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1. Background 
• Whittington Health established 1/4/2011 from merger of Whittington 

Hospital and Islington and Haringey Community services.  
• Catchment population 489 000 (Haringey 277 000, Islington 212 000) 
• GPs: 311 across 91 practices (Haringey 163/55,  Islington 148/38)  
• Deprived population – amongst lowest life expectancy in the country 



Whittington Health key facts (April 2011) 

 
• Total number of staff 4120 (hospital 2690, community 1430) and includes 

Islington social care 
• Total bed numbers 384 (adults 288, maternity and children 96) 
• Total Budget: £277m (hospital: £181m, community: £96m) 
• ED attendances 84 400 
• Inpatients 32690 - non elective 29 932 (91.5%), elective 2758 (8.5%) 
• Day cases 18 360 
• Outpatient attendances 295 411 
• Maternity deliveries 4019 (midwives: birth ratio 1:24) 
• Islington community contacts 307 798 
• Haringey community contacts 282 264 
• Direct access diagnostic tests 785 766 

 
Hospital activity data for period 2010/11 

 



Reducing emergency admissions 
Overview of non-elective emergency inpatient admissions > 65 in 2009/2011 
for  Whittington, 12 month rolling average indexed to 2009/2010 
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Reduction in acute beds numbers 
 

70 beds closed in the last 2 years 
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                      2. Financial appraisal  
      
 

• Meet commissioner demand management 
assumptions 

• Achieve required productivity savings 
• Meet quality and regulatory standards 
• Achieve Foundation Trust status 
• Achieve mandatory targets and CQC standards 
• Maintain and improve community services locally 



Trust’s productivity challenges 2011/17 
 

• £19.6m 2011/12 CIP target; 98% (£63k surplus) achievement at 
month 8 with forecast of c£0.5m at year end 

• Demand management expectations £24m  
• Investments to meet new quality standards e.g. additional 

medical staff required for 7 day consultant presence 
• Other cost pressures including capital and severance 
• Productivity requirements 11/12 to 14/15 of £37m (4 years) 
• Significant productivity opportunity of £72.3m by 2016/17 
• Trust modelling indicates required surplus is achievable 

 



Summary Financial position 11/12 -16/17 



Bridge Analysis 11/12 -16/17 



3. Whittington Health Integrated Care Strategy  
• adopts a whole system approach to deliver high quality care 
to whole populations  
 
• focus on older people, families and people with long term 
conditions 
  
• strategy has three objectives:  

1. adding value for patients (defined as quality outcome 
per £ spent) 

2. supporting GPs as providers and commissioners, and 
3. improving population health  



Adding value though clinical and service integration 
Design principles 

•co-ordinating care  for individual service users and carers 
•integrated working with primary care by organising 
community services around GP practices 
•working jointly with social care 
•transforming communication between GPs and specialists 
•collaborating with other local healthcare providers 
•measuring outcomes and costs and making this information 
widely available, and 
•providing comprehensive disease management and 
preventive services to our population.  

 



Transformation programmes (1)  
 • Improving flow in the hospital  

 The National Emergency Care Intensive Support Team advises admitting 
patients directly to specialty care. This will improve outcomes for frail older 
patients who tend to decompensate rapidly in hospital. The reduced lengths of 
stay can cut bed numbers by a quarter while improving patient outcomes. 

 

• Remodelling medicine management out of hospital.  
 Audits show that part of the 70 percent of district nurses’ time currently spent on 

administering medicine and related activities could be undertaken by pharmacy 
technicians or trained carers. Patients receiving multiple nurse visits daily for 
medicine will trigger a medical review. 

 

• Implement practice based multi-disciplinary teams  
 Acute, community and MH providers as well as social services work together in 

teams serving groups of GP practices 



Transformation  programmes (2) 
 

• Extending the award winning “enhanced recovery” 
programme to all elective care patients. 

 There is strong clinical evidence enhanced recovery accelerates recovery and 
optimises rehabilitation. 
 

• Developing integrated training and education programmes 
 Refocusing Whittington Health as an innovative teaching institution by 

collaborating with UCLP, UCL and Middlesex Universities to develop integrated 
care education and training programmes for undergraduates and postgraduates. 

 

• Adopting best practice 
 WH is planning to pilot the Milliman evidence based guidelines to reduce 

variations in care across the trust. 

 
 



4. Incentivising integration 
Rapid large scale change requires taking a whole population 
approach as this maximises economies of scale and scope  
 

Pricing long term conditions as single disease pathways can 
be problematic due to the presence of co-morbidities 
 

To develop new payment models, providers must be able to 
cost resource use at each stage of the patient journey 
 

Resultant patient level costing information can then be used 
to price integrated care pathways that optimise best value 
 

Best practice tariffs will incentivise providers to improve their 
efficiencies to the level of the best in class and to collaborate 
to provide care in the most appropriate settings 



Redefining provider-commissioner relationship 
  
 
 

WH to act as GP commissioners’ agent for hospital and 
community care, and be rewarded for excellence and 
innovations that increase value for patients  
 

Relationship needs to transform from the present environment of 
restrictive practices to a new role enabling competition on the 
basis of quality and value (Porter and Teisberg, 2006) 
  

By providing information and support to patients and GPs, WH 
aims to end cost shifting practices that erode trust between 
clinicians and divide commissioners and providers 
 

Developing new approaches to payment and pricing that 
incentivise high quality patient care at a lower cost 
 

. 

 



Transforming provider-commissioner relationship  
(adapted from Porter and Teisberg, 2006) 

 Present Future 

Old role: restrictive practices in 
an environment of mistrust 

New role: competition based on 
quality and value 

Restrict patient choice of providers 
and treatment 

→ Enable informed patient and 
clinician choice and better self 
care 

Micromanage provider processes 
and choices 

→ Measure and reward providers 
based on results 

Minimise the cost of each service or 
treatment 

→ Maximise the value of care over 
the full care cycle 

Engage in complex paperwork and 
administrative transactions with  
providers to control costs and settle 
disputes 
 

→ Minimise the need for 
administrative transactions and 
simplify payment 

 



Supporting GPs as providers and commissioners 
Organise high volume generic community service around 
practices, involving acute and social services, to form integrated 
practice units 
 

Provide Islington and Haringey practices with capitation 
allocation of district nursing and health visiting, with information 
on existing activity, so that practices could see how resources 
are being used for their patients 
 

Starting 1 April 2013, Whittington Health intends to provide all 
local general practices with a flexible package of community 
services that best meet the needs of individual practices. 
 



Supporting GPs as providers and commissioners 2 

Engage GPs in designing community service packages that are 
responsive to practice health profiles and to enable practices to 
use freed up resources to invest in new services in due course 
 

Procuring a new EPR that interfaces with GP and social care 
systems in 2013 to dramatically improve communication with 
GPs with the aim of 100 % electronic communication with GPs 
 

Offer a range of business support services that practices could 
take up using freed-up resources. Examples include mandatory 
training, data validation, practice benchmarking, help with the 
compliance and regulatory regimes and occupational health 



Improving population health 
Integrating health promotion into all services and changing the 
culture of health care towards inter-disciplinary working, 
transparent decision-making 
 

The geographical spread of the trust enables WH to reach a 
large section of the local population, enabling the trust ideally 
placed to working with GPs to improve the uptake of disease 
prevention public health programmes such as immunisation 
and screening to achieve early diagnosis 
 

The new IT system will have a patient portal to enable patients 
to access their own records, communicate with the trust and 
manage their appointments 



Proposed acute SLA model for 2012/13  

GP commissioners transfer risks to the trust by fixing 
contractual payments at level of baseline year (2011/12), in a 
“cap and collar” contract, for an initial period of two years 
 

During this period, any increase in expenditure from natural 
activity growth or costs will be absorbed by WH, as would any 
savings generated 
 

This arrangement protects commissioners from overspending 
with WH whilst providing the trust with income certainty and an 
incentive to innovate and transform services unconstrained by 
prevailing payment mechanisms   

 



Proposed acute SLA with NCL for 2012/13 
          NCL  WH PROPOSAL 

11/12 out turn                 140.75 140.75 

Growth 3%                    4.2 -- 
Tariff (1.5%)                                (2.1) -- 
MFF                           (2.0) -- 
Full year effect - HCS transfer                 1.6 -- 
KPI                             (4.0) -- 

               138.25 140.75 

CQUIN    (additional 1%)                                        1.4 1.4 

139.65 142.15 

Transitional support for FT ? ? 

Pass through  Estates (Community Transfer 
adjustment) 

? ? 

             Value of NCL SLA with WH 139.65  142.15 
Less 70% Transformation 
Change benefit   (emergency threshold 
payment from NCL to NHSL)      

 
0 

 
(2.8) 

139.65 139.35 



 
 

Option 1  

Inpatient stay  7 days 
(tariff: £2,232 wgt’d avg) 

Discharge home to community matron for 6 months – Assuming 1 contact per 
wk for 26 wks (tariff: £3,328) 

Option 2 

Inpatient stay  7 days 
(tariff: £2,232 wgt’d avg) 

Intermediate care 2 weeks 
Assuming 6 contacts in 2 wk period (tariff: 

£1,092) 

Discharge to Community matron - 
Assuming 0.5 contact per wk for 26 

wks (tariff: 1,664)) 

Developing Bundled Tariffs  

Inpatient 
1-2 days 

Assuming LoS <2 days 
(tariff: £681) 

Acute care at home  5 days 
(tariff: £500) 

Variable resources used 

Re-ablement 
6 weeks (tariff: £2000) 

No figures available – package  
provided by social services 

Self care, supported by GP 
and weekly community 

matron visit 
(tariff:£130/visit) 

Admission avoided due 
to Rapid Response  

Acute care at home  5 days 
(tariff: £1950) 

Re-ablement 
6 weeks (tariff: £2000) 

No figures available – package 
provided by social services 

Self care with GP support 
and weekly community 

matron visit 

Option 3 

Admission avoided due to 
Rapid Response 

Acute care at home  5 
days 

(tariff: £1950) 

Re-ablement 
6 weeks 

(tariff: £2000) 
No figures available 

Smoking cessation 
support 

(tariff: unknown) 

Self care with GP 
support 

Option 2 

Future pathways  

Current pathways (estimated tariffs) for COPD 

Option 1  



       5.  Risks  
 • Organizational development (bringing staff with us) required to 

transform services within timescales 
 

• Extreme productivity leading to spare capacity and dis-
economies of scale 
 

• Inability to fund ICT investments to improve efficiency 
 

• New quality and regulatory standards increasing costs 
 

• Provider consolidations squeezing out smaller providers  
 

• Patient choice and any qualified provider policies 
 

• Relationship with GP commissioners and key stakeholders  



Mitigation and strategic options  
• A review including modelling of all service lines to inform 

strategic portfolio 
 

• Moving further faster in integration and transformation  
 

• Collaboration with neighbouring trusts to improve care pathways 
and clinical cover with joint appointments and shared rotas 

 

• Support GPs e.g. infection control training, IT support, engaging 
GPs in redesigning care outside hospital 

 

• Leading and developing local integrated care networks 
 

• Implement an integrated IT system across local health system to 
improve communication and efficiency 
 

• Engaging with key stakeholders to harness support 
 



Thank You  
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