any of the points raised above.

October 2012

Written evidence from Deltex Medical (PEX 10)

About Deltex Medical and CardioQ-ODM
— Deltex Medical is a British medical technology company that has pioneered the intra-operative fluid

management technology—Oesophageal Doppler Monitoring (ODM). The innovative CardioQ-ODM
enables clinicians to accurately and safely measure and optimise blood flow around the body during
surgery and critical care.

— It is a minimally invasive technology which can reduce the mortality rates for elective procedures,
improve the quality of care for more than 800,000 patients a year, and save on average two bed days
and more than £1,000 for every relevant surgical patient. However, despite the clear evidence base,
uptake of ODM remains at less than 4% of relevant NHS operations.

Summary
— There is recognition that the adoption of innovation and medical technologies can help realise

necessary efficiencies.

— Oesophageal Doppler Monitoring technology adopted at pace and scale as per NICE Guidance could
save the NHS £900 million per year—this is by far the highest single potential saving ever identified
by NICE.

— The uptake programme promised by Innovation, Health and Wealth is already a year late, and the
number of patients identified to benefit from the technology is less than 10% of the NICE figure.

— Some NHS Trusts are diluting their own adoption ambition in line with the central uptake programme
reducing the scope for efficiencies.

— Other fluid management technologies that do not have the same benefits as ODM are being promoted
through the QIPP initiative which is further diluting available savings.

— The ambition contained in the initial Innovation, Health and Wealth commitment around the pace of
the ODM implementation programme and the number of patients who might benefit should be
realised.

1. Introduction

1.1 Deltex Medical welcomes the opportunity to provide evidence to the Committee’s inquiry into Public
Expenditure and NHS efficiency savings. We hope the Committee will look carefully at the contribution
innovative medical technologies can play in helping the NHS realise efficiencies and meet the Nicholson
challenge.

1.2 It is worth noting that we believe that Ministers and the leadership team within the Department of Health
(DH) are aware of many of these benefits as outlined in the Innovation Health and Wealth (IHW) report. Unless
innovations are spread throughout the service—rather than the occasional model of best practice—the system
changes required to make the required improvements in outcomes and productivity are unlikely to occur. This
is something the Committee also recognised in its earlier reports on this subject.

1.3 In particular, IHW mandated the adoption of six new modalities by the NHS. One of these was the use
of Intra-Operative Fluid Management Technologies (IOFM). A key action from the report was an NHS uptake
programme for fluid management technologies with specific reference to ODM.

1.4 This submission will look at the implementation of this action contained in IHW, and how NHS bodies
are progressing in the interpretation and adoption of other initiatives designed to help achieve efficiencies.
These will contain references to the uptake of ODM technologies.

2. Innovation, Health and Wealth

2.1 IHW promised a national drive to get full implementation of ODM across the NHS and that they would
launch this uptake programme within three months of the report’s publication on 5 December 2011. This
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programme has yet to begin. However, Ministers recently confirmed that a “Task and Finish Group” has been
established which comprises of representatives from the DH, NICE, industry, commissioners, providers and
NHS clinicians and management communities to implement this recommendation.

2.2 While it is good that this Group has come together, they have established a new timeline designed around
the surgical procedures that might benefit from IOFM, and recommended this will start in the financial year
2013–14. This means that the timing for this has slipped by a full year. This delay has prevented the NHS
from realising significant cost savings for every relevant surgical procedure.

2.3 As well as the pace of adoption, it has also become apparent that there has been dilution around the
scale of adoption and in efficiencies NHS bodies could achieve. IHW noted that over 800,000 patients could
benefit from IOFM which matches the NICE Technology Appraisal of the technology. Adoption across the
NHS in line with NICE guidance at pace and scale could save the service £900 million each year. This is a
significant proportion of the savings required through the Nicholson challenge. However, the Technology
Adoption Pack (TAP) published to support the implementation programme identified just 77,560 patients a
year—less than 10% of the number identified by NICE.

2.4 This reduction in scale would mean, by the third anniversary of NICE’s guidance, that three-quarters of
a million people each year could still be subjected to avoidable complications as a result of low fluid
management uptake and the considerable opportunities for cost saving missed.

2.5 There is evidence that a number of NHS Trusts were starting to adopt ODM in line with NICE Guidance.
The effect of IHW has been to actually slow down the adoption by these providers as they defer to minimum
standard set by TAP and the implementation programme. This is exactly the opposite effect the authors of
IHW intended and means efficiencies are not realised.

2.6 Short term cost savings through reducing tariffs or tightening procurement tenders will not deliver the
year-on-year savings required by the Nicholson Challenge. Innovation and ambition around service delivery
change and technology adoption will be crucial. ODM technology could play a crucial part in this. The original
ambition published in IHW around an uptake programme for the use of ODM needs to be re-established.

3. QIPP

3.1 Like IHW, success of the QIPP initiative is crucial as a means of achieving the goals of the Nicholson
Challenge. QIPP should be a tool for the rest of the NHS to learn from pockets of excellence that exist in parts
of the service. It could lead to the reduction in clinical outcome variation and improved efficiency and
productivity. However, much like IHW, we feel the initiative has been diluted and there are too many examples
where QIPP has simply been used to justify procurement decisions that limit patient choice and access to the
most clinically appropriate technologies.

3.2 The QIPP proven case study assessing ODM (Cardio-Q in particular) demonstrated that use of ODM
significantly reduced length of stay, particularly among patients undergoing major or high risk surgery and the
cost savings where consistent with the NICE Technology Evaluation of the technology.

3.3 However, again like IHW, the QIPP initiative has also promoted other sub-optimal fluid management
technologies in addition to ODM. This despite the fact they were not used in the QIPP proven case study, have
never been subject to any meaningful clinical trials, have not been through a NICE Technology appraisal
process or been shown to deliver the cost savings required.

3.4 Treating a number of technologies as if they were similar to ODM risks causing confusion in the NHS
and facilitates the use of, and awards CQUIN payments for, technologies that have not been appraised by
NICE. In respect of the most common technology promoted as an alternative to ODM, NICE did in fact
commission a comparative effectiveness review which concluded that ODM was “dominant” through delivering
both better outcomes and lower costs. By treating such technologies as similar to ODM, the DH and NHS are
actively encouraging both worse outcomes and higher costs: this is a complete contradiction of the aims
of QIPP.

3.5 It should be clearly recognised that through recommending the use of ODM, IHW and QIPP are
recommending a class of fluid monitoring technology, not an individual product. Suppliers of technologies
promoted through QIPP or the TAP should be required to notify NICE of their technology and undergo
evaluation. This is the most appropriate way to ensure that only technologies that can deliver real cost savings
are promoted by the NHS and DH in pursuit of such cost savings and that patients are protected from the
potential harm inherent from unproven technologies.

4. Potential Cost Savings for the NHS—Key Statistics

4.1 NICE have identified 837,000 patients who could benefit from the use of ODM technology during
elective surgery at a saving £1,100 per patient:

— Total Possible Savings—837,000 x 1,100 = £921 million each year.

4.2 Revised figures in the Technology Adoption Pack identify just 77,560 patients and their target is 80%
implementation:
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— 80% of 77,560 is 62,000—62,000 x 1,100 = £68 million each year.

4.3 Therefore failure to implement NICE guidance and implement as per Technology Adoption Pack
ambition could cost the NHS considerably:

— £921 million—£68 million = potential loss to the NHS of £853 million of potential savings.

4.4 We have additionally estimated that the cost of using non-ODM fluid management technologies could
cost an additional £21 million:

— £68 million—£21 million = leaves a saving of just £47 million.

October 2012

Written evidence from Coloplast (PEX 11)

Summary
— Specialist medical devices such as urology and ostomy appliances are vital to the wellbeing of large

numbers of patients, and it is important that patients are able to access the most appropriate products
for their needs.

— In recent years many local PCTs have targeted this as an area for savings by introducing measures
to restrict patient choice by steering patients towards cheaper, but potentially less suitable products.
There is concern that this trend could increase as CCGs find themselves under increasing pressure
to save money.

— While this may lead to short term savings, unsuitable products can cost more money in the long
term through due to issues such as wastage, increases in infections and greater reliance on health or
social care.

— When implementing the Nicolson Challenge, the NHS needs to be incentivised to think beyond short
term savings and look at sustainable ways of making services over the long term, using schemes
which continue to place the best interests of patients at heart.

Introduction

1. Coloplast is a leading medical technology company specialising in intimate healthcare needs, developing
products and services to make life easier for people with very personal medical conditions, including urology
and continence care, ostomy and wound care.

2. As the users of our products have a variety of often very personal and private needs, Coloplast products
are co-created with those who use them, empowering users and helping them to better manage their conditions.
This “intimate healthcare” model means that we can better understand the needs of the people who rely on our
products and how we can help them meet those needs.

3. Unsurprisingly for such intimately used products, major international surveys have shown that users of
urology and stoma products want discretion, comfort and reliability: six out of ten male users of urinary
catheters rank discretion as the number one feature they look for in a product.

4. We supply our products into the NHS, both into secondary care, and into primary care through Part IX of
the Drug Tariff. This submission draws upon our experience to show how national frameworks for urology
products improve outcomes and save money, while local attempts to circumvent the national system threaten
this.

5. We are pleased at the opportunity to comment on the Health Select Committee’s inquiry into public
expenditure. While the issues raised in our response will related to the issue of public expenditure generally,
they will be particularly relevant to the points of your inquiry looking at The plans being made by NHS bodies
to enable them to meet the Nicholson Challenge and where changes are being proposed, and whether the NHS
is succeeding in making efficiency gains rather than cuts.

The Importance of a National Framework for Urology and Ostomy Products—Ensuring Value
for Money and Protecting Patient Outcomes

6. The number of people living with long-term conditions is growing at the same time as the population in
general is aging. This means that the number of people who require continence care is ever increasing,
impacting on a wide range of people including people with spinal injuries, neurological diseases, cancer and
other conditions. Equally, as care increasingly moves from hospital settings to being delivered in the home or
the community, it is vitally important to provide patients with products which allow them to live independently
and with dignity.

7. When it comes to continence and stoma products, it is not a case of one size fits all. Patients have
individual needs and having access to the particular right products for them can make the difference between
an independent and rewarding life and needs for constant support and nursing care.
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8. The new arrangements under Part IX of the Drug Tariff for the provision of stoma and urology
appliances—and related services—in primary care came into force in April 2010. These arrangements provide
a national framework for these products, giving commissioners with a comprehensive list of all the products
that must be made available to patients and what the prices are for each of these products. For products to be
included on the Drug Tariff they must be shown to be safe and of a effective; appropriate for prescribing by
GPs, or independent prescriber nurses and pharmacists; and cost effective.

9. This ensures that patients have access to all the approved products and commissioners can be sure that
they are getting value for money.

10. The Drug Tariff also saves local commissioners time and resources by negating the need for local
tendering processes and competitions. It ensures that all patients in all localities have equal access to every
product, meaning that postcode lotteries do not occur, as they might otherwise—and GPs, Independent Nurse
Prescribers and Independent Pharmacist Prescribers are all free to prescribe the most appropriate products for
each individual patient.

11. This is incredibly important to people who use urology and ostomy products as the smallest differences
in products can make a huge difference to a person’s wellbeing and independence. Two products may serve
the same purpose but the attachments on one may be easier for a particular individual to use—therefore, with
the right product they can change their devices independently, but with the slightly different product they need
a nurse to attend on them three or more times a day to do it for them. Therefore, while the second product
might save a little money for the NHS in the short run, it results in massive additional spend in the long run,
not to mention being hugely detrimental to the patient’s wellbeing.

12. Often these implications are not taken into account because the budgets for one area of spending are
totally separate from the budgets in another area of spending. While it is hoped that more integrated health
and social care services will also necessitate more integrated health and social care budget planning, this does
not appear to be the case so far. One way that the NHS can help to ensure cost efficient public expenditure is
by ensuring that commissioners have to take into account the implications on other budgets of the decisions
they make.

Enforcing a National Framework

13. The Drug Tariff provides an excellent national framework for the commissioning of urology and ostomy
products. However, while there is no scope within the Drug Tariff for local NHS commissioners—such as
PCTs, or the new Clinical Commissioning Groups—to divert from the national Drug Tariff, because is this is
not enforced centrally many areas do just that.

14. One way that some local PCTs have been doing this is by introducing formularies, which limit the types
of products that GPs and other prescribers are able to prescribe to patients. A formulary features a reduced
number of products from the Drug Tariff and instructs or encourages prescribers to prescribe form that list.
The purpose of this is to bias prescribing towards cheaper products and away form more expensive ones. While
PCTs and the Department of Health would argue that patients are free to request products from the wider Drug
Tariff list, this requires a level of information on the part of the patient (and often of GPs and nurses) which it
is unreasonable to expect. In addition, the formulary, and the fact that often prescribers are only given
information and training on the products list on it, makes it less likely that the prescriber will be able to direct
the patient properly to alternative products. This increases the likelihood of patients being directed towards
unsuitable products, potentially leading to more money spent and worse outcomes for patients.

15. In short, because often the short term goal of reducing the cost of prescribing continence care is given
precedence over the long term goal of maintaining patients’ independence and improving their wellbeing, the
NHS is being burdened with unnecessary additional costs.

16. We are concerned that as more and more Clinical Commissioning Groups are developed and take over
the commissioning responsibilities of the current PCTs, they will be under increasing financial pressure and,
without adequate guidance from the centre, they will be tempted by these short term savings, which will have
negative long term impact.

Making Efficiency Savings at a Local Level

17. While most PCTs turn to formularies and other measures in a bid to save money, there are ways to make
savings through more efficient service provision which can also actually benefit patients.

18. One example of this was a new service introduced by one PCT which centralised the prescribing of
urology and ostomy products for patients. Rather than GPs having financial and clinical responsibility for
prescribing these products—which they often have no speciality in—the responsibility is held specialist
continence nurses who run the continence service.

19. The aim of this service has been to reduce costs through efficiency, removing the waste that was
previously part of the system. Because previously nobody was properly reviewing patients’ prescriptions, many
patients were being over-supplied products through repeat prescriptions or were being repeatedly prescribed
inappropriate products.
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20. Under the new model patients contact the continence service directly to ask for new or repeat
prescriptions. During these calls telephone triage is carried out to determine whether the correct products are
being provided in the correct quantities. Patients are asked about urinary tract infections, skin soreness and
how well their products are working for them. If any possible problems are detected patients are referred to a
specialist nurses for a clinical review before a new prescription is issued. In this way, patients can be sure that
the best possible products and services are being provided for them and commissioners can be sure that there
is minimal waste in the system.

21. Through this method significant savings have been made without ever having to limit patients’ access
to products.

22. It is this kind of innovation which should be encouraged within the NHS to help Trusts to make savings.
By sharing best practice of this kind, while ensuring that NHS bodies are aware of the requirement to work
within national frameworks, the NHS can make significant savings and patients can be assured of the best
possible outcomes.

Supporting Innovation

23. Another way of making financial savings in the NHS is by fostering an environment which encourages
innovation—innovation in service delivery such as that demonstrated in the example above, and innovation in
products, such as manufacturers of products bring to the table. Innovative products may be more expensive
when the cost per product is considered, but can bring significant improvement in clinical outcomes which can
save money and reduce wastage.

24. The Drug Tariff helps organisations to be able to invest in innovation because we know that there is a
defined payment structure which provides a fair price for our products and a straight forward route to market
for new products. Because new products have to pass a number of criteria—on clinical effectiveness as well
as cost effectiveness—commissioners know that if a new product is introduced to the Drug Tariff, they can
have confidence in both the product and the fairness of its price. Innovative medical devices also contribute to
cost savings such as the reduction of hospital admissions and lengths of stay and the improvement of quality
and safety of patient outcomes. Therefore, commissioners need to be encouraged to consider the overall benefits
of the products rather than simply the upfront cost.

Conclusion

25. While it may not be the answer to all public expenditure issues in the NHS, a properly designed and
properly enforced central tariff can be extremely effective in areas such as the prescribing of urology and
ostomy products, ensuring high quality products as fair prices are available equally across the NHS no matter
where a patient lives.

26. It is essential, however, that as changes come about in the NHS and as greater and greater pressure is
put on budgets, possible short term financial gains are not allowed to take precedence over long term financial
implications, overall budgets or patient wellbeing.

October 2012

Written evidence from GlaxoSmithKline (PEX 12)

Summary

GlaxoSmithKline (GSK) is headquartered in the UK and is one of the world’s leading research-based
pharmaceutical and healthcare companies employing over 97,000 people in more than 100 countries. Within
the UK, GSK spent £1.8 billion on R&D in 2010 and currently employs over 15,000 people across 16 sites.52

— The UK is GSK’s global home. We are a substantial net contributor to the UK economy and
society through employment, taxes, investment, innovation and R&D spending. For us, it is vital
that our home environment balances reward for innovation with delivering value for money.

— The UK has a system where pricing and market access are agreed at a national level—through
PPRS today, Value Based Pricing (VBP) from 2014 and NICE Health Technology Appraisals
(HTAs)—which enables balanced decision-making about medicines.

— This national agreement can be undermined locally by activities focused solely on reducing
medicine expenditure (which is already lower in the UK than comparable EU markets), without
adequate focus on patient outcome and experience, supply or quality.

— GSK recommends to the Committee:

— A greater emphasis is placed on moving towards medicines optimisation and delivering
the measures in Innovation: Health & Wealth (IHW) at a local level to drive more balanced
decision-making.

52 GSK Factsheet May 2012 (UK/COM/0027a/12)
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— That where the Government is the primary purchaser of pharmaceuticals, it is ensured that
procurement balances the need for efficiency with the need to stimulate innovation and
economic growth.

1. GSK welcomes the Health Select Committee’s inquiry into public expenditure and endorses the ABPI’s
submission. GSK would like to take this opportunity to comment on how cost-containment measures have, and
may continue to, impact on patient access to new medicines.

2. The “Nicholson Challenge” of achieving 4% year-on-year efficiency savings can drive inefficient cost-
cutting across the healthcare system at a local level.

2.1 GSK welcomes savings that deliver better outcomes for patients at a lower cost. There is local
evidence in PCT cluster commissioning plans, showing efforts to make long-term and
sustainable reductions in expenditure by changing the way the NHS works. NHS
Bedfordshire & Luton has created a “QIPP Programme Compact”, formalising a commitment
between partners across the healthcare system to work together to reduce spend by £100
million.53 NHS North West London aims to deliver its £1 billion financial saving through
management cost savings and commissioner savings by implementing new models of care
pilots.54 These themes of collaborative cross-system working and revolutionising care
pathways are used nationally to pursue efficiency savings. However there are many local
commissioners focusing on “quick wins” through cost-cutting in the short-term.

3. Medicines expenditure has been identified as an area from which financial savings can be made, however
decisions should balance impacts on patient outcome, quality and innovation as well as cost.

3.1 GSK recognises and believes that the NHS needs to extract the maximum value from its
healthcare expenditure, including it’s spend on medicines. Anecdotal evidence suggests that to
date prescribing cost-containment has been delivering 10–15% of QIPP savings locally and it
is expected that this rate of savings will continue through 2013–14. However a balance needs
to be struck between focusing exclusively on driving down expenditure and delivering the other
components of QIPP—quality, innovation and prevention. In some areas medicines management
boards have focused on delivering patient outcomes whilst reducing costs. For example Mid-
Mersey Medicines Management Board made £4 million of recurrent savings in 2010–11 by
reducing glucosamine prescribing for osteoarthritis, which is not recommended by NICE.55

However in certain places short-term cost-containment measures are being implemented which
is leading to postcode lottery in access to new medicines and potential mismanagement of
patient care. These measures include switching initiatives, regional tenders and restrictive
formularies.

3.2 Earlier in 2011 GSK became aware of a number of respiratory medicine blanket switching
initiatives being promoted by commissioners driven by cost, without due consideration of the
impact of the switching process on clinical safety and patient experience and outcome. This
was in breach of DH guidance56 and subsequently amendments were made to the process,
including a requirement for patients to be reviewed by a clinician prior to switching and not
recommending switching patients that were well controlled on their existing medicines. GSK
is not opposed to switching initiatives, so long as there is robust evidence, which is made
publically available, to demonstrate that they will not reduce the quality of patient outcomes
and that clinical governance to enable this switching safely is in place. However blanket
switching continues to be encouraged in localised areas.

3.3 Regional tenders on patented medicines is another local NHS practice which GSK has
encountered, specifically in the field on Oncology. GSK does not support the practice of regional
tendering on non-generic medicines. This is because it undermines NICE’s cost-effectiveness
assessment where these exist, devalues patented innovative medicines and drives inequity in
patient access. Regional tenders inappropriately focus on cost as the most important factor in
selecting medicines for patients, outweighing assurance of supply, quality of patient outcome
and innovation.

3.4 A third mechanism to drive short-term cost-containment is the use of restrictive formularies.
Formularies are a crucial tool for medicines managers to enable the safe and effective
introduction and ongoing usage of medicines across a local health economy. They enable
decision-making and documentation around issues of funding, medicine placement within a
care pathway and shared-care protocols, establishing how a medicine will be implemented
locally. However in recent years formularies have been used as a mechanism to reduce
prescribing costs by restricting patient access to medicines locally.57 This is particularly
worrying when restrictions are placed on medicines with positive NICE Technology Appraisals

53 1293023353_jnQw_qipp_compact_.pdf
54 3NHSNWLCommissioningStrategyPlanPartB.pdf
55 11_0010_Improving_meds_mgmt_1 1_Final1.pdf
56 DH, STRATEGIES TO ACHIEVE COST-EFFCTIVE PRESCRIBING: Guidance for Primary Care Trusts and Clinical

Commissioning Groups, Oct 2010
57 http://www.gponline.com/News/article/1105166/PCTs-curb-GP-prescribing-freedom/
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(TAs), which have been deemed cost-effective nationally. Prolia, a medicine for osteoporosis
launched in 2010 and co-promoted by GSK and Amgen, is an example of a medicine, that
having received positive NICE guidance and been deemed cost-effective when delivered in
primary care, is still restricted to secondary care on 29% of local formularies.58 This means
that the NHS is not extracting the full value of the medicine in financial or clinical terms and
patients may not derive the full benefit of their medicine.

4. The move from Medicines Management to Medicines Optimisation will help to reframe the “Nicholson
Challenge” around maximising value as opposed to simply cutting costs.

4.1 The mechanisms described above, whilst achieving cost-savings on medicines in the immediate
to short-term, do not generate recurrent savings. The key to unlocking longer-term savings from
medicines expenditure is by optimising the usage of medicines within a local healthcare
economy as opposed to limiting it. This means ensuring that issues around safety and wastage
related to medicines are addressed, as well as focusing on patient adherence and the integration
of a medicine appropriately into local care pathways. Many of these messages have been
supported at public meetings by the DH59 and there is local evidence that focusing on these
issues creates real and recurrent savings. For example University Hospitals Leicester NHS Trust
exceeded the £300,000 efficiency savings expected of their medicines re-use programme by
reducing wastage.60

5. Implementing “Innovation: Health & Wealth” continues to be integral to ensuring that patient access to
innovative cost-effective medicines does not suffer in the cost-constrained environment.

5.1 Innovation: Health & Wealth (IHW), which was published in December 2011, set out a package
of measures to support the adoption and diffusion of innovation across the NHS—including the
uptake and usage of innovative medicines. The DH has been working to implement these
measures through a number of Task & Finish groups, in which industry has played a
collaborative role. Pivotal measures include the automatic inclusion on local formularies of
medicines with NICE TAs, and the publication of an innovation scorecard showing the uptake
of NICE TAs locally.

5.2 Automatic inclusion on local formularies should already be happening, with local decision
making being centred on how best to introduce these new medicines into the local health
economy, as opposed to re-evaluating whether or not they should be used. Communications
from both David Nicholson and Keith Ridge to Chief Executives and Head Pharmacists across
the NHS respectively61 have reinforced this message, and the requirement for local formularies
to be published from 1 April 201362 will provide greater transparency and drive accountability
in this area.

5.3 Compliance with NICE TAs will be monitored by an innovation scorecard, expected to be
published in January 2013. This in turn will help drive equitable patient access for these
medicines, resulting in improved patient outcomes and a fair focus on innovation as a means
to achieving quality.

6. In summary, several cost-containment practices are being implemented as short-term cost-cutting
measures that negatively impact on patient access to new medicines. This goes against the aims of the IHW
agenda and will not drive long-term patient value and efficiency. Locally a significant move towards medicines
optimisation and a more concerted focus on delivering the measures in IHW is necessary to drive more
balanced decision-making.

October 2012

Written evidence from the Urology Trade Association (PEX 13)

Summary

— A large number of patients, often with complex long-term conditions, use urology appliances such
as catheters to help manage their continence needs. Ensuring that they are able to access the most
appropriate product for their needs is important in ensuring the best clinical outcomes.

— In many PCTs, there have been efforts to make savings in this area by restricting the choice available
to patients, despite a national Drug Tariff which sets out the products which should be available.
This means many patients have been directed towards cheaper products which do not meet their
need as well.

58 GSK internal data, as at 12 October 2012
59 ABPI meeting with Dr Keith Ridge, Chief Pharmaceutical Officer, DH, 12 October 2012
60 http://www.evidence.nhs.uk/qipp; http://arms.evidence.nhs.uk/resources/qipp/29487/attachment
61 http://www.dh.gov.uk/health/2012/08/local-formulary-processes/
62 http://www.dh.gov.uk/health/2012/08/nice-technology-appraisals/
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— While some short term savings have been made, this restriction of products can lead to an increase
in costs elsewhere in the health and social care system, for example if the use of an unsuitable
product leads to an increase in urinary tract infections or lessens the ability of a patient to manage
their own care.

— There needs to be incentives in place to ensure that commissioners and procurers look beyond the
short term savings which can be made by restricting patient choice, and consider the overall impact
of the decisions they make on both patient outcomes and the health and social care budget.

Introduction

1. The Urology Trade Association (UTA) represents up to 95% of manufacturers and service providers who
supply the urology appliance market.

2. An estimated six million people in the UK are affected by continence problems. High quality urology
appliances allow users to manage their conditions, maintaining their quality of life and independence and
avoiding repeated medical consultations.

3. The UTA welcomes this opportunity to respond to this inquiry on public expenditure. Our response will
focus in particular on two aspects of the inquiry:

— The plans being made by NHS bodies to enable them to meet the Nicholson Challenge.

— Where changes are being proposed, and whether the NHS is succeeding in making efficiency
gains rather than cuts.

Overview—The Role of the Drug Tariff

4. Continence care is of great importance to many members of the general public, including many people
with a complex long-term condition such as a spinal injury, cancer, or a neurological condition such as
Multiple Sclerosis.

5. The arrangements currently in place for the supply of urology products should prevent inconsistency
in care while ensuring value for money to the NHS, helping to achieve two of the key objectives of the
current Government.

6. The new arrangements under Part IX of the Drug Tariff for the provision of stoma and urology
appliances—and related services—in primary care were published in April 2009 and came into force in April
2010. These provide a list of all the products for stoma care and urology and determine the prices that the
NHS should pay for each of the products.

7. These arrangements have a number of benefits. For instance, when properly implemented they prevent
the formation of a postcode lottery by ensuring that any patient in any part of the country is able to access any
product prescribed by their GP, Nurse Independent Prescriber or Pharmacist Independent Prescriber.

8. Many patients who use continence devices rely on specific products for their comfort and wellbeing.
While two urology appliances may seem very similar, for the people who use them even slight variations can
cause serious discomfort and impede their ability to live relatively independent lives. A less than optimum
product can create further respite care needs causing over reliance on carers. This neither delivers effective
commissioning of quality care nor enhanced patient outcomes.

9. In addition to this, the Part IX arrangements also provide protection for the NHS by setting a defined fair
price for each product, ensuring that the NHS is never over-charged for products and that each 9. PCT can
purchase them for the same price. This also protects the manufacturers of the products, who can rely on getting
a fair price for their products and can plan accordingly.

10. For items to be included on the Drug Tariff, they must meet three criteria:

— the products are safe and of good quality;

— they are appropriate for GP and, if relevant, nurse prescribing; and

— they are cost effective.

11. This means that patients can be prescribed these products, safe in the knowledge that they have been
found to be safe, of good quality and cost effective. By adhering to the national arrangements, commissioning
organisations provide necessary patient choice, ensure safety and quality and pay a fair price for a cost-
effective product.

12. However, the quality of care received is not always high; this has implications not only for patients but
for public spending. For example, in September 2010, the Royal College of Physicians published the National
Audit of Continence Care, which examined the quality of continence services in England, Wales and Northern
Ireland. It identified a number of significant weaknesses in the care offered to patients and found that there is
an unacceptable variation amongst NHS Trusts in the type, quality and quantity of continence supplies made
available to patients.
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13. In addition, the last few years have seen many local NHS organisations attempting to save money by
limiting the types of products which patients can access. This is often done through local initiatives such as
formularies which retain the illusion of patient choice while restricting it in practice.

14. The Department of Health insists that such measures do not restrict patient choice because formularies
do not overwrite clinical judgement. However, although patients should have the right to access any product
on the Drug Tariff, the amount of bureaucracy involved in accessing products which are not included in local
formularies is prohibitive, and many patients are not aware of their rights. Furthermore, there is a general lack
of knowledge among commissioners and clinicians as to what the Drug Tariff is and the differences between
the various available products, including how they might impact on patients.

15. The UTA believes that a false choice is often made between saving money and improving patient
choice—while commissioners believe that they will save money by steering patients towards cheaper products,
it can actually cost more money in practice. Using the wrong product can lead to an increased incidence of
urinary tract infections, which as well as being distressing for the patient are also expensive to treat.
Additionally, as mentioned above, if patients are not able to access the right products then this can reduce their
ability to live independently and to maintain a working and social life—leading to increased pressure on
welfare and social care budgets.

16. Our concern is that, as clinical commissioning groups come into being, the very real pressure that they
are under to save money will lead to them to make increasing use of measures such as formularies rather than
looking at more rounded ways to save money which put the interests of patients at heart.

17. NHS reforms have long failed to address the issue of silo budgeting and the perverse incentives that it
causes. In urology, this might be the associated costs of providing nurses to visit people in their homes and
assess the suitability of the products they are using. This can help prevent complications which could require
expensive treatment further down the line, but it is often not provided due to the initial cost. There is a need
for integrated patient care which takes account of more than just the costs of individual products or services,
and considers how this can affect the overall amount of money spent on an individual patient.

18. This also links into the point we have made above about the need to ensure that commissioners do not
provide patients with low quality products which do not meet their needs, and which end up costing the NHS
more money in the long run. The average cost for the admission of emergency urethral catheterisation resulting
from infection is estimated in the region of £1,500 per patient, per visit.

19. It is necessary that incentives are in place for NHS organisations to take a more rounded look at costs
and savings—at the moment many commissioners and prescribers are only looking to save money from their
own budget without considering the greater costs which this may have further down the line. This will
ultimately work against attempts by the NHS to save large sums of money, yet unless incentives are changed
then there will be no progress made in this area.

20. Commissioners should also be encouraged to consider how alternative arrangements could be introduced
which would lead to sustainable long-term solutions while benefiting patients. For example, we are aware of
one PCT where concerns had been raised about the continence service following the development of a
prescribing formulary which was not actually widely used in practice. The Trust had identified that prescribing
costs for continence products were rising at a rate far higher than prescribing costs in general.

21. Following research, including speaking to patients in the area, a new service was designed. This was
designed with a centralised approach, with financial and clinical responsibility residing with the specialist
continence nurses running the service, rather than individual GPs who may not have the required knowledge
to effectively prescribe products.

22. One of the main ways in which this model has saved money has been through reducing product wastage,
often caused by inappropriate use of products or by patients receiving far more product than is actually
necessary. This has arisen because nobody was properly reviewing patients’ prescriptions. The model
successfully addresses issues of oversupply and prescription of unsuitable products through the face to face
contact with specialist continence nurses running the service, ensuring more effective use of NHS money and
resources, as well as improved clinical outcomes for patients.

23. Patients now contact the continence service directly to request prescriptions for continence products,
rather than their GPs, with clinical reviews a core element of the new service. Every time a prescription is
ordered, a telephone triage is carried out, with the prescription coordinator asking questions about issues such
as UTIs, skin soreness, and product performance and faults. If problems are identified, then patients are referred
to the continence nurse specialist, to ensure a clinical review is undertaken before further products are issued.

24. If no problems are identified, then a prescription is issued. Patients have a choice of receiving the
prescription themselves to take to the dispenser of their choice; having the prescription sent to the chemist of
their choice; or having the prescription sent to a DAC.

25. The key feature is that the Drug Tariff is respected; the continence service is able to prescribe any product
listed on the national framework. A common approach for many trusts has been to introduce a formulary
and restricted list of products. However, it is precisely this approach which did not result in savings to the
prescribing budget.
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26. The Trust has identified that introducing this new service has allowed it to make significant cost savings
of around 10%, which have been reinvested back in the service. It is clear that there are many positive features
to this service, and good patient feedback has also been received.

27. This is also important when bearing in mind the fact that, under the new arrangements and the NHS
Outcomes Framework, GP consortia will be judged on the clinical outcomes which they achieve. There is a
need for commissioners to be aware that driving down costs will not always lead to the best clinical outcomes.
Sufficient incentives and penalties should be in place to encourage commissioners to make decisions in the
best interests of the overall treatment and care pathway for patients.

Conclusion and Recommendations

28. While we understand the need for NHS organisations to make significant savings, we would urge that
commissioning and procurement staff are encouraged to approach this in a way which considers the long-term
impact on budgets and ensures that patient interests are always at the heart of decision making.

29. We would make the following specific recommendations:

— NHS staff should be incentivised to consider the likely long-term impact of spending decisions
across the whole health and social care budget, rather than looking to make short term savings
from a smaller area such as the prescribing budget.

— Staff should be incentivised to consider how particular spending decisions impact on patients
and ensure that improving clinical outcomes is always the key concern.

— Staff should be incentivised to consider how new and innovative products may save money and
improve patient outcomes even if they are more expensive on a per-product basis.

October 2012

Written evidence from Medtronic Ltd (PEX 14)

About Medtronic

Medtronic is the global leader in medical technology, alleviating pain, restoring health and extending life for
millions of people around the world. With deep roots in the treatment of heart disease, Medtronic now provides
a wide range of products and therapies—every four seconds, somewhere in the world, another life is improved
by a Medtronic product or therapy.

The company was founded in 1949 in Minneapolis, Minnesota, USA, by Earl E Bakken and Palmer J
Hermundslie. In the UK, Medtronic has been based in Watford for over 25 years.

Summary of Recommendations
— NHS tenders should reflect the true “value” of medical devices rather than focus totally on price.

This could save money on costly device replacements and repeat procedures.

— Greater collaboration between commissioners and providers—with clinicians helping to design
specifications for tenders—is required to break down a silo budget culture.

— The National Commissioning Board should become the procurer of specialist innovations to help
drive adoption and reduce cost.

— The Specialised Services Commissioning Innovation Fund should be used to fund technologies that
will deliver against indicators identified in the National Outcomes Framework.

— The National Commissioning Board should work with industry to develop flexible tariff
arrangements that look at costs over a whole patient pathway.

— CQUIN targets should be aligned to national strategic aims and the NHS Atlas of Variation used to
identify targeted areas where improved patient outcomes are much needed.

— QIPP should be used to drive service change and reconfiguration rather than short-term savings.

— A compliance regime could be developed for QIPP initiatives to drive adoption of proven best
practice locally.

— CCGs should include a responsibility for innovation at Board level and demonstrate efforts to
disseminate innovation in their Annual Report.

— At a local level partnering initiatives should become the norm between industry and NHS bodies.

1. Introduction

1.1 Medtronic (MDT) welcomes the opportunity to contribute to the on-going Health Select Committee
inquiry on public expenditure and the Nicholson Challenge. We agree with many of the committee’s initial
recommendations on the need for system changes, implementation plans and the use of tariff. MDT hope
committee members will consider how the NHS can help meet the Nicholson challenge by improving its use
of medical technologies and innovations.
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1.2 It is important that NHS budget holders and Trust management appreciate that the Nicholson Challenge
should not about making arbitrary cuts to the budget or NHS activity. Messages about needing to change
existing systems and practices in order to get better value for the NHS and do “more for less” should be
understood by decision makers and be reflected in annual reports and performance measures.

1.3 There are to date seven NICE technology appraisals in therapy areas where MDT devices feature. Despite
the obligation to make these devices available to designated patient types, they have failed to reach the levels
of device uptake recommended by NICE. This is despite, in many cases, clear evidence that adoption of the
technology would save the NHS money as well as improve patient outcomes.

1.4 Moreover, there are new innovations—but have not yet been through the full NICE technology appraisal
process—whose use by the NHS appear to fit DH ambitions on preventative treatment, and which could
mitigate against the onset of costly long-term conditions.

1.5 With an ageing population and a steady increase of chronic diseases, the NHS will face a period of
increasing demand and increasing social burden. Service re-design, tariff reform and changes in procurement
practices are all required if the cost benefits of many medical technologies are to be realised which could
contribute considerably to achieving the consistent year-on-year savings targets outlined through the
Nicholson Challenge.

1.6 This submission intends to focus on areas we feel require attention to enable the better uptake of medical
technology and innovation to help NHS bodies meet the expectations set out in the Nicholson Change. It covers
plans and initiatives already underway as well as suggesting changes in practice we feel will help. Finally we
include some case studies in the appendix.

2. NHS Procurement

2.1 Too many NHS tenders are designed on an interpretation of the “Most Economically Advantageous
Tender” (MEAT) focussed too simply on price. While this makes sense with commodities such as stationary,
more sophisticated arrangements are required for complex medical devices. Price alone is not the most effective
means of assessing “value” and other criteria such as device longevity and training need appropriate
consideration. A device with a battery life of five to six years might be less expensive than one with a life of
eight to 10 years, but in a patient’s lifetime choosing the longer battery life will mean fewer costly replacement
procedures, the cost of the new device, and the risks of peri-operative mortality and morbidity. When tenders
are awarded, a greater weighting should be placed on training, technical support and device longevity.

2.2 The value attributed to a medical device procured by NHS Trusts often lacks a holistic approach. Short-
term budgeting cycles mean that there is a reluctance to make the initial investment on high value innovations
even though they offer efficiency gains and improved patient outcomes in the long run. The development of
holistic procurement practices require greater collaboration between commissioners and providers—across care
settings and with strong clinical input—to build a more strategic approach to “invest to save” procurement
decisions. The involvement of procurement staff in multi-disciplinary teams tasked with clinical decision
making with help this.

2.3 At present, certain specialist services are negotiated between commissioners and providers locally where
the value of each procedure is discussed which increases costs as it does not give the supplier any security of
volume. A system where the National Commissioning Board were to become the “procurer” for certain
techniques for specialist services direct from the manufacturer at a price determined as delivering “whole
system economic value” for the NHS, could give certainty of volume for the supplier. This would drive down
cost. This type of arrangement has been seen in Scotland where the Government have directly bought certain
technologies driving uptake and realising efficiencies in the system.

2.4 MDT welcomes the establishment of the Specialised Services Commissioning Innovation Fund (SSCIF).
A core issue that slows the adoption of innovation is accessing funds. This has the potential to fund technologies
outside of existing commissioning services and the tariff system but which can prevent the development of
costly long term conditions or lengthy hospital stay. It is important that this fund is used for those technologies
that have the potential to deliver against national NHS priorities such as indicators identified in the National
Outcomes Framework.

3. Changes to Tariff

3.1 We agree with the committee’s previous reports that conclude tariff reductions in themselves do not
always lead to efficiency gains and often detrimentally affect services for patients. Tariff should be viewed by
commissioners as levers to encourage changes in service delivery, and should be flexible as to allow savings
where primary care transitions in to secondary care, tertiary care and social care—examples include a “year of
care” tariff for chronic long term conditions.

3.2 As well as quality standards that are based on outcomes across the whole patient pathways, MDT is also
positive about DH ambitions for a tariff system that focuses on outcomes. Using flexibility and “best practice”
tariffs there is considerable potential to drive adoption of technology. The National Commissioning Board
should produce clear guidance for commissioners and providers—possibly with fast tracked pilots which can
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show early success. Innovation adoption and cost savings across the patient pathway at a provider level could
be monitored and measured against national standards and accompanied by both incentives and consequences
for non-compliance.

3.3 There is clearly recognition from the DH of the potential of tariff as a lever to drive innovation and help
realise the necessary efficiencies. However, implementation at Trust level is the key and MDT hopes the
committee investigate the postcode lottery of adoption.

4. CQUIN

4.1 The Commissioning for Quality and Innovation (CQUIN) system is one mechanism where incentives are
offered for the adoption of innovation. It enables commissioners to reward excellence by linking a proportion of
providers’ income to the achievement of local quality improvement goals.

4.2 As well as improvements at a local level, the National Commissioning Board should align the initiative
to national strategic aims—such as a national service framework or where the adoption of a NICE guidance
has been shown to have been poor. The NHS Atlas of Variation could be used to identify targeted areas where
improved patient outcomes are much needed.

5. QIPP

5.1 The DH has placed a great deal of faith in the QIPP initiative as a means of achieving efficiencies and
spreading NHS best practice. When focussed on the re-design of care pathways resulting in the minimisation
of clinical variation and improved productivity, MDT believe that QIPP is a powerful tool for delivering
efficient and effective care. However, in too many circumstances QIPP has been used to change procurement
practices that generate short-term unsustainable cost savings rather service system change and the adoption
of technology.

5.2 Where QIPP does meet procurement, there should be greater understanding of how procurement can
help change service delivery. This is the only way long-term savings are to be realised. For examples large
volume tenders from specialist tertiary centres will support service re-configuration (designed to improve
outcomes and realise efficiencies) as more services are moved to these centres.

5.3 The National Commissioning Board should become a stronger national advocate for QIPP, focussing the
initiative on the adoption of innovation and medical technology. Like the NICE innovation scorecard, a
compliance regime could be developed for QIPP initiatives that have been proven to succeed. Whilst it is right
that CCGs and providers have the ability to develop systems that suit their own patient demographic and local
need, this cannot be an excuse to retain outdated systems and resist proven innovations. Using the QIPP process,
the National Commissioning Board needs to reduce the temptation from local NHS bodies to continually pilot
new initiatives that are based on best practice elsewhere in the NHS.

5.4 The Health and Social Care Act places a duty on CCGs to innovate. We believe that this duty will be
strengthened through guidance from National Commissioning Board recommending that CCGs place at Board
level a position responsible for the adoption of innovation. Each CCG should demonstrate in their annual report
how it has taken into account the role of the NHS as an innovation champion.

6. Partnership with Industry

6.1 Partnering initiatives should also become the norm between industry and NHS bodies (as well as between
commissioners and providers). This will help build the “invest to save” models. They will require governance
arrangements and performance measures—to help counter a culture within the NHS that is reluctant to work
with industry.

6.2 Key to these relationships is transparency, data collection and benchmarking. As well as sharing this
information between providers, some of this information should be shared with industry. The complexity and
sheer number of framework agreements are problematic for managing demand. This is turn means no guarantee
in terms of overall volumes and can detrimentally impact providers when they place new orders, reducing
competition and increasing costs.

6.3 Industry should be seen as a strategic service partner rather than just a transactional supplier of goods
and services.

October 2012

Appendix

Cost Saving Innovations

Renal Denervation

1. Renal Denervation is a new technology that has the potential to treat patients with resistant hypertension
who can no longer be treated through pharmacological means. 500,000 people in the UK have resistant
hypertension.
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2. The medical benefits of reducing blood pressure are significant. Hypertension is a major risk factor for
stroke, heart attack, peripheral vascular disease and premature death.

3. There are also considerable cost benefits as stroke patients often require expensive care associated with
significant morbidity.

4. Reducing the under-75 mortality rate from cardiovascular disease is a key indicator included in the
National Outcomes Framework.

Recommendation—The technology could be funded through the Specialised Services Commissioning
Innovation Fund while waiting to receive NICE Technology Appraisal.

Insulin Pumps

1. An insulin pump is a medical device used for the administration of insulin in the treatment of diabetes.
The device is an alternative to multiple daily injections of insulin.

2. NICE guidelines (first published in 2003 and reviewed in 2011) state that between 12—15% of type 1
diabetics should be on an insulin pump. Despite this pump penetration is still under 5%.

3. Most commissioners focus on the capital purchase of the pump and consumables and not on the cost
benefits associated with using insulin pump therapy.

Recommendation—The Scottish Government have provided the funding to enable the delivery of
insulin pumps to under-18s that need them and triple the availability among other patients. Insulin
pumps procurement by the National Commissioning Board could deliver the same patient access as
well as deliver cost savings through the reduction in the incidence of long-term complications
associated with diabetes.

Cardiac Resynchronisation Therapy
— In many patients at risk of sudden cardiac death associated with heart failure, the implantation of an

implantable cardiac defibrillator (ICD) should be considered.

— Despite positive NICE guidance, implant rates are significantly below what is recommended.

— Commissioners in some areas are focused on the initial cost of ICDs rather than assessing their cost-
effectiveness over the lifetime of the treatment.

Recommendation—Procurement specifications designed by clinicians should help ensure the right
technology is procured avoided unnecessary replacements and repeat procedures.

Written evidence from the Association of British Healthcare Industries (PEX 15)

About the Association of British Healthcare Industries (ABHI)

The ABHI is the industry association for the medical technology sector in the UK. Our purpose is to promote
the rapid adoption of medical technologies to ensure optimum patient outcomes throughout the UK and in key
global markets. With over 250 company members ABHI is the voice of the medical technology sector,
championing industry to the NHS, Government, regulators and stakeholders. The UK sector employs 64,000
people and has a turnover of £15 billion.

Summary

1. Medical Technology and innovation have the potential to deliver considerable savings for the NHS by
shifting the site of care to less intensive and expensive settings.

2. Joint working between commissioners and providers is required to break down barriers to investment in
medical technology.

3. The NHS should spread best practice on delivering patient care differently, focusing on technology
adoption as a means for realising long-term savings.

4. Many NHS bodies have reacted to the need for savings by rationing procedures rather than by delivering
care differently—this will not lead to year-on-year savings and may create longer term costs.

5. It has been demonstrated that where industry and the NHS work together, cost savings and innovation
adoption can be achieved.

6. The implementation of recommendations contained in Innovation, Health and Wealth requires monitoring
and scrutiny if Department of Health ambitions are to be realised.

1. Introduction

1.1 It is recognised that the Nicholson Challenge should involve the NHS carefully scrutinising all
expenditure and assess how efficiencies might best be delivered. While we accept this must include spend on
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medical devices and technology, it is worth noting that the UK spends just 4.5% of its healthcare budget on
medical technology, compared with a European average of 6.3%.

1.2 Moreover, short-term budget cuts through tightening tariff, arbitrary procurement cuts and rationing
procedures, give no guarantees of savings over the long-term and could have unintended consequences for
patient care and outcomes. The Nicholson Challenge is an opportunity to look at service change and adopting
new treatments and techniques that have been shown to be cost-effective.

1.3 Innovation, Health and Wealth (IHW) demonstrated commitment to harnessing the benefits of innovation
(both for patients and the NHS). The ABHI believe the best way for the NHS to realise efficiencies is through
innovation, holistic procurement and care pathways and through a culture where industry and medical
technology is seen as part of the solution by doing things differently. We are extremely pleased the Committee
are looking at this issue as part of a long-term project and welcome the recognition that the NHS should aim
to get “more for less”.

2. Medical Technology and Value

2.1 Many medical technologies have the potential to give value for money to the NHS and the tax-payer
through shifting care from an expensive hospital setting to primary care. This is recognised in the IHW report
and by NICE which assesses technologies on cost effectiveness criteria. However, adoption of many
technologies is significantly below the levels recommended by NICE and new innovations that have the
potential to prevent the onset of expensive chronic conditions and morbidity struggle to achieve
reimbursement—especially if they are outside traditional tariff arrangements.

2.2 There is a reluctance from procurers to invest in high cost innovations despite the proven long-term
savings. This is because many of the savings are realised in different parts of the health service. Where the
NHS has been successful in adopting innovations it has often been where commissioners and procurers have
come together to assess the value of a therapy over the whole patient care pathway. Secondary care clinician
leadership in procurement decisions is often crucial in realising this. We believe this approach should become
common practice throughout the service.

2.3 Tariff is also a major lever that could lead to the wider adoption of medical technologies and innovations.
The system should be an incentive to deliver the best clinical practice as well as simply a means of ensuring
the NHS gets value for money. Best practice tariffs and the Commissioning for Quality and Innovation
(CQUIN) are initiatives that have facilitated the adoption of money saving technologies. In addition to this,
there is the need for a more flexible tariff system that would allow for the adoption of technologies that shift
care away from a hospital setting. The NHS should spread best practice systematically, through tariff, rather
than arbitrarily reduce reimbursement.

3. Procedure Rationing and Short Term Savings

3.1 The ABHI has received a number of representations from member companies that many NHS bodies
are reacting to the need to make savings by rationing procedures and making across the board cuts in
procurement tenders. This includes some procedures recommended by NICE for mandatory uptake across the
NHS. Thresholds or limits are being placed on referrals that are deemed “non urgent” or of “low clinical
value”. If large numbers of commissioners limit access to procedures, ignoring the best available evidence of
clinical and cost effectiveness, then this has the potential to have a detrimental impact on patient outcomes and
even lead to more costly care in the medium to long term. It will in some cases cut across the NHS Constitution.

3.2 The efficiency savings that are required will not be met by a short-term attitude towards prices, tariff
and procedures. The ABHI would like to reiterate the need for a “culture change” by many NHS bodies and
only through clear incentives and penalties from the centre—and an understanding of these locally—will the
change in commissioning practices and service reconfiguration occur which are needed to realise cost
efficiencies.

4. Joint Working

4.1 It should be recognised that the NHS is becoming better and less averse to working with industry.
Industry is keen to build business-to-business relationships and is adapting to the changing landscape of the
NHS to ensure that it continues to demonstrate value to its NHS partners.

4.2 CCGs and provider Trusts should engage in proactive and strategic partnering initiatives with industry.
These require clear governance arrangements and performance measures to monitor progress. The culture of
the NHS—which can be apprehensive about working with industry—needs to develop so that industry is
viewed as a strategic service partner rather than a transactional supplier of goods and services

5. Innovation Health and Wealth

5.1 The ABHI recognises many of the recommendations within IHW have the potential to lead to wider
adoption of technologies across the NHS and lead to considerable efficiency savings. The NICE Compliance
Regime could be a powerful tool to ensure that patients get access to innovative technologies where appropriate,
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which can improve patient outcomes and save the NHS money. An innovation scorecard could allow for the
monitoring of local NHS bodies. The duty to incorporate NICE guidance into Trusts funding formulae will
also help. Moreover, the formation of a new Specialised Services Commissioning Innovation Fund (SSCIF)
could lead to a funding mechanism for new innovations with the potential for improved outcomes and
significant cost savings.

5.2 The key to realising many of the benefits associated with IHW recommendations will be local
implementation. It is crucial that the ambition contained within the report is not diluted or lost in the system.
Implementation should be closely monitored and scrutinised. The ABHI hope that this is something that the
Committee closely consider.

October 2012

Written evidence from the British Medical Association (PEX 16)

The British Medical Association (BMA) is an independent trade union and voluntary professional association
which represents doctors from all branches of medicine all over the UK. It has a total membership of over
150,000.

Executive Summary
— Although significant savings are being claimed for 2011–12 in line with the £20 billion target

and NHS organisations are likely to meet 2012–13 savings targets, the BMA is concerned that
these are at the expense of the longer term stability of the service.

— The principal levers appear to be national pay restraint and tariff reductions and these will not
drive the improvements in productivity which are needed in the longer term. Service redesign
requires planning and investment and a climate of enforced cuts is not conducive to this.

— Efficiency savings in primary medical care are being funded for the most part by reductions in
the pay of general practitioners. This is manifestly wrong in principle, unnecessary and
unsustainable.

— There are not at present any obvious trends to declining quality but clinical job losses as well
as being self-defeating would increase the probability of such a decline going forward.

— Integration of health and social care may well bring significant improvements in healthcare
processes but are unlikely to produce major cost savings or improvements in patient experience
outside of a small group of conditions.

Introduction

1. The NHS is subject to long term demand pressures of around 4% per year over and above general
inflation.63 Some of these pressures arise from the additional needs of an ageing populationwhilst other
pressures arise from technological advance and from excess inflation due to the prominence of salaries and
wages in the cost profile. The Government has committed itself to at least matching general inflation for the
NHS leaving the service to generate its own resources to meet demand pressures. To achieve this, the NHS
needs to do one or more of the following;

— Reduce costs over and above background inflation.

— Improve productivity such that increases in activity are absorbed at no additional cost.

— Change the pattern of service delivery such that some demand pressures are eliminated at
source.

2. A significant issue is that the last two of these are essentially medium to long term challenges whereas
the need for efficiency savings is short term.

Scale and scope of savings

3. The King’s Fund64 has observed that the productivity targets required of providers are significantly higher
than the 4% implied by the “Nicholson challenge” largely as a result of the policy decision taken by the
Department of Health to make 40% (£8 billion—or £2 billion per year) of the national savings required of the
NHS through real reductions in the tariff in the acute sector. As the tariff currently covers around £30 billion
of trust income a year, this effectively implies a productivity gain of nearly 7%. There is also pressure on PCTs
to hold back some spending as a reserve buffer to deal with costs arising from reforms and to meet targets for
surpluses to carry over to next year meaning that PCT spending is less than the headline 2.2% cash increase
in budgets this year.

4. Notwithstanding the difficulties imposed by these distortions in funding streams, the NHS was, claims the
Department of Health, able to deliver “£5.8 billion of QIPP savings in 2011–12, consistent with the level of
63 As measured by long term real expenditure
64 How is the NHS performing? January 2012. The King’s Fund 2012
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quality and productivity savings forecast during the year.”65 These will need to be recurrent however to avoid
problems in 2012–13.

Secondary care

5. Savings in the secondary care sector are being driven for the most part by two levers—pay restraint
imposed nationally and a reduction in the PBR tariff (achieved partly by redesign and partly by negative uplift).
Tariff reductions are also accompanied by penalties for “excess” emergency admissions (a marginal rate of
30% of tariff) and readmissions within 30 days (no payment). It was thus inevitable that substantial savings
would be achieved though the impact on Trust finances was less predictable (see below). In short, the first
two of the actions set out above were enforced nationally leaving only the third—service redesign—to be
achieved locally.

6. There are numerous examples of clinically led service redesign which can lead to substantial savings and
improved outcomes66 but their contribution can be undermined by poor tariff design or the impact of short
term cost cutting on consultant Supporting Professional Activities (SPA) time. Conversely, there are examples
of ill-thought-out savings which result in clinical and sometimes financial inefficiency such as making
administrative staff redundant in favour of outsourcing clinical correspondence.

7. In its most recent quarterly monitoring report, the King’s Fund67 has found that trusts are pessimistic
over the prospects of delivering the £20 billion productivity target by 2015. Although they are confident of
delivering planned cost improvements of close to 5% in 2012–13, the extent of reliance on staff costs to deliver
these is underlined by the belief of finance directors that patient care will deteriorate after April 2013 when
the two year public sector pay freeze comes to an end.

8. Such pessimism is reinforced by Monitor in its most recent review of NHS foundation trusts’ annual
plans.68 Over the period to 2014–15, acute trusts and mental health trusts are planning a 3% and 6% reduction
respectively in clinical staff; and both sectors are forecasting a 5% reduction in beds over the same period.
Trusts claim they will make savings through more efficient working and by reducing administrative or clerical
costs. It is difficult to see how quality will not be compromised by savings which depend on staff reductions
or expecting staff to fund them by real pay reductions. The latter are only sustainable in the short term before
they impact on morale and thus productivity.

Family Health Services

9. Family health services (FHS) demand is a little lower than overall NHS demand as measured by real
expenditure at a little over 3% per year. Within this, pharmaceutical services spending has increased at 4.4%
per year and G/PMS spending at a long term 2.8% (discounting the increases under the new GMS contract in
2004–5 and 2005–6). Efficiency savings in this sector are currently driven by long term pharmaceutical price
negotiation (GPS) and direct cost restraint (GDS, G/PMS etc).

10. Within the FHS, primary medical care is in a special position. Savings have been achieved in this sector
by reducing the real and nominal net pay of general practitioners. This is both wrong in principle (no other
NHS staff have been asked to take nominal pay cuts in pursuit of efficiency savings) and unnecessary since
the structure of the GMS contract already provides the service with savings—meeting additional demand at
little or no extra cost. Although the absolute change in population size is reflected in both global sum and QOF
payments, changes in its composition are neutralised by the normalisation process and the greater workload of
an ageing population is effectively undertaken at no additional cost. Net profit is furthermore controlled directly
by the government via its decision on any review body recommendation.

11. These factors together with the control of expenses associated with a profit maximising business already
deliver substantial efficiency savings. As mentioned above, the long term trend in G/PMS has been for
expenditure to increase at around 2.8% per year with expenses increasing at 4.3% and net incomes at 1.2%.
However, since 2005–06, uplift has been minimal and the average real net income of GMS non-dispensing
doctors has fallen by over 20% in real terms.69

NHS Trust and NHS Foundation Trust finances

12. The King’s Fund report70 found that a majority of finance directors were confident of delivering planned
cost improvement targets of, on average, just under 5% in 2012–13 and nearly all NHS organisations surveyed
also felt confident of ending the year in either surplus or a break even position.
65 The Year: NHS Chief Executive’s annual report 201112, including The Quarter, Quarter 4 201112. 21 June 2012
66 See for example Quality Time; the value of consultant’ Supporting Professional Activities to the NHS. London. British Medical

Association. 2010
67 How is the NHS performing? Quarterly monitoring report September 2012 http://www.kingsfund.org.uk/sites/files/kf/field/field_

publication_file/how-is-the-nhs-performing-quarterly-monitoring-report-sept12.pdf
68 Review of NHS foundation trusts' annual plans (201213)

http://www.monitor-nhsft.gov.uk/home/browse-category/reports-nhs-foundation-trusts/reviews-nhs-foundation-trusts-annual-
plans/review

69 Memorandum of Evidence to the DDRB 2011. British Medical Association. September 2010.
70 Op cit
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13. The NHS at SHA/PCT level generated a substantial surplus in 2011–12 but the extent to which NHS
providers finances are in balance will have an impact on their ability to make recurrent efficiency savings.
According to Monitor,71 there were at Q4, 15 FTs (10%) with a full year deficit of £105 million in aggregate
of which one (Peterborough & Stamford) accounted for £43.5 million. This represents an improvement on Q3,
when 18 FTs were in deficit to the tune of £98 million. The full year aggregate surplus of FTs in surplus was
£614 million at Q4 compared with £445 million in the previous year. Although the NHS Trust sector was also
in net surplus in 2011–12, (£45 million) a significant number of Trusts remained in deficit most notably South
London Healthcare (£65 million) and Barking Havering and Redbridge (£50 million).

14. Some trusts in surplus are so by dint of non-recurrent income and others in balance only because of non-
recurrent savings. The extent to which recurrent savings can be made seems at best questionable. Reliance on
pay restraint and reductions in non-clinical workforce numbers is not a sustainable medium term strategy and
significant reductions in clinical staff will be self-defeating in the absence of major productivity increases. The
Audit Commission found in 2010–11 that around 23% of savings were non-recurrent and it is probable that
this proportion will have risen in 2011–12.

15. The extent to which the underlying finances of trusts are affected by financial commitments incurred
under the Private Finance Initiative can be gauged by the fact that the government felt obliged to set up an
emergency fund of £1.5 billion at the beginning of 2012. This was in response to a report into NHS finances
by the public accounts committee in December 2011 which had flagged up looming problems with PFI debt
and concluded that long-term private finance initiatives deals reduced the department’s ability to establish a
level playing field of financially sustainable, autonomous trusts.

Relationship of Efficiency Savings to Overall NHS Expenditure

16. The overall NHS delivered a surplus in 2011–12 of around £1.6 billion. This has been possible partly
by the Department of Health withholding resources from PCTs which were themselves able to manage largely
by virtue of real tariff reductions. Providers in turn were able to work within the tariff largely as a result of
the national pay freeze or by attracting additional non-recurrent activity. In this way it was possible to generate
the in-year savings required whilst remaining within allocations which at 2.2% in cash terms were lower than
the overall increase in NHS resource provision (2.8%). Of further note is that only half of the surplus appears
to be finding its way into 2012–13 spending and will return to the Treasury.72

Integration of Health and Social Care Services

17. The Committee has asked for observations on the progress on making efficiencies through the integration
of health and social care services. The BMA’s Health Policy and Economic Research Unit recently published
a report73 into this form of integration in which it concluded that evidence from the evaluation of the national
Integrated Care Pilots in England had shown a number of benefits for staff, patients and service users that
resulted from integration initiatives. These included:

— More care plans and better coordination following hospital discharge.

— Staff enthusiasm about their pilot’s progress and its potential for future impact.

— Staff belief that patient care had improved over the previous year.

— Net reductions in overall secondary care costs for sites focusing on case management of elderly
people at risk of hospital admission.74

— Reports of a wide range of local service improvements.75

18. It also concluded, however, that:

[…] the most likely improvements following integrated care activities are in healthcare processes.
Improvements are less likely to be apparent in patient experience or in reduced costs and are not
likely to be obvious in the short-term.76 It is also important to remember that certain groups have
been identified as being most likely to benefit from integration, such as frail older people, people
with multiple chronic and mental health illnesses and people with disabilities. Integrated care is not

71 NHS foundation trusts: review of twelve months to 31 March 2012
http://www.monitor-nhsft.gov.uk/home/browse-category/reports-nhs-foundation-trusts/nhs-foundation-trusts-quarterly-reports/
2011–2012

72 http://www.nuffieldtrust.org.uk/blog/what-happening-health-spending-england
73 BMA The Integration of Health and Social Care June 2012 available at: http://bma.org.uk/working-for-change/shaping-

healthcare/reconfiguration-and-integration/integration
74 It should be noted that there was an unexpected increase in emergency admissions for patients who received an intervention.

The evaluation makes the assumption that the reduction in overall secondary care costs balances the increased costs of emergency
admissions, but this needs more work and is likely to vary considerably depending upon the types of integrating activities being
pursued. The additional/new costs incurred from interventions were not included in the cost analysis.

75 RAND Europe and Ernst and Young LLP National Evaluation of the Department of Health’s Integrated Care Pilots March 2012
76 RAND Europe and Ernst and Young LLP National Evaluation of the Department of Health’s Integrated Care Pilots March 2012
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necessary for all forms of care and should be targeted at the patients and services users most likely
to benefit.

October 2012

Further written evidence from the British Medical Association (PEX 16A)

Thank you for the further opportunity to comment on the operation of the Nicholson Challenge in respect
of NHS staff pay, the contribution of the pay freeze to NHS savings in 2011–12 and pay restraint in the future.

It is a given that if NHS funding is to be constrained in the medium to long term, then labour costs—either
pay levels or employment—will bear a considerable proportion of any savings. Labour costs, after all, make
up the majority of NHS costs. However, it is also a given that an NHS operating with significantly fewer or
less productive staff will not deliver health care in either the amounts or quality required. Since 2002, whilst
crude productivity growth has been broadly flat, quality improvements measured by outcomes and patient
experience have improved on average by a little under 1% per year. Crude pay restraint places morale and
productivity growth in jeopardy and risks undermining such improvements. There are already signs of falling
morale following the unnecessary attack by Government on the NHS Pension Scheme.

The NHS is a monopsony (monopoly employer) in respect of doctors and other clinicians and such labour
markets traditionally operate at less than maximum efficiency. It is for that reason that regulation is often
necessary and in the case of the NHS independent pay review has prevented excessive exploitation. The NHS
pay review bodies and the Doctors’ and Dentists’ Review Body in particular can be relied upon to take full
account of economic circumstances and remain the best way to determine fair levels of remuneration. There is
no need for the Government to impose its own view in addition.

Doctors working in the NHS have always been prepared to play their part in ensuring the continued well-
being of the NHS but cannot be expected to bear more than a fair share of any savings. This has already been
the case. Consultants, for example, have been subject to a pay freeze for an additional year to date over other
NHS staff and GPs have suffered actual reductions in net pay as they have been expected to meet staff and
other practice cost increases from inadequate uplifts in practice income. Doctors are also reluctant to underwrite
NHS expenditure if the funds released are wasted on unnecessary system reform, higher than necessary
medicines prices or excessive payments to investors in poorly designed capital projects under PFI arrangements.

12 November 2012

Written evidence from Bard Ltd (PEX 17)

About Bard

C. R. Bard, Inc. is a leading multinational developer, manufacturer, and marketer of innovative, life-
enhancing medical technologies in the product fields of vascular disease, urology, oncology and surgical
speciality. BARD pioneered the development of single-patient-use medical products for hospital procedures;
today BARD is dedicated to pursuing technological innovations that offer superior clinical benefits while
helping to reduce overall costs.

BARD Limited’s core values of Quality, Integrity, Service, and Innovation represent our reality and our
aspirations. These four values prepare us for the challenges ahead and guide our everyday activities and align
us to our mission. In the UK we are based in Crawley and we are one of the leading suppliers of medical
technology to the NHS.

Summary of Recommendations

— Savings from a reduction in incidence of CAUTIs by using silver alloy coated catheters could
equal £0.5 Billion per year77—10% of the Nicholson Challenge of £20 billion over four years.

— The NHS Safety Thermometer is an excellent tool in promoting transparency and awareness. Its
power to raise awareness could be increased if its results were included in the Atlas of Variation.

— More needs to be done to encourage the use of innovative technologies, and to comply with
DH programmes such as QIPP, NTAC and iTAPP.

— This could be achieved through use of techniques such as “Comply or Explain”, whereby trusts
either comply with recommended best practice or explain why in their local situation it is
inappropriate to do so.

77 Figure calculated by combining York Health Economic Consortium model estimate of CAUTI cost in England of £1.294 billion
multiplied by Cochrane Review estimate of the reduction of incidence of CAUTI by using silver alloy coated catheters = £0.5176
billion.
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Introduction

BARD wishes to thank the Health Select Committee for the opportunity to contribute to this inquiry into
the Nicholson Challenge, and welcomes this approach, which we believe can result in better patient outcomes
with improved efficiency, that will result in better value for money for the NHS.

Our submission focuses on how the Nicholson Challenge can be met in part by improving prevention of
Catheter Associated Urinary Tract Infections (CAUTI), looks into plans made by NHS bodies to help meet the
Nicholson Challenge through innovation, and local examples of where the NHS is succeeding in making
efficiency gains.

We have not answered all of the consultation issues. We have concentrated on areas where we feel BARD
has most experience.

The Nicholson Challenge and how better prevention of CAUTI can help meet it.

1.1 Since the phrase “Nicholson Challenge” was coined following the publication of the NHS Annual Report
for 2008–09, which set out the goal of finding £15–20 Billion of efficiency savings between 2011 and 2014, it
has been an ever present perspective with which to look at NHS services and reforms. The Nicholson Challenge
should be viewed as productivity gains that will be needed to meet the challenges of ageing demographics and
increasing levels of chronic disease. These efficiency savings should be used to meet those challenges and
drive improvements in patient outcomes.

“That level of productivity gain can only be realised through … quality improvements and advances
in innovation.”78

As the Health Select Committee report into Public Expenditure, published in December 2010 says:

“The efficiency challenge for the NHS is not about cuts. It is about doing more with the same
amount of money.”79

1.2 Innovation is a key driver in improving efficiency in the NHS, as stated in the 2011 publication,
Innovation, Health and Wealth.80 BARD Limited’s particular interest in the Nicholson Challenge is related to
using innovative technology to reduce the incidence of Catheter Associated Urinary Tract Infections.

1.3 25% of hospital patients have an in-dwelling urinary catheter fitted, of which 5% develop a urinary tract
infection (UTI).81 In fact 80% of UTIs can be traced to urinary catheters.82 Catheter associated urinary tract
infections (CAUTI) have a high association with antibiotic resistance.83 This problem is compounded as
bacteriuria commonly leads to unnecessary antimicrobial use.84 CAUTIs can develop into life threatening
conditions. 1%-4% of patients with a CAUTI will develop bacteraemia (the presence of bacteria in the blood)
which has a mortality rate between 13% and 30%.85

1.4 Bardex® I.C. anti-infective Foley catheter with Bacti-Guard silver alloy coating and Bard Hydrogel uses
a unique combination of noble metals and hydrogel coating which allows a slow release of silver ions. Silver,
which has long established anti-microbial properties, inhibits biofilm formation and reduces the risk of infection
by 32%.86 This technology has undergone significant research, with a Cochrane Review finding a 40%
reduction in symptomatic infection with silver alloy-coated catheters versus standard catheters.87 All of this
evidence resulted in Bardex® I.C. Foley catheter being the first device to receive a level one recommendation
from the Health Protection Agency’s Rapid Review Panel to tackle HAIs.88

1.5 CAUTIs are one of the most common examples of healthcare associated infection, accounting for 17.2%
of infections in England in 2011.89 They are also estimated to be the most expensive single-site infection,
with one study (from 1999) using data from 1994–95 estimating their cost at £123.89 Million per year.90

Although each case is relatively inexpensive to treat, their relatively high incidence imposes a substantial
burden on the NHS.91 A more recent model produced by the York Health Economic Consortium has estimated
78 NHS Chief Executive’s annual report, 2008–09—http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/

digitalasset/dh_099700.pdf
79 House of Commons Health Select Committee—http://www.publications.parliament.uk/pa/cm201011/cmselect/cmhealth/512/

51208.htm#a5
80 Innovation, Health and Wealth—http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_

134597.pdf
81 Saint, S. et al http://www.ncbi.nlm.nih.gov/pubmed/9753027
82 Plowman, R. et al http://www.ncbi.nlm.nih.gov/pubmed/11358469
83 Maki, D.J. and Tambyah, P. http://www.ncbi.nlm.nih.gov/pubmed/11294737
84 Gould, C.V., et al http://www.cdc.gov/hicpac/pdf/CAUTI/CAUTIguideline2009final.pdf
85 Bissett, L. http://www.ncbi.nlm.nih.gov/pubmed/15822716
86 Karchmer, T.B. et al http://www.ncbi.nlm.nih.gov/pubmed/11088092
87 Brosnahan, J., Jull, A., Tracy, C. http://www.ncbi.nlm.nih.gov/pubmed/14974052
88 Healthcare Protection Agency http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1194947346328
89 Health Protection Agency, HCAI and Antimicrobial Point Prevalence Survey http://www.hpa.org.uk/Topics/InfectiousDiseases/

InfectionsAZ/HCAI/HCAIPointPrevalenceSurvey/
90 Plowman, R. et al http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_

4089725.pdf
91 Plowman, R. et al http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_

4089725.pdf
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the cost of CAUTIs in England to be £1.294 billion per year.92 Therefore the savings from a reduction in
incidence of CAUTIs by using silver alloy coated catheters, estimated by the Cochrane Review to be 40%,
would equal £0.5 billion per year. The increased costs of using silver alloy coated catheters would be more
than offset if their use resulted in just a 2% reduction in the number of CAUTIs,93 which is massively below
the 40% predicted by the Cochrane Review.

1.6 The Health Protection Agency 2011 HCAI and Antimicrobial Point Prevalence Survey found UTI to be
the second most common HAI (17.2%).94 Despite of these figures, the incidence of CAUTI or UTI is not
routinely measured by NHS trusts, as it is not mandatory, unlike other forms of Hospital Acquired Infections
(HAI). Many of these incidences of CAUTIs are avoidable if better practices are followed in hospitals, and
innovative technologies such as Bardex® I.C. are used. Therefore patients are experiencing worse outcomes
and longer hospital stays, unnecessarily, which costs the NHS and the Government money, which could
otherwise be invested in other services. This technology has been supported by the Health Protection Agency,
the NHS Purchasing and Supply Agency and the Department of Health,95 yet its uptake is still in a small
minority of trusts. Use of this technology and the resulting reduction in CAUTIs would certainly help towards
the NHS’s “Nicholson challenge” of making efficiency savings of £15 billion to £20 billion between 2011
and 2014.96

The Plans Being Made by NHS Bodies to Enable Them to Meet the Nicholson Challenge

NHS Safety Thermometer

2.1 All provision of healthcare has some element of risk, whether from pharmaceutical side effects,
contracting healthcare acquired infections, surgical and anaesthetic risk and many more. Some element of risk
is unavoidable, however it is the NHS’s obligation to minimise these risks wherever possible. Not only does
this minimise the risk of adverse outcomes to patients, but reduces the costs that are incurred by the NHS.

2.2 One project that the NHS is running, through Harm Free Care, is the NHS Safety Thermometer, which is:

“a local improvement tool for measuring, monitoring and analysing patient harms and ‘harm free’
care.”97

The Safety Thermometer looks at pressure ulcers, falls, catheter associated urinary tract infection and new
venous thromboembolisms (VTE).

2.3 The NHS Safety Thermometer is being incentivised through Commissioning for Quality and Innovation
payments (CQUIN), which will encourage the:

“participation in this data collection, establish a national baseline of performance on the four harms
and provide information on a range of quality indicators. This will allow the establishment of quality
improvement aims for later years.”98

This will allow NHS trusts to be rewarded for improved standards of care, and reductions in harm to patients.

2.4 Transparency and awareness of clinical problems and risk is an important step in reducing their incidence,
and ultimately cost. The NHS Safety Thermometer is an excellent tool in promoting transparency and
awareness. We believe its impact could be increased if another excellent tool, the Atlas of Variation99 was
used to visually present the results. This would be a powerful tool for increasing awareness, and reducing
incidence of CAUTI as well as the other three elements of the Safety Thermometer.

Innovative Technology Adoption Procurement Programme (iTAPP)

2.5 As stated above in the document, quoting Sir David Nicholson:

“That level of productivity gain can only be realised through … quality improvements and advances
in innovation.”100

Innovation is a critical aspect of achieving the Nicholson Challenge. That level of efficiency savings cannot
be achieved by small incremental improvements in process and systems, although clearly this does have a part
to play. The levels of efficiency savings targeted by the Nicholson Challenge require innovative technologies
to revolutionise patient outcomes to generate savings for the NHS.
92 Trueman, P., York Health Economics Consortium
93 Tucker, D http://www.clinicalservicesjournal.com/Story.aspx?Story=2795
94 Health Protection Agency, HCAI and Antimicrobial Point Prevalence Survey http://www.hpa.org.uk/Topics/InfectiousDiseases/

InfectionsAZ/HCAI/HCAIPointPrevalenceSurvey/
95 Department of Health and NHS Purchasing and Supply Agency http://webarchive.nationalarchives.gov.uk/20120118164404/

hcai.dh.gov.uk/files/2011/03/090616_HCAI_Technology_Innovation_Programme_Showcase_Hospitals_Report_1_Bardex_
IC.pdf

96 BMJ http://www.bmj.com/content/344/bmj.e4175
97 Harm Free Care—http://www.harmfreecare.org/wp-content/uploads/DH%20ST%20Guidance%2025%205%2012.pdf
98 Harm Free Care—http://www.harmfreecare.org/wp-content/uploads/DH%20ST%20Guidance%2025%205%2012.pdf
99 Atlas of Variation—http://www.rightcare.nhs.uk/index.php/nhs-atlas/atlas-downloads/
100 NHS Chief Executive’s annual report, 2008–09—http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/

digitalasset/dh_099700.pdf



cobber Pack: U PL: COE1 [O] Processed: [15-03-2013 13:50] Job: 026367 Unit: PG01
Source: /MILES/PKU/INPUT/026367/026367_w021_steve_26 PEX - Unite the Union.xml

Health Committee: Evidence Ev w35

2.6 A programme which has the potential to improve patient access to innovative technology is the
Innovative Technology Adoption Procurement Programme (iTAPP). This programme encourages NHS-wide
adoption of high impact innovative medical technologies that can increase the quality of care provided to
patients, whilst reducing the overall cost of care.101

2.7 BARD Limited’s Bardex® I.C. technology was specifically referred to in the HCAI showcase with
reference to reducing CAUTIs:

“HCAI (Healthcare Associated Infections) by using silver alloy coated catheter reducing catheter
associated UTIs”102

2.8 Despite these strong recommendations from respected Department of Health programmes, on the ground,
at trust level, in many cases there is inertia towards adopting these proven innovative technologies.

2.9 More needs to be done to encourage use of these innovative technologies, identified by Department of
Health programmes, such as the use of Comply or Explain, whereby trusts either comply with recommended
best practice or explain why in their local situation it is inappropriate to do so.

NHS Technology Adoption Centre (NTAC)

2.10 The Technology Adoption Centre’s mission is to work directly with industry & the NHS at a clinical,
managerial and procurement level to identify and overcome the hurdles to adoption for innovative technologies
which have already demonstrated clear benefits to patients and will improve system efficiency.103

2.11 NTAC has launched a number of “Technology Briefing Packs” aimed at providing key information
about a number of high impact innovative medical technologies. The Bardex® I.C. silver alloy coated catheter
from BARD has been included as the first example of these packs.104

2.12 An understandable response from NHS trusts regarding the procurement of new technology is related
to the upfront cost. Consumables such as catheters are often procured on cost alone, with little consideration
given to quality. The small additional cost of using Bardex® I.C. has extremely short payback periods, with a
fall in CAUTI incidence of just 2% enough to offset their cost.105 BARD are willing to underwrite the
additional cost of the silver alloy coated catheters during a trial period, based on achieving the predetermined
reduction in infections rates, which should remove any concern over cost.

Quality, Innovation, Productivity and Prevention (QIPP)

2.13 QIPP is a large scale transformational programme for the NHS, involving all NHS staff, clinicians,
patients and the voluntary sector. It will improve the quality of care the NHS delivers while making up to £20
billion of efficiency savings by 2014–15, which will be reinvested in frontline care.106

2.14 One particular area of interest for QIPP has been procurement. This is an area where improvements in
NHS efficiency can be made. However short term savings must not be taken at the expense of much greater
medium to longer term savings. Prevention of CAUTI through use of antimicrobial catheter technology such
as Bardex® I.C. is a good example of this.

2.15 As stated above in paragraph 2.9, more needs to be done to encourage the use of innovative
technologies, and to comply with DH programmes such as QIPP, NTAC and iTAPP.

Where Changes are Being Proposed, and Whether the NHS is Succeeding in Making Efficiency
Gains Rather Than Cuts

3.1 Bardex® I.C. silver alloy catheters are being used in different trusts across the UK, where they have
been found to significantly reduce catheter associated urinary tract infections. This has clear cost saving benefits
for NHS trusts, through reduced patient stays and reduced pharmaceutical costs with associated improvements
in patient outcomes. This is an excellent example of innovation helping the NHS to meet the Nicholson
Challenge.

3.2 The closest hospital to the House of Commons, Guy’s and St Thomas’s NHS Foundation Trust have
been an early adopter of Bardex® I.C.. David Tucker, Assistant Director for Control of Infection, has written
a case study detailing the reasons behind Guy’s and St Thomas’s adoption of this technology in the Clinical
Services Journal.107 Guy’s and St Thomas’ positively report monthly prevalence rates for CAUTI have fallen
101 Department of Health—http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Managingyourorganisation/

NHSprocurement/DH_121248
102 Department of Health—http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_

121249.pdf
103 NHS Technology Adoption Centre—http://www.ntac.nhs.uk/
104 NHS Institute for Innovation and Improvement—http://www.innovation.nhs.uk/pg/cv_blog/content/view/31728/network
105 Tucker, D http://www.clinicalservicesjournal.com/Story.aspx?Story=2795
106 QIPP—http://www.dh.gov.uk/health/category/policy-areas/nhs/quality/qipp/
107 Tucker, D.—http://www.clinicalservicesjournal.com/Story.aspx?Story=2795
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although they also report slightly higher levels of catheterisation at their site, than many other areas. Financial
benefits have been realised as a result of the avoidance of infection.108

3.3 Birmingham Royal Orthopaedic Hospital NHS Trust has also converted to Bardex® I.C.. They launched
a programme to reduce incidence of CAUTI after discovering that they had a rate of 32% compared to the
national average of 7.3% in an audit in 2008.109 During the audit they also discovered that many different
types of catheter were being used, with no standardisation across the hospital. There were around 660 catheters
in stock, including 137 that were out-of-date. Since adoption of Bardex® I.C. Birmingham’s Royal Orthopaedic
Hospital has maintained a zero rate of catheter-acquired urinary tract infections for the past year after bringing
infection control services in-house. This is a massive reduction compared to the 32% rate revealed in the audit.

The prospects for the long-term viability of NHS Trusts and NHS Foundation Trusts given (a) the 2010
spending review settlement and (b) financial commitments incurred under the Private Finance Initiative

4.1 Using a hypothetical example of a standard 760 bed hospital, with an estimated number of admitted
patients of 50,000 we can make the following estimates:

No. of Beds: 760

Patients Admitted/Year: 50,000

No. of catheterised patients: 10,100 (assuming 20.2% catheterised)110

No. who develop UTI: 1,737 (17.2% of catheterised patients)111

Average cost per UTI: £2,291.00 (Current tariff)112

Total cost of UTI: £3,979,467 (1737 x £2,291.00)
Comparator catheters weighted £11.49 (including accessories)
cost:
Cost of Bardex® I.C. catheter: £14.72 (including accessories)
Incremental cost: £3.23

Additional cost of Bardex® I.C.: £32,623 (£3.23 x 10,100)
% reduction to achieve cost 0.82% (32,623 ÷ 3,979,467 x 100)
neutrality:
Reduction of infections required 14 (£32,623 ÷ £2,291.00)
for cost neutrality:
Estimated potential savings: £1,559,163.80 ([£3,979,467 x 0.4] 113—£32,623)

4.2 These figures clearly show the cost effectiveness of using silver alloy coated urinary catheters such as
Bardex® I.C., which prevent CAUTI from developing, improving patient experience and outcomes as well as
saving the NHS money.

4.3 In a standard 760 bed hospital being able to save over £1.5 Million for a cost of £32,623, is an incredible
return on investment. This is an example of an innovation that can protect the long-term viability of NHS
Trusts and NHS Foundation Trusts and allow money to be reinvested in patient care.

October 2012

Written evidence from the Urology User Group Coalition (PEX 18)

Summary

— Many of the six million people with continence needs in the UK use urology appliances such
as catheters to manage their needs. The arrangements which currently exist for urology products
under Part IX of the Drug Tariff are intended to maintain consistency across England while
ensuring value for money. Our members are concerned about the potential for a “postcode
lottery” if local areas are permitted to deviate from these arrangements.

— Urology products are specialised, and the use of a superficially similar device with even slight
variations can lead to serious irritation, discomfort, and an increased incidence of urinary tract
infections, and crucially a loss of dignity. This can actually lead to increased costs to the health
and social care budget further down the line.

— There are many examples of good practice in continence care which can save money without
reducing patient choice.

108 NHS Technology Adoption Centre, Briefing Pack - http://www.innovation.nhs.uk/pg/cv_content/content/view/31705
109 NHS Institute for Innovation and Improvement, Protection from Infection—http://www.institute.nhs.uk/building_capability/hia_

supporting_info/protection_from_infection.html
110 Mullings et al.—http://bji.sagepub.com/content/early/2010/07/06/1757177410381660
111 Health Protection Agency, HCAI and Antimicrobial Point Prevalence Survey http://www.hpa.org.uk/Topics/InfectiousDiseases/

InfectionsAZ/HCAI/HCAIPointPrevalenceSurvey/
112 Current tariff for kidney or urinary tract infection with length of stay 2 days or more without complications—HRG code UTI

LA04F
113 Brosnahan, J., Jull, A., Tracy, C.—http://www.ncbi.nlm.nih.gov/pubmed/14974052
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— We recommend commissioners should be incentivised to plan for the long-term impact of their
spending decisions, not just the short-term; that commissioners should be incentivised to ensure
integrated pathways of care are developed for urological conditions; and to maintain a national
Drug Tariff to allow patients to use any approved product prescribed by an expert clinician.

Introduction

1. The Urology User Group Coalition (UUGC) represents many of the estimated six million people with
continence needs, particularly those who rely heavily on urology products and services such as catheters and
related appliances to maintain their health and wellbeing. We are also representative of many people with the
vast range of clinical diagnoses that usually require continence management to be integrated into care and
treatment pathways. These include the long term conditions of cancer, stroke, spinal cord injury, MS, spina
bifida, Parkinson’s disease and other neurological conditions.

2. We welcome this opportunity to respond to this call for evidence on public expenditure which looks at
the crucial issue of change within the NHS during a time of austerity. We are keen to stress that patient choice
and saving money are not mutually exclusive and indeed that short term attempts at saving money can lead to
higher costs over the long term. Our response will look particularly at the plans being made by NHS bodies to
enable them to meet the Nicholson Challenge; and where changes are being proposed, and whether the NHS
is succeeding in making efficiency gains rather than cuts.

Overview—the Role of the Drug Tariff

3. For the six million patients we represent, continence care is of key importance. Many of our members
have complex long-term conditions such as a spinal injury, cancer, or a neurological condition such as
multiple sclerosis.

4. The arrangements which currently exist for urology products are intended to maintain consistency across
England while ensuring value for money. These arrangements, set out under Part IX of the Drug Tariff, were
published in April 2009 and came into force a year later. Our members are concerned about the potential
for a “postcode lottery” of services if local areas are permitted to deviate from the tariff, such as through
local formularies.

5. The national Drug Tariff means that any patient in any location can access any product prescribed by
their GP, Nurse Independent Prescriber, or Pharmacist Independent Prescriber. We see no reason why a patient
in Liverpool, for example, should not be able to access products that they would be able to access were they
to live in Nottinghamshire. However, this is not always the case in practice.

6. When local formularies are developed, they may appear to retain patient choice, as promises are often
made that patients will continue to be able to access products which are not contained in the formulary.
However, often the result is that the formulary restricts choice in practice as the added bureaucracy clinicians
have to go through to secure a medical device not listed on a local formulary is a deterrent, and patients may
not be aware of their rights in challenging their GPs to secure a more appropriate device, on the Drug Tariff.
The results from a survey we have previously carried out amongst users of continence products show that 35%
of respondents said they had experienced problems accessing the products which best met their needs. In
addition, many health professionals are not aware of the variety of appliances available and the ways in which
small differences in appliances can impact on patient care. In the survey, only 26% said they felt that their GP
or nurse was well informed about the available products, including new products.

7. Urology products are specialised, and to a non-expert in continence care—a category which includes
many GPs—two devices may appear very similar. However to those who use urological products the use of a
superficially similar device which has even slight variations can lead to serious irritation, discomfort and a lack
of ability to live their life otherwise unimpeded. An increased incidence of urinary tract infections is a particular
example. Given the nature of urological conditions, maintaining dignity is paramount.

8. In addition to maintaining dignity, we would like to highlight the importance to the NHS of ensuring that
a patient receives the appropriate medical device. While a small saving may be made in the short term if a
cheaper device is provided, we are aware of many cases where a patient has then had urinary tract infections
which are far more costly to the NHS to treat than the small additional cost of an appropriate medical device
being made available in the first place. In addition, the loss of dignity and ability to live independently is likely
to have follow-on consequences for the wider economy including time off work or increased pressure on social
care budgets. There is also the issue of wastage if patients are provided with inappropriate products which then
cannot be used.

9. The framework set out by Part IX of the Drug Tariff means that the NHS and the public can be confident
that the cost of medical devices is proportionate, and that medical device manufacturers and suppliers receive
a fair price for the products. In addition, medical devices will have gone through a certification system from a
third party approved by the Medicines and Healthcare products Regulatory Agency to ensure the devices are
safe, a procedure patients find reassuring.
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10. With clinical commissioning groups taking on responsibilities from primary care trusts in the near future,
we are concerned that the pressure on them to make additional savings may lead to an increase in the unintended
consequences we highlight earlier in our submission. While increased support for local decision making could
be positive in many cases, it could lead to increasing fragmentation of the Drug Tariff and hence greater variety
for patients in what is available. We support the drive towards deeper integration because it champions a view
of care which looks at patients over the long-term.

11. For example, having specialist nurses visit people in their homes to examine their personal condition is
costly, but it is far less costly than an accident and emergency call out and admission followed by an extended
stay in hospital because beds are not available in a suitably-equipped care home.

12. Patients we represent have highlighted cases of both good and bad treatment. We would like to highlight
that some local NHS organisations have looked at alternative ways to make savings which respect patient
choice. For example, one PCT has introduced a system where patients have engaged with continence care
specialists rather than a GP, with staff speaking to patients at the continence service better able to understand
the nature of a person’s condition—for example urinary tract infections or soreness. If problems with a
prescribed device do occur, a patient can speak to a specialist continence care nurse who is able to undertake
a clinical review. After rectifying any issues, the patients are able to take the prescription to the dispenser of
their choice. As well as leading to better patient outcomes, this has led to a reduction in wastage caused by
the prescription of too many products or inappropriate products. The operation of this system has led to
significant cost savings in this area which can be reinvested in front-line care as intended by the “Nicholson
challenge”, and meeting the criteria under the NHS Outcomes Framework to deliver high-quality clinical
outcomes.

Our Recommendations

13. We make three recommendations which would directly benefit the patients we represent:

(i) To incentivise commissioners in the health service to plan the long-term impact of their
spending decisions, not just the short-term decisions; as to avoid cheaper but inappropriate
devices being prescribed which leads to emergency admissions.

(ii) To incentivise commissioners to ensure integrated pathways of care are developed for urological
conditions based around the fundamental dignity of the patient.

(iii) To maintain a national Drug Tariff which allows patients to use any approved product prescribed
by an expert clinician.

14. If followed, these recommendations are likely to do much to drive up the patient experience of care and
clinical outcomes, at a lower cost to the NHS and taxpayer.

List of UUGC Members

— Association for Spina Bifida Hydrocephalus.

— Back in Action.

— Bladder and Bowel Foundation.

— Education and Resources for Improving Childhood Continence.

— Multiple Sclerosis Trust.

— PromoCon.

— Spinal Injuries Association.

— Urostomy Association.

October 2012

Written evidence from the Royal College of Nursing (PEX 20)

1.0 Introduction

1.1 With a membership of more than 410,000 registered nurses, midwives, health visitors, nursing students,
health care assistants and nurse cadets, the Royal College of Nursing (RCN) is the voice of nursing across the
UK and the largest professional union of nursing staff in the world. RCN members work in a variety of hospital
and community settings in the NHS and the independent sector. The RCN promotes patient and nursing interests
on a wide range of issues by working closely with the Government, the UK parliaments and other national and
European political institutions, trade unions, professional bodies and voluntary organisations.

1.2 The RCN welcomes this opportunity to make a submission to the Health Select Committee inquiry into
public expenditure.
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2.0 Executive Summary

2.1 The RCN has evidence that NHS Trusts across the country are making short-sighted cuts to the workforce
and services simply to save money which are likely to damage patient care. This is contrary to Government
guarantees to protect frontline services.

2.2 In April 2010, the RCN knew of 5,600 NHS posts that had been removed or earmarked to go across the
UK. By May 2012 the RCN confirmed this figure was now at 61,113.

2.3 The RCN is aware of many NHS trusts which have instigated recruitment freezes and deleted vacancies
so that they can reduce their wage bill through natural wastage. Nursing posts are also being downbanded,
replacing experienced qualified nursing posts with those of a lower band or unregistered health care assistants.

2.4 The RCN is concerned that the implementation of the Health and Social Care Act is acting as a distraction
to those staff trying to achieve the £20 billion savings needed as part of the Nicholson Challenge in England.

2.5 Cuts in social care are impacting on the health and wellbeing of patients and on community nurses’
caseloads and the quality of care they can provide.

2.6 The RCN believes do not oppose long term integration between health and social care but believe that
short term raids of health budgets to fund deficits on social care is not the answer.

2.7 The RCN has expressed strong concerns that efficiency savings being made in order to meet the
Nicholson Challenge are not immediately being re-invested in frontline care.

3.0 The plans being made by NHS bodies to enable them to meet the Nicholson Challenge. Where changes
are being proposed, and whether the NHS is succeeding in making efficiency gains rather than cuts

3.1 Contrary to Government guarantees to protect frontline services, the RCN is aware that NHS Trusts
across the country are making short-sighted cuts to the workforce and services simply to save money which
are likely to damage patient care.

3.2 In 2010 the RCN launched its Frontline First campaign, which provides a channel for our members to
tell us about cuts to workforce and services, highlight waste in the system and to spread innovation. When we
launched the campaign in April 2010, we identified 5,600 NHS jobs that had been removed or earmarked to
go in the NHS.

3.3 The Frontline First campaign’s latest report was published in May 2012.114 In it we identified over
61,113 NHS posts which are at risk across the UK, 55,000 in England, during the period of the “Nicholson
Challenge” from 2010 to 2015. Official statistics published monthly by the NHS Information Centre show that
from April 2010 to June 2012 the total NHS workforce in England fell by 25,361 Full Time Equivalents,
confirming that the workforce is already being affected. 4,527 of these are qualified nursing posts.

3.4 Reductions in the NHS workforce have not all been made through redundancy. The RCN is aware of
many NHS trusts which have instigated recruitment freezes and deleted vacancies so that they can reduce their
wage bill through natural wastage. Nursing posts are also being downbanded, replacing experienced qualified
nursing posts with those of a lower band or unregistered health care assistants. The RCN has repeatedly drawn
attention to these issues and the risk to patient safety they represent. Staffing levels and skill mix must be
planned and based on a sound clinical rationale, not budget availability.

3.5 The latest Frontline First report also highlighted the increased pressure being placed on community-
based health care services. Despite the stated intentions of politicians, health experts and NHS mangers to
move services from acute hospitals into the community, both to reduce costs and to have more person-centred
care, the RCN on the whole has found very little clear evidence of this shift actually happening on the ground.
We see cuts to the acute sector, but the community sector is not expanding to take up the slack. RCN members
working in the community report the same problems with recruitment freezes and downbanding as those
working in acute settings. In fact, our report on the community nursing workforce showed that the number of
community nurses has actually decreased over the last ten years.115

3.6 The RCN believes that NHS organisations need to work together to provide real service transformation
that brings care closer to home and integrates care around the patient. This can result in efficiency savings and
also benefits patients, but will require co-operation between trusts and investment in the short-term. The cuts
we are seeing at the moment are short-sighted and risk damaging patient care.
114 Royal College of Nursing (2012) Frontline First—Congress 2012 update. Available at: www.rcn.org.uk/__data/assets/pdf_file/

0008/450539/10.12_Frontline_First,_Congress_2012_Update.pdf
115 Royal College of Nursing (2012) The community nursing workforce in England. Available at: www.rcn.org.uk/__data/assets/

pdf_file/0003/450525/09.12_The_Community_Nursing_Workforce_in_England.pdf
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4.0 The cost of the continuing reorganisation of NHS structures in line with the provisions of the Health and
Social Care Act 2012

4.1 There has been significant debate about the cost of NHS reorganisation and some estimates have
suggested it may be as much as £3 billion.116 The Government has stated that the costs will be more than
offset by savings. These costs are being incurred at the same time as the needs to achieve £20 billion in
efficiency savings.

4.2 In January 2012 the RCN came out in opposition to the Health and Social Care Bill. The RCN had many
reasons for opposing the Bill and one of these was the cost of reform and the distraction it would pose to staff
who were trying to achieve the savings linked to the “Nicholson Challenge”. Sadly, this fear has been realised
with RCN members reporting anecdotally of confusion as work and staff from Primary Care Trusts and
Strategic Health Authorities transfer to the new systems and emerging structures.

4.3 When the RCN announced its opposition to the Bill we stated that reforms created a new architecture
for the NHS with increasingly complex interrelationships. Ten months on, unanswered questions still remain
about how individual components within the reforms will be “hard wired” together and at what cost to the
taxpayer.

5.0 The prospects for the long-term viability of NHS Trusts and NHS Foundation Trusts given (a) the 2010
spending review settlement and (b) financial commitments incurred under the Private Finance Initiative

5.1 The NHS has the toughest spending settlement in its history. This is the driver for the “Nicholson
Challenge”. The RCN understands that service delivery has to change but that change needs to be well managed
and focus on long term sustainability; not short term “slash and burn” which will damage patient care and
further erode staff morale or encourage more to leave the service. The RCN is deeply concerned that some
organisations in the NHS could fail. We are also now in an unprecedented situation of having the first Trust
having a Trust Special Administrator appointed (in July 2012) and more are predicted. The RCN wants key
stakeholders to work together to plan changes that put patients first, and are also sustainable avoiding the need
to go through yet more upheaval in the future. That must involve health Trade Unions, including the RCN.

5.2 The RCN recognises that the NHS needed new infrastructure and that Private Finance Initiatives were
one route to achieve this. However, as times change, so too must the approach to managing budgets and
pressures. The RCN supports efforts of NHS Trusts who are looking again at PFI agreements, including buying
back PFI deals. Reviewing PFI agreements and exploring the scope to make them more manageable is a “must
do” for management facing significant repayment challenges on PFIs.

6.0 The impact on the provision of adult social care of the 2010 spending review settlement

6.1 In April 2012, the RCN surveyed members working in the community to assess the impact of the
budgetary cuts both in health and social care on their services.117 The findings were worrying, with only 6%
of respondents stating that they are able to deliver the care they would like. Furthermore, findings suggested
that cuts in social care are impacting on the health and wellbeing of patients and on community nurses’
caseloads and the quality of care they can provide.

6.2 75% of respondents to the survey said the pressure on their team had increased as a result of social care
cuts. One member told us “Community nursing teams are having to bridge the gap in social care provision by
doing shopping, preparing meals, collecting medications and prescriptions, washing and dressing patients and
basic housework.”

6.3 As a result of social care cuts, 49% of respondents to the survey said they were more concerned about
their team’s capacity to protect children and adults at risk. Another member told us “I am concerned that
potential child protection concerns are dismissed by senior staff due to their belief that the local children and
families team would not act if we make a referral, since there have been cutbacks to these teams. Therefore I
feel concerned that we may be missing opportunities to potentially safe guard children who may be at risk.”

6.4 53% of respondents to the survey stated that patients in their care do not receive adequate support from
social care services. One member told us “Social services have months waiting time just to get an assessment.
This results in our intermediate care service places being blocked for weeks.” Another added “An individual
had multiple hospital admissions during the standard twelve week wait for social care assessment. There have
been no admissions for this individual since the care package has been put in place.”

6.5 The findings of the RCN survey suggest the current budgetary context is further compounding the many
and longstanding weaknesses of the social care system. Pivotal to reform of the social care system is funding
reform, and the RCN was disappointed that the Government failed to deliver a commitment to funding reform
in the Draft Care and Support Bill and White Paper on care and support. Funding reform must be agreed if the
necessary funding to simply sustain current service provision is to be met and to avoid the further cuts to
services and deterioration to service provision being felt by frontline staff.
116 http://www.telegraph.co.uk/health/healthnews/7894203/NHS-reforms-will-cost-3bn-and-will-not-work-academic.html#
117 The RCN surveyed members working in community settings during April 2012. The survey was conducted online and was

advertised to members in the field via email. 2,681 members completed the survey.
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7.0 The use of the additional funding for social care being made available through the NHS budget

7.1 In the 2010 spending review settlement the Coalition Government allocated an additional £2 billion by
2014–15 to support the delivery of social care; half from the NHS and half in grant funding to local government.
The NHS funding was meant to include up to £300 million per annum for re-ablement and the remainder for
other social care services. However, as was recognised by the Department of Health at the time this meant
“tough choices” and “ambitious programmes” of efficiency savings had to be made by local government as
this settlement was set in an overall reduction of 26% in revenue funding to local authorities.118

7.2 The RCN was not in principle against the use of NHS funds to help prevent social care needs escalation
to health care needs, but, as has been recognised by Government and many other stakeholders, believed that
“robbing Peter to pay Paul” is a short term and ultimately short-sighted solution to a problem requiring a
sustainable, long-term approach. The RCN also raised concerns that since social care funding is not ring-fenced
there was no guarantee that this allocation would be spent on social care, particularly in light of the pressures
of local authorities’ budgets.

8.0 Progress on making efficiencies through the integration of health and social care services.

8.1 The RCN recognises the importance of achieving value from money for the NHS, as the public sector
has a responsibility to spend public money wisely. This has been brought into even sharper focus by the
Quality, Innovation, Productivity and Prevention (QIPP) challenge and the formalised need for the NHS in
England to achieve £20 billion of cash releasing efficiency savings by 2014–15. However, it is very difficult
to get a comprehensive or clear picture of what is really happening in practice in terms of efficiencies
through integration.

8.2 The RCN has been, and will continue to be, a strong advocate of integrated care. However, measuring
efficiency and productivity is complex. The NHS may have increased productivity in the last decade, according
to recent analysis that has included a wider range of NHS activity than looked at before. However, measuring
productivity has been controversial with other research suggesting an overall decline in productivity from 1995
to 2008. QIPP is generally expressed as a challenge to the NHS to achieve “savings” of £20 billion by 2015,
whilst others view this figure as achieving a 4% improvement in productivity every year for four successive
years.119

8.3 Perhaps more appropriately the £20 billion target is about meeting rising health care needs from the
same resources, such as more operations without adding more operating theatres, surgeons, anaesthetists and
nursing staff. The financial “value” of this increased activity needs to be equal to the £20 billion, but there will
be no pot of cash that will arise at the end that is equal to this amount. Rather, if successful, QIPP will mean
the NHS budget only rising marginally (in nominal terms) but without increased waiting times and worsening
health status of the population in England both through treatment and prevention.

8.4 In relation to the detail of the NHS reforms, the RCN has raised its concerns that many elements will
fragment the NHS and the care delivered. Reforms around commissioning, competition and choice, system
regulation, the national tariff and the workforce will significantly impact on the delivery of integrated care.

8.5 Overall the RCN has seen very limited evidence of NHS QIPP efficiency savings being reinvested in
frontline services. An analysis of the Government’s 2012 budget statement by the Nuffield Trust showed that
£500 million of the predicted £900 million “underspend” of the NHS for 2011–12 will go to Treasury for
central deficit reduction instead of being used to transform the service.120 On 6 July HM Treasury confirmed
that £1.4 billion of £1.7 billion not spent by the Department Health on the NHS in England in 2011–12 had
been “clawed back.”121 The Government announced that this would be used to help fund the freeze in council
tax, major infrastructure projects and other key areas of public spending not related to health. The RCN
expressed strong concerns that these efficiency saving were not immediately re-invested in frontline care.

October 2012

Further written evidence from the Royal College of Nursing (PEX 20A)

1.0 Introduction

1.1 With a membership of more than 410,000 registered nurses, midwives, health visitors, nursing students,
health care assistants and nurse cadets, the Royal College of Nursing (RCN) is the voice of nursing across the
UK and the largest professional union of nursing staff in the world. RCN members work in a variety of hospital
and community settings in the NHS and the independent sector. The RCN promotes patient and nursing interests
on a wide range of issues by working closely with the UK Governments, the UK Parliaments and other national
and European political institutions, trade unions, professional bodies and voluntary organisations.
118 http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Dearcolleagueletters/DH_120684
119 http://www.kingsfund.org.uk/topics/productivity_and_efficiency/index.html
120 http://www.bbc.co.uk/news/uk-politics-17499332
121 http://www.guardian.co.uk/politics/2012/jul/06/david-cameron-accused-hypocrisy-nhs-raid
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1.2 The RCN welcomes this opportunity to make a further submission to the Committee’s inquiry into
public expenditure.

1.3 We would like the Committee to note that the RCN is currently joint secretary of the NHS Staff Side
body and co-ordinated the submission of its evidence to the Pay Review Body.

2.0 NHS Pay

2.1 In its evidence to the Health Select Committee on 23 October 2012, the NHS Confederation states that
although headline pay was frozen, incrementally there is still a 2.4% increase in staff pay because of the way
Agenda for Change operates. This figure is at odds with others calculated by the Department of Health, NHS
Employers and NHS staff side.

2.2 The Department of Health have estimated the rise in the pay bill due to Agenda for Change increments
to be 1% while NHS Employers quote a figure of 2%.122 The NHS Staff Side estimates the figure to be
around 1.4%.

2.3 The NHS pay bill was approximately £43 billion in 2011–12.123 A 1% increase this year would add
between £400 and £500 million to the pay bill, with an increase of around £600 million from incremental pay
(assuming 1.4% pay drift). £1 billion of extra spending on pay is around 2% of the total pay bill.

2.4 Evidence to the Pay Review Body from the NHS Staff Side shows that by 2013, inflation allied to pay
restraint will have stripped between 8% and 12% out of the value of NHS wages, with the majority of staff
having seen a 9% cut in living standards. The evidence from the NHS Staff Side also showed that pension
contribution increases are likely to lead to a further reduction in take home pay of up to 6% by 2015.

2.5 The NHS Staff Side evidence to the Pay Review Body also states that staff are currently being hit with
job losses, a two year pay freeze and budget cuts. Many are now working unpaid overtime to fill the gaps in
service provision that Government cuts are causing.

2.6 NHS Staff Side want the Pay Review Body to recommend raising NHS pay rates to a level that both
protects their real value against inflation and begin to redress the cut in earnings that staff have suffered in the
last two years. It also wants an additional pay rise for staff earning up to £21,000 in recognition of the
additional pressures that inflation has placed on workers at the bottom end of the pay scale.

2.7 While they are strong supporters of the independent review body system and national pay determination,
the NHS Staff Side state that both the Government’s pay policy and their declared support for some form of
local pay poses a serious threat to the current system of pay determination in the NHS.

2.8 A joint survey in 2012 of the members of the unions who make up the NHS Staff Side, undertaken by
Incomes Data Services, found that a third of members have very seriously considered leaving their jobs,
compared to just a quarter in 2007. Of those, stress and workload (75%) are given for considering leaving
current employment.

2.9 Two thirds of the 34,000 members questioned stated that morale is worse than a year ago, compared to
55% in 2010. This drop in levels of morale is attributed to increased workplace stress, NHS restructuring,
changes to pension entitlements and the falling value of take-home pay. Just eight% of respondents stating
they would recommend their occupation as a profession in the NHS.

2.10 On 9 November this year, the NHS staff council proposed changes to the NHS Terms and Conditions
of Service Handbook which would cover staff on Agenda for Change contracts in England. Trade unions have
agreed to consult on these proposals which, if endorsed, will come into effect from 31 March 2013. These
proposals include linking of incremental pay progression to performance, removal of accelerated pay
progression for new entrants to Pay Band 5, removal of unsocial hours payments during periods of Sickness
Absence and guidance on workforce re-profiling.

2.11 The RCN continues to believe that Agenda for Change, allied to national pay rates, is a transparent and
fair system that also has the flexibility to adapt to changing circumstances. These proposals concern a number
of areas including performance gateways at each increment point and arrangements for unsocial hours payments
when staff are on sick leave. Each of the unions representing NHS staff will now take this proposal to their
governing bodies for approval or otherwise. The RCN will want to engage as many members as possible in
the decision over how best to respond to these proposals.

2.12 The RCN would like to note that the NHS in England recorded a surplus of £1.6 billion for the 2011–12
financial year and £1.9 billion in 2010–11. Nearly £3 billion of this total under spend has been returned to the
Treasury,124 with most coming from the Department of Health’s revenue departmental expenditure limit
(recurrent costs), rather than from capital spending. The RCN has expressed dismay that savings made as part
122 The NHS Employers organisation submission to the NHS Pay Review Body 201314
123 http://www.publications.parliament.uk/pa/cm201213/cmhansrd/cm121101/text/121101w0002.htm#12110130000864
124 “Nearly £3bn returned to Treasury” Health Service Journal, 31st October 2012
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of the £20 billion “Nicholson challenge” are being moved to the Treasury instead of being reinvested in the
NHS frontline.

12 November 2012

Written evidence from the Society of Chiropodists and Podiatrists (PEX 21)

Summary

1. The Society of Chiropodists and Podiatrists—the professional body and trade union representing more
than 10,000 chiropodists and podiatrists—wishes to respond to your invitation to submit evidence to its inquiry
into public expenditure.

2. In brief, we believe that the transition to a new NHS represents an opportunity to innovate and improve
podiatric care provision within the NHS and to save money through reduced amputation rates and
hospitalisation.

3. In England alone, 6,000 people had leg, toe or foot amputations in 2009–10 and this is set to rise to 7,000
if current trends continue. Amputation is not only devastating—it significantly increases the likelihood of death
and costs between £600 million and £700 million each year, yet 80% of these amputations are potentially
preventable with improved care.

4. The QIPP agenda must seize the opportunity to redesign services along best practice lines so that there is
a Multi Disciplinary Footcare Team in each hospital as well as Foot Protection Teams (FPT) in every
community. The NHS Commissioning Board should also adopt the goal of a 50% reduction in amputations by
2018. The savings generated by meeting such a goal are calculated at £42 million over the five year period
from 2013.125

5. We are fearful, however, that current public expenditure constraints mean that rather than being prioritised
through the QIPP agenda, current podiatric services are at best, being frozen and in some cases being reduced,
with patient services including the diabetic foot service deteriorating as a consequence.

6. Investment in more podiatry services would result in improved foot screening, appropriate follow up
service, reduced morbidity, enhanced care when required, better outcomes including less amputations and a
healthier nation, as well as significant financial savings. Other gains—linked to the National Outcomes
Framework and the public health agenda—include improved quality of life, reduced length of stay (hospital
bed days) and increased Quality Adjusted Life Years (QALYs).

Planning to meet the Nicholson Challenge—what changes should be proposed?

7. 4% of the population currently suffer from diabetes and epidemiologists estimate that this figure will have
increased to 5 million by 2025 and 10% of the whole population by 2032.126

8. The prevalence of diabetic foot ulcers (current and past) has been estimated at 5–7% of the diabetes
population. This would suggest that around 130,000–180,000 people with diabetes have current or past foot
ulcers.127 Evidence shows foot complications account for more hospital admissions than any other complication
of diabetes. Moreover the mortality rate for diabetic foot ulcers is third only to pancreatic and lung cancers at
five years.128

9. There is currently an extremely high variability in incidence of lower limb amputation, both minor and
major, evident across PCT areas. For minor amputations the variation is tenfold—from 0.3 per thousand adults
to 3.5, with an average of 1.4. For major amputations the range is from 0 to 1.8, with an average of 0.7 per
thousand adults.129

10. The authors of an article in Diabetologia130 concluded that the causes of variation “may reflect differences
in local healthcare delivery.” It has also been widely reported—and accepted by Department of Health
Ministers—that 80% of amputations are preventable.131

11. The publication Footcare for those with Diabetes—the Economic Case for Change by Marion Kerr, was
published in March 2012.132 This found that as diabetes prevalence is increasing, the numbers of amputations
is increasing too with currently 6,000 a year taking place. She calculated that the total expenditure within the
NHS on diabetic foot care is now between £639 and £662 million.
125 Footcare for those with Diabetes—the Economic Case for Change by Marion Kerr, was published in March 2012
126 State of the Nation2012 England, by Diabetes UK
127 Footcare for those with Diabetes—the Economic Case for Change by Marion Kerr, was published in March 2012
128 Robbins et al, 2008; Armstrong et al, 2007
129 See Parliamentary Question, tabled by Keith Vaz MP, and answered on 6/2/12.
130 Holman, Young and Jeffcoate: Variation in the recorded incidence of amputation of the lower limb in England: Diabetologica
131 As Earl Howe said in the House of Lords on 14th July 2011 during a Starred Question debate on Diabetes: “I have an astonishing

figure…on average 73 amputations of lower limbs occur every week in England because of complications to do with diabetes.
It is estimated with the right care 80% of amputations carried out on patients suffering with diabetes would be preventable.”

132 http://c15024310.r10.cf2.rackcdn.com/Footcare_for_people_with_diabetes.pdf



cobber Pack: U PL: COE1 [E] Processed: [15-03-2013 13:50] Job: 026367 Unit: PG01
Source: /MILES/PKU/INPUT/026367/026367_w021_steve_26 PEX - Unite the Union.xml

Ev w44 Health Committee: Evidence

12. She also cites clear clinical evidence that shows the importance of diagnostic tests, early referral to
specialist care, the use of multi disciplinary teams and cardiovascular screening all of which can reduce
amputation and mortality.

13. She provides evidence of a multidisciplinary foot care team (MDFT) approach for in-patients with
diabetes in Southampton which led to a reduction in the length of inpatient stays from 50 days to 18 days. Not
only were patient outcomes improved but annual savings to the NHS of £888,979 were generated. In another
example—James Cook Hospital in Middlesbrough—a MDFT generated annual savings of £249,459.

14. The Society of Chiropodists and Podiatrists therefore believe that a priority for the new NHS should be
the adoption of best practice in podiatry care provision: every Trust should establish a MDFT (only 45.5% of
hospital sites currently have one) and these should be linked to Foot Protection Teams working in every
community.

15. If these two proposals were accepted, the Society of Chiropodists and Podiatrists estimate that the NHS
could make net savings and reduce the number of amputations. If for example there was a 50% reduction in
amputations by 2018, the savings generated are calculated as £42 million over the five year period from
2013.133 Meanwhile the National Audit Office has estimated that a reduction of late referrals to specialist foot
teams by 50% could save at least £34 million each year through the reduction of amputations and other
interventions as well as education and organisation costs.134

16. Finally, the Society also advocates that the Select Committee should recommend that the NHS
Commissioning Board adopts as a goal significantly improving patient outcomes. This should be done by
reducing both the variation in amputation rates and the total number of preventable amputations—towards, for
example the 50% reduction in amputations over five years advocated by the Putting Feet First campaign, which
has the support of Diabetes UK as well as the Society of Chiropodists and Podiatrists and suggested in a
Parliamentary EDM.

17. In conclusion, the Society has long had an on-going concern about whether the issue of amputations—
and consequent mortality—receives the level of public attention it warrants given that the mortality rates for
those with diabetic ulcers and those having amputations are greater than those with breast or prostate cancer.
The Nicholson Challenge—and QIPP—seems an ideal opportunity to right this wrong. To do so would also be
in line with two of the five outcomes for the NHS identified within the (draft) Mandate for the NHS
Commissioning Board: preventing people from dying prematurely and enhancing quality of life for people with
long term conditions.

18. The Putting Feet First campaign has produced, and circulated, guidance to CCG (and existing PCT)
commissioners showing how savings and improved patient services can be achieved. For example if podiatrists
received referrals from GPs to provide education and other podiatry services, there would be a reduction in the
prevalence of ulcers and therefore a decrease in amputations and enhanced quality of life.

What is Actually Happening Now

19. Data from the National Diabetes Inpatient Audit of 2011 shows that podiatry inpatient provision is
worsening with 30.9% of hospital sites reporting no podiatry provision at all, which is worse than 2010 when
there were 26.8% of sites with no provision. As already referenced above, 45.5% of hospital sites do not have
a Multi Disciplinary Footcare Team either.

20. In fact there is already a very high variation in numbers of podiatrists employed in the NHS by PCT
area—with an average of 7.4 podiatrists per 100,000 head of population but at least eight PCT areas have half
that number or less. Moreover in some areas, there appears to be a clear link between high incidence of
amputation and low levels of staffing. For example Devon and Swindon PCT areas—which are both in the top
25% for incidence of minor and major amputations—have less than half the average number of qualified
chiropody/podiatry staff in England (3.5 and 3.4 podiatrists per 100,000 head of population respectively).

21. There is currently some evidence that staffing levels are at best being frozen, but in some cases falling,
as well as some staff experiencing debanding, leading to reduced morale.

22. There is also evidence that one of the current problems is that the GP has no incentive to refer their
patients on to a foot protection team for education, follow up, etc. If that was included in the Quality and
Outcomes Framework (QOF)—i.e GPs were made to refer their patients on—we might see an effect on ulcer
and amputation rates and screening would become cost effective. Moreover under Any Qualified Provider
(AQP), there is no proviso for the inclusion of payment for screening, but they should be paid to do so. They
already have foot health education in their contract (AQP) so this would be a sensible move.

23. Finally, the Society would like to draw the Committee’s attention to the issue of commissioned training
places at universities. The latest information we have is that the number of commissioned training places at
the nine England universities which provide it has fallen by 14% since 2009—from 381 full-time and 36 part-
time places to 337 full-time and 37 part-time places in 2011.
133 Footcare for those with Diabetes—the Economic Case for Change by Marion Kerr, was published in March 2012
134 The management of adult diabetes services in the NHS—National Audit Office May 2012
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24. With regard to the places commissioned for the academic year beginning September 2012, we do not
have a full picture from the nine universities. However, we understand that there will be one additional place
in London, two places fewer in Durham and Salford, one fewer in Brighton and static numbers in Plymouth
and Southampton. This suggests that the numbers are continuing to decline. Given the steep increase in diabetes
from 4% of the population now to 10% by 2032, it would seem imperative that this trend is both arrested and
then reversed.135

Conclusion

25. The Society of Chiropodist and Podiatrists recognizes that the Select Committee is seeking through its
Public Expenditure inquiry to examine a range of “big” issues including the long term financial viability of
trusts and the ability of local authorities and the NHS to integrate services.

26. However the Society hopes that the “small” issue of making the best use of public expenditure in the
treatment of chronic and too often fatal but under prioritised conditions such as the footcare needs of those
with diabetes should also be the concern of the Committee, trusts that this evidence is of interest, and looks
forward to your support for the recommendations it has suggested.

October 2012

Written evidence from Partnership Assurance (PEX 23)

1. Background

Partnership is the largest provider of Long Term Care annuities in the UK, with circa 75% of the market by
policy and premium.

Partnership is a specialist provider of financial solutions for people with health and lifestyle conditions, as
well as those suffering from a serious medical impairment. It has a unique mortality data set and is an expert
in pricing longevity risk.

It has been a consistent innovator developing this sector by championing the needs of those with even
modestly reduced life expectancies. Partnership was judged “Best Long-term Care Provider” at Health
Insurance Awards 2009, 2010 and 2011.

2. Introduction

Partnership welcomes the opportunity to respond to the Health Select Committee’s inquiry into public
expenditure and would welcome the opportunity to submit oral evidence if called upon.

Partnership’s financial services expertise along with the engagement of its not-for-profit sister company,
Paying for Care, with 64 Local Authorities means that it is best placed to respond to the point on “The ability
of local authorities to make the necessary efficiency savings.”

This response is focused specifically on the role of local authorities in delivering adult social care, and in
particular the 41% of people who are self funders in the current adult social care system having assets (including
property) of more than £23,250 in England. We have campaigned for all self funders to receive appropriately
qualified financial advice.

3. Background

3.1 A substantial number of people in the care system are self-funders (41%) and are therefore required to
pay for their own care. However, many self funders have very moderate wealth and do not possess vast sums
of money or assets.

3.2 Unfortunately there is a lack of access to appropriate financial advice and no obvious place for many
self funders to get information and guidance on funding long-term care.

3.3 To put this in perspective, of the 53,000 self funders who entered residential care in 2009, only 7,000
received appropriately qualified financial advice. The Local Government Information Unit’s Independent
Ageing report 2011 estimates that 25% of self funders deplete their capital prematurely. Partnership estimates
this costs the state £1 billion each year (in England alone).

3.4 Many have either purchased inappropriate financial products or have purchased none at all, and have
therefore depleted their assets prematurely.

3.5 This cost ultimately falls to individual local authorities, who themselves are facing cuts of 27% to their
overall budgets by 2015. However, much of this can be avoided if self funders are given appropriate financial
advice and have access to information and guidance.
135 State of the Nation2012 England, by Diabetes UK
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4. Local Authorities in England

4.1 Provision of information and advice around adult social care

4.1.1 Local authorities in England have a responsibility to make sure that the care needs of older people are
met. However, this only applies when a person has less than £23,250 worth of assets (including property). This
means that those who are self funders are not actively engaged with their local authority and more often than
not are deprived of key information and advice (particularly financial), which could prevent them from
depleting their assets.

4.1.2 The importance of financial information and advice is widely acknowledged and was included in the
recent All Party Parliamentary Local Government Group’s report:136

Recommendation 4: Local authorities across the country should as a matter of urgency emulate the
best practice featured in this report to help people stay independent for longer; to manage and
stimulate a market of care provision; and to ensure that all citizens, not just those funded by the
council, receive timely and appropriate advice about their care options and about how to manage
their finances effectively to meet the costs of their care.

4.1.3 There are a number of very simple solutions to this problem that are not only simple to implement,
but have minimal cost implications. The result of referring self funders to appropriate financial advice will
enable local authorities to:

— fulfil their obligations, both existing ones, and those set out in the Draft Care and Support Bill
to provide information and advice;

— put in place effective preventative strategies to target self funders who could potentially deplete
their assets; and

— mitigate some of their risk.

4.1.4 Partnership’s not-for-profit subsidiary company, Paying for Care Ltd, is currently engaged with a
number of local authorities to provide a triage service whereby self funders are referred to an ‘air gap’ service
which takes the citizen through the care process and explains all the available options. In addition to this,
www.payingforcare.org, a clear and accessible information and advice website provides information for those
in need of guidance.

4.1.5 In addition to this, as a consequence of referring self funders to financial information, citizens will be
better placed to know the potential next steps in the care pathway when they are admitted to hospital and will
therefore help lessen the burden of bed blocking in hospitals.

October 2012

Written evidence from Unite the Union (PEX 26)

Pay restraint in the NHS

1. Unite welcomes the chance to submit evidence to the Health Committee on the impacts of pay restraint
on the NHS. Unite has attached two documents to accompany this submission—the IDS staff side survey
report137 and Unite’s submission to the NHS PRB.138 These provide much greater detail on all the issues
covered below. Unite would also be happy to provide further oral or written evidence on any of the issues
covered.

2. Unite is the third largest trade union in the National Health Service and represents approximately 100,000
health sector workers. This includes seven professional associations—the Community Practitioners and Health
Visitors’ Association (CPHVA), Guild of Healthcare Pharmacists (GHP), Medical Practitioners Union (MPU),
Society of Sexual Health Advisors (SSHA), Hospital Physicists Association (HPA), College of Health Care
Chaplains (CHCC) and the Mental Health Nurses Association (MNHA)—as well as members in occupations
such as allied health professions, healthcare science, applied psychology, counselling and psychotherapy, dental
professions, audiology, optometry, building trades, estates, craft and maintenance, administration, ICT, support
services and ambulance services.

3. The Nicholson Challenge was presented to NHS employees and the wider public as a way to drive through
improvements to services, cutting costs without reducing the quality of that service.

4. As Unite has previously reported the reality has been very different. The huge upheaval and cost caused
by the Health and Social Care Act 2012 have often counteracted or cancelled out any efficiency savings being
made. As a result Unite members continue to report cuts and damaging changes to their services, with negative
impacts on morale, service quality and clinical outcomes.
136 http://www.lgiu.org.uk/wp-content/uploads/2012/07/Care-now-and-for-the-future-an-inquiry-into-adult-social-care.pdf
137 NHS staff survey on pay and conditions: A research report for the joint staff-side NHS trade unions, September 2012, from

Incomes Data Services—Not published here
138 Unite evidence to the National Health Service Pay Review Body (NHSPRB), September 2012—Not published here
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5. The evidence of that experience is hard to ignore. As part of this year’s PRB evidence, the NHS staff side
unions commissioned pay specialists IDS to survey their membership. This was a repeat exercise of two
previous surveys which so far have been conducted every two years.

6. The survey shows major problems with morale, workloads, unpaid overtime, staff shortages, restructuring,
cuts to pay and resources that were affecting the standard of service delivery. Members overwhelmingly felt
that NHS pay policy was unfair (90%) and the vast majority of respondents reported that they were worse off
than 12 months ago. The majority of respondents said that they were considering leaving their jobs. Many of
these statistics had shown a sharp decline since the 2010 survey suggesting a direct correlation to the austerity
policies of this Government.

7. It is telling that both the Department of Health and NHS Confederation explained the “savings” they have
made as being achieved through pay restraint. Unite members do not see much “restraint” from employers
who are cutting pay.

8. Not only have all NHS staff experienced several years of real terms pay cuts due to Government pay
policy (see Figures 4 and 5 in Unite’s PRB evidence) but many of them are also experiencing large absolute
cuts to their take home pay.

9. These pay cuts are being delivered through a diverse range of changes to their terms and conditions.
These include increases to pension contributions of up to 10%, changes to On-Call terms, changes to holiday
and sickness policies, down-banding and deskilling jobs, the loss of national and local recruitment and retention
payments (around 15% of pay) and further proposals for performance related pay and other initiatives.

10. Added together these cuts amount to the loss of many thousands of pounds from NHS staff take home
pay. Unite has seen examples of people losing a total of 30% of their pay—a comparable experience to public
sector workers in Greece.

11. Trusts are now planning to use dismissal and re-engagement—where the whole workforce is made
redundant and then re-employed—to drive through worse terms and conditions. North Tees and Hartlepool
NHS Foundation Trust has already issued an HR1 to dismiss their workforce and the 20 Trusts that have
formed the South West Pay, Terms and Conditions Consortium (using thousands of pounds of public money)
are planning to follow suit.

12. These pay cuts are a false economy. They are only a short term solution to the Nicholson Challenge. A
very crude and simplistic outlook would be to assume that cutting staff terms and conditions will automatically
deliver the same service but cheaper. Such a theory is not true in practice. NHS staff are overworked, stressed
and with rock bottom morale. Members report that this is affecting the quality of services and their ability to
meet their professional clinical standards. In addition, contrary to the NHS confederation’s assertion that pay
restraint has saved jobs, the reality is that many jobs have still been lost or not replaced, leaving services under
staffed and resourced.

13. Unite believes that the current pay policy in the NHS is unsustainable, does nothing to improve efficiency
or service quality and is being ideologically driven by a Government that does not believe in a universal,
national, public health service.
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