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1. Terms of Reference
This report has been agreed with the Assistant Director of Finance at Pennine Care
Foundation Trust. This report represents the Work Based Assignment required as
part of the ILM endorsed Management Development Programme.
NHS Improvement has recently launched its Costing Transformation Programme
(CTP) which aims to standardise costing methodologies nationally across all NHS
sectors (NHS Improvement 2016b). A key output from the transformation
programme will be to capture accurate costs at patient level. This will require
extremely detailed analysis of not only costs but also patient pathways and activity
which must be available from systems within the organisation.
In parallel to this programme, the trust will aim to develop its Service Line Reporting
and business intelligence.
The main purpose of this report is to:


Consider the requirements of the CTP and develop recommendations for the
initiation of implementation.



Analyse the requirements and roles of corporate support services and
consider how to make best use of expert knowledge .



Evaluate possible methods for maximising the intelligence available from the
outputs.



Examine the existing culture of the organisation and consider the potential
impact of change on key stakeholders.



Discuss ways in which the change process could be managed.

The scope of this report considers the overarching changes that are required in order
to begin organising the systems and preparing for the initial stages of the CTP. This
is a complex journey and there will be many stages and complexities to manage in
order to successfully implement the new standards.
It aims to consolidate the resources required and the overarching scale of the project
to allow the organisation to assess and consider the ongoing needs throughout
subsequent stages of the CTP.
The report will then summarise the findings and propose short, medium and long
term recommendations to support implementation.
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2. Executive Summary
This report provides an analysis of the organisational readiness for the
implementation of PLICS. It considers how the organisation utilises the corporate
functions to bring together the expert knowledge required of many specialisms to
develop an overall understanding of the patients it cares for and the costs associated
with each patient. This ultimately results in the proposal for Business Intelligence
Hubs within the trust which long term will transform the way in which corporate
services operate and create significant savings in its own right.
NHS Improvement has recently launched a national Costing Transformation
Programme (CTP) which aims to bring together patient information at a national level
and will allow a complete picture of where resources are being consumed across the
NHS. This, along with patient outcome information will be extremely powerful and
will allow the NHS for the first time, to be able to benchmark providers, services and
groups of patients from across all services and will dramatically improve local and
national reporting.
Although the NHS does have a payment mechanism for many services (mainly
acute), there are still significant inconsistences with the way in which patient care is
costed due to the current vague costing standards and in some areas, poor data
quality.
The CTP will allow consistency with extremely detailed standards and technical
guidance however it will mean that organisations will need to transform the way in
which it brings together information. Patient activity, costs and other relevant patient
data such as drug usage as well as corporate data for example use of estates
utilisation by services to meaningfully allocate overheads to the services that are
attracting them are all examples of the granularity which will be required on a regular
basis.
PCFT are in an exciting position as the CTP has come at a time when Greater
Manchester are transforming the way in which it delivers patient care. Whilst this is
an additional pressure to providers within the Greater Manchester area, it will allow a
significant amount of intelligence to be gained around patients and how health
services interact.
The report considers how corporate services need to work with front line services
and clinical staff to establish clear lines of accountability. The analysis uses the
McKinsey 7s model to consider how we being together a shared vision, develop a
strategy and consider the existing structures, systems, skills, staff and style of
leadership needed to manage this change process. A full analysis of the
considerations of each of these areas can be found in appendix 1.
The result of the analysis within the report has found that the current lack of coordination across corporate services has led to a fragmented approach in the use of
systems and maintenance of hierarchies within them. This is obvious when a
request for information is received that requires finance, activity and HR information
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and has led to instances of incorrect collections being made individually and
subsequently interpreted incorrectly across the trust. This has been the result of the
way in which PCFT has been formed historically. As business has successfully been
awarded to PCFT, the wider integration of systems has not been considered. Whilst
operationally it has continued to provide excellent services to patients, it has not
been as successful in managing information as a whole system.
The report explains how this can be overcome using a virtual team of experts across
each individual division ensuring best use of expert knowledge collectively. Whilst
many members of these groups meet in various meetings already as part of their day
to day roles, there has not been a formal approach to the technical aspects of
system and information maintenance which is required of these individuals.
Many members of staff recognise the need for a joined up approach, but the fact that
there is no overarching single leader/manager across corporate services as a whole
has meant that each department has had to deal with their own priorities and as
such no single department has been able to make the leap to creating a connection
across all services. This is essential to developing robust patient costs and
information and if managed correctly, it could also revolutionise the way in which we
manage our corporate services in the future.
Recommendations of this report are categorised into short, medium and long term. A
full list of recommendations can be found in section 7 of the report however the most
important recommendations that should be immediately considered are:







Establish clear leadership for CTP implementation but also the transformation
of corporate services.
Establish a project manager with clear lines of accountability with a formal
reporting structure.
Report the significance of this programme to Board with regular reviews and
updates.
Identify and secure the resource required to implement not only PLICS but to
maintain the structure of information across the organisation.
Start to consider the uses of this new information and how this will impact on
future savings, data interrogation, service transformation and locality planning.
Begin to consider how this approach has the potential to release significant
savings across Corporate services.

The report focuses on what is needed in the immediate future with the CTP being the
driving force behind its recommendations. It focuses on the establishment of the
Business Intelligence Hubs and has not taken into account any wider corporate
considerations for the future of corporate services.
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3.

Introduction

3.1

The national CTP

NHS Improvement (NHSI) has recently set out its timetable for transforming costing
across the NHS in response to the Five Year Forward View (NHS England 2015). It
recognised that “growing demand for health services and flat real-term funding would
produce a mismatch between resources and patient needs of nearly £30 billion a
year by 2020/21”. (NHS Improvement 2016a).
The aim of this programme is to standardise costing methodologies across all
sectors of the NHS and develop Patient Level Information and Costing Systems
(PLICS) so that nationally and locally the NHS are able to understand:





why organisations are incurring costs
which organisations are incurring costs
exactly what organisations are doing to incur costs
which patients are attracting these costs

Having this information available provides an opportunity to be able to identify
inefficiencies, consider differences in patient pathways nationally and ultimately
improve outcomes for patients.
NHSI have represented their objectives of this programme as follows:

Improve
Reporting

Bench
marking

Inform
Payment

1. Universally applied Costing Standards for
patient-level costing across health sectors
2. A single national Cost Collection
3. Engagement with the sector to support adoption
of patient-level costing.

NHSI presentation 2016 to GM Devolution

A national timeline for implementation has been created by NHSI (appendix 1) with
the intention of mandating the use of the Costing Standards once they have been
written and tested. Progress so far has meant that draft standards have been written
for the acute sector. The standards comprise of 183 pages of guidance alongside a
technical toolkit to assist costing practitioners with the implementation of the
standards.
The intention is to have one set of standards that can apply to all sectors. In the next
stages of the programme the initial draft acute sector standards will be developed
further in order to incorporate specific requirements relating to both Mental Health
and Community sectors. NHSI have urged all sectors to review the draft acute
standards and consider what their own organisations can do to prepare for
implementation themselves.
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3.2
History of Leadership in the NHS and the development of Pennine Care
Foundation Trust (PCFT)
Mental health needs were addressed in a variety of ways prior to the formation of
Pennine Care. For example, in the 1970’s the predominant treatment mode was
based upon hospital care in dedicated mental health hospitals and significant usage
of the 1959 Mental Health Act. This was at a time when Labour were in power and
facing a number of economic challenges such as a recession resulting in a 3 day
week. This put significant pressure on an already stretched NHS provision.
The institutional model as mentioned above arguably resulted in inappropriate and
perhaps excessive treatment modes for some people with mental health problems.
In the 1980’s there were developments in the thinking in relation to mental health
care and with this the Mental Health Act was revised (Department of Health,1983).
There were the beginnings of discussion around community care in recognition of
the fact that institutional care did not work for all. In addition, the institutions were
proving to be expensive and this was a frequently discussed issue by government at
the time.
The government began to impose “general management principles and introduced
compulsory performance indicators” (NHS Management Enquiry Report, 1983).
The leadership style of the time was very transactional. It centred on the
achievement of targets, control and short term planning. “… exchanging one thing
for another” (Burns, 1978).
Over the following years, proposals were made for a new model of care based on
community provision which would see the closure of long stay hospitals and care
delivered nearer to home. Leadership in the NHS was starting to change. The
Griffiths Report (Griffiths E. R. 1983) recommended that “general managers are
introduced into the NHS and that doctors should become more involved in
management”
No longer was it task centred but became much more innovative with a focus on
developing a shared vision and enabling individuals to work together. This is
identified in leadership theory as transformational leadership where the emphasis is
on a joint approach to challenging assumptions and developing forward looking
ideas. Bass (1985) recognised the positive impact that transformational leadership
had on motivation and performance encouraging followers to develop their thinking
beyond self-interest to consider the ways in which everyone could benefit.
In 1990, the NHS Community Care Act came into force. (House of Commons, 1990).
This proposed an internal market between providers and commissioners. One of the
unfortunate outcomes of this was a significant reduction in moral and efficiency
characterised by long waiting lists, staff shortages and budget deficits. It also
resulted in constant organisational change and the transfer of a large number of
services to private providers (Parliament UK, 1998).
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Out of this re-organisation, Pennine Care was formed in 2002 and has since grown
to become one of the leading mental health and community services providers in the
UK. In 2008 it became the 100th trust to be awarded Foundation Trust status.
It employs over 5,500 staff providing services to over 1.3 million people across 6
boroughs.
3.3

Greater Manchester Devolution

In November 2014, Greater Manchester (GM) was given new powers over transport,
housing, planning and policing. In April 2016 it became the first region in the country
to take control of its combined health and social care budgets equating to more than
£6 billion supporting 2.8 million residents.
The GM Devolution team have engaged with NHSI regarding the transformation
programme and understand the necessity of having such detailed information
regarding patients and costs in order to support future decision making.
PCFT is one of many providers that form part of the healthcare sector within GM.
However, this development will cause additional pressure during the implementation
of PLICS as there are now emerging requirements at both GM and National Level for
access to information with very demanding timescales. It is important to ensure that
these are balanced against internal capacity to develop the information systems
required.

4.

Present Situation

4.1

Structure of Finance, Performance and Information

Executive leadership for Finance currently sits with the Executive Director of Finance
whereas for Performance and Information this sits with the Director of Operations.
Although these functions sit separately within the reporting structure of the
organisation it is critical that they develop a very strong working relationship to allow
the implementation of PLICS.
In order to implement PLICS, information is needed that brings together both costs
and activity and as such is unable to solely align itself fully to the existing priorities of
these 2 areas of the organisation. Whilst the accountability for implementing PLICS
sits within Finance, much of the information, analysis and organisational knowledge
sits elsewhere. The following represents the structures within each of these
departments.
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4.1.1 Finance Structure

There are currently no formal or informal links with the Performance and Information
team who manage the patient activity data for the organisation. Considering how
dependant finance has become on patient data as the NHS landscape is changing, a
considerable amount of duplication has already started for form between the teams.
This duplication is not necessarily relating to workload but is around sharing of
information. The process of gathering information and knowledge around services is
having to take place within 2 very separate departments at present.
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4.1.2 Performance and Information Structure

Above, it is clear that there is a similar structure to finance in the sense that each
department is set up to mirror the locality of the services in operation i.e. Bury or
HMR.
The Business Intelligence function however is unable to establish where true
accountability for the services is held. This is crucial when creating new and
innovative information as developments in the use of information will need to make
sense to all those who will come into contact with it. It will need to be owned
collectively somewhere in the organisation for it to begin to really make a difference
and impact on patient outcomes. In order to do this, the senior leadership team
need to define clear lines of accountability and ensure that this is clearly
communicate to all areas of the organisation.
It is important to be clear what the definition of accountability is by each member of
the organisation. The Kings Fund suggest that “Accountability typically refers to a
relationship involving answerability, an obligation to report, to give an account of,
actions and non-actions” (Maybin et al 2011).
In the context of the use of information, Bovens (2006) strongly emphasises the
importance of the account being supported by verifiable information that is made
public.
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4.2

Existing Cultures within the teams

Across the 3 main corporate support functions that are crucial for PLICS
implementation (Finance, Performance and Information) and the Medical workforce,
there are significant difference in the cultures that already exist.
Sathe (1985) describes culture as a “set of important understandings (often
unstated) that members of a community share in common’”. In isolation, the various
departments will have their own cultures however, if they are to work in harmony
together in the way that PLICS demands, it is important to understand the differing
cultures that exist and how these may impact on any changes necessary.
A useful model to understand this culture difference is that of Charles Handy (1999).
Handy classifies culture into 4 types. The fourth type (PERSON) is rarely seen within
organisations however the remaining 3 are typical of the departments within PCFT.
Handy represents these cultures pictorially as structures. This helps to understand
and visualise what these cultures represent and how closely related structures are to
culture.
Role Culture – Finance
Finance operate very much in a Role culture. This is the most
difficult culture to adapt to change. There is a clear hierarchy and
each staff member has a specific role to perform. Ironically this
culture prefers a stable environment and has historically been
associated with public sector organisations. The financial
situation of the NHS is far from stable and requires flexibility and
change at often very fast pace. It is preferred in areas of technical specialism where
rules and procedures are favoured.
Task Culture – Performance and Information
Whilst Performance and Information teams still have a clear
hierarchy they are much more task focused. Their emphasis is on
getting the job done with the most appropriate members of staff
and/or resource. This culture is the most adaptable to change and
is a much more flexible structure. This is the recommended type of
culture to try to create whilst implementing PLICS and developing it
in the future.
Power Culture – Medical Workforce
The third culture that is present is the Power culture. There is a
perception that Medical Consultants don’t want to engage with new
‘corporate’ developments and would prefer to be left alone to “get
on and deliver patient care”. In reality, Medical Consultants often
want hard evidence to warrant making a change to the way in
which they deliver care. The implementation of PLICS allows for
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this evidence to be created however there is a journey to make until this information
can confidently be used in this way.
It is vital that differences in culture are understood as clinical engagement is
essential to make sense of the information being produced and to be able to interpret
the findings.
The diagram below represents how these differing cultures will cross during PLICS
implementation. How these cultural differences are managed will be crucial to the
success, or otherwise, of the project.

Consultants
(POWER)

Finance
(ROLE)

4.3

Performance
and
Information
(TASK)

Business Intelligence function – An opportunity

Recently the organisation created a Business Intelligence (BI) function that forms
part of the Performance Team. This function has primarily been focused on bringing
together a range of information that currently exists within the organisation in a way
that will support clinical staff to interpret data and enhance the intelligence around
the services. The information consists of data from patient activity systems such as
waiting times and where referrals are coming from, finance systems such as whether
the service is under or overspending and governance systems such as how many
incidents have been reported against a service.
This information is presented to services using a web based dashboard system
(Tableau). The services are then able to provide narrative around the performance
as a whole creating effectively a story board of rounded intelligence.
This has meant that BI with the support of the information team has been developing
datasets of patient activity to support their own reporting requirements. This could
support a significant part of the PLICS implementation however without a shared
vision and common objectives for the trustwide use of this information, the speed at
which PLICS can be developed could be compromised. BI could be working towards
their own agenda and may not prioritise developments of these datasets according
to the timescales required by the CTP.
Over the past few months the Costing Team have made a considerable effort to
align themselves much closer to the BI Team to try to mitigate these issues. The
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difficulties that the organisation faces however are the conflicting priorities of
different departments, the differing cultures within those departments and the ability
to communicate to all of the services with an extremely small BI/Costing team.

4.4

Responsibility for PLICS Implementation

To date, the implementation of PLICS has been the responsibility of the Costing
team which is part of a wider finance function.
Historically, resource available to develop costing has been minimal and the
awareness of the requirements for patient level costing limited. Even with the
development of a specific costing team, additional responsibilities such as income,
devising payment mechanisms and internal contract alignment work have been
allocated to this function. This has severely detracted from the developmental work
required to progress with patient level costing.
The costing team has had a high turnaround of staff since it was formed which has
meant that the knowledge needed to progress in this area has been hindered. This
has had a considerable impact on the work required to resolve some of the
longstanding barriers to costing such as developing cost types and understanding
the ledger in detail as well as the development of accurate cost allocations and
understanding patient data.
In order to develop PLICS, a wide range of information is required from a
considerable number of sources. Not only is financial information needed from the
general ledger, but detailed activity data is required at patient level including
clinician, length of appointment/stay, acuity, increased observation requirements and
consultant input. It also requires input from clinicians to confirm whether this
accurately reflects how they deliver patient care.
This diagram represents the relationships required across these areas of the trust.
Resources - Finance

Patient Pathway – Clinical Staff

Activity – Performance and Information

Understanding the quality of this data is also extremely important as this could
significantly change the outputs of PLICS. For example, if a clinician saw a patient
for 10 minutes but the information in the system recorded 10 hours, this would
dramatically change the patient level cost of this item of activity.
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As the BI function are already engaged with the assessment of the quality of
numerous data sources across the organisation, this knowledge could be used to
understand where data is “safe” to use.

5.

Evaluate possible improvements

As the scale of this implementation requires numerous staff across numerous
departments to come together to create a shared vision, it is important to consider
how this can be achieved and the implications of the changes required.
The McKinsey 7s model developed by Waterman et.al (1980) has been used as a
framework to support the analysis of the organisations effectiveness to deliver PLICS
using the following interdependent factors:

The red “hard” elements within this model are much more tangible than the purple
“soft” elements. They can be represented using organisational charts, lines of
reporting, documented processes or IT systems.
The “soft” elements on the other hand are much more difficult to define and describe.
These represent the cultural paradigm inherent in the organisation or team, the core
values and the leadership style.
Using the 7s model, a detailed analysis of the high level actions required for
implementation, including benefits and risks, has been possible. This detailed
analysis can be found in Appendix 2 and considers the requirements over the short,
medium and long term.
This analysis has then led to suggested possible improvements available to the
organisation.

Shared Vision
Whilst organisationally PCFT have a clear vision for delivery of direct patient care, it
doesn’t necessarily have this same clarity in relation to the information it holds about
patients.
The organisation has grown considerably over the last few years and as a result, the
collective information and intelligence the organisation has about its business has
become fragmented.
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Whilst efforts are being made to standardise and consolidate organisational
information, it isn’t necessarily being done with PLICS in mind. Whilst PLICS is not
the only area for consideration, it does need to be factored into the wider strategies
of the trust.
Without this shared vision across the central support functions there is a risk that
duplication of analysis could arise or important interpretation of the information will
not be available. Lane (2010) suggests that “duplication of effort arises within an
organisation because of:”.
o Ignorance. Different business units are unaware of similar efforts by other
business units.
o Pride. Different business units believe their approach to meeting needs is the
only correct way.
o Confusion. Different business units are unclear about who should be doing
what in relation to each other (no integrated plan).
This is a very real possibility if there is not a clear goal that each of the departments
are working towards. There are many examples found already within the
organisation of each of these.
How this vision is interpreted by each of the individuals involved also needs to be
considered. Without a shared understanding of why we are creating patient level
costs, we will limit its uses and be unable to use this as a tool to support decision
making and business development.
Goleman et al (2002) supports this by suggesting that “Once there’s an
understanding of the emotional reality and norms of teams and the culture of the
organisation, it can be used as a basis from which to develop the ideal vision for the
group, which, to be truly captivating must also be in tune with each individual’s
vision”.

Strategy
There are numerous strategies across the organisation relating to areas such as
Performance Frameworks, Long Term Financial Plan and Information Technology.
Whilst there is overlap in some of these strategies and consideration is given to other
areas of the business, they tend to deal with their subject matter in isolation. This
leaves a gap in how we practically join the organisation together for the purposes of
reporting and how this is maintained on an ongoing basis.
The CTP requires finances, activity and IT to all come together to connect resources
directly to patient activities. As yet there is currently no overarching strategy to
consider how the organisation is going to achieve the requirements of the CTP.
A strategy is needed for creating and maintaining a structured reporting landscape to
allow for all reporting to be consistent and to allow a clear vision of which services
should be reported where. Having a strategy will ensure that it remains an
P a g e | 14
Jaime Jenkinson

organisational priority with clear leadership and direction across corporate functions,.
This will support the development of very close working relationships and trust
between teams.
It is likely that whilst these relationships are being formed and new ways of working
are being developed there could be tension around what this means for individuals.
This is where the overarching strategy is critical. The organisation needs to be
prepared to “encounter debate, challenge and dissenting views whilst exploring new
possibilities”. NHS Strategy Development Toolkit (2014).
Once the data developments of the CTP have been created, this information can
then also be used to evaluate and support the development of NHS services across
the various sectors, consider wider healthcare locality planning and support evidence
based decision making.
External changes such as Vanguard sites and GM Devolution mean that it is also
necessary to re-evaluate our long term competitive position and ensure we remain fit
for purpose and value for money.
Nautin (2014) suggests that existing successful organisations in this situation “may
face even larger challenges later on—in convincing their people that despite today’s
success, the strategy and goals that implement the vision must change radically in
light of external conditions”.
Without a reason for why the organisation needs PLICS, it could result in producing
information because we have been ordered to do so. This will result in the routine
collection of yet another suite of reports without meaning and will actually add
additional production costs to the trust.
According to Bradley et al (2011) one of the many areas of strategy that cause many
organisations to stumble is considering whether the strategy rests on privileged
insights.
This article states that it is key to “collect new data through field observations or
research rather than to recycle the same industry reports everyone else uses. …….
many strategic breakthroughs have their root in a simple but profound customer
insight (usually solving an old problem for the customer in a new way). In our
experience, companies that go out of their way to experience the world from the
customer’s perspective routinely develop better strategies.”
This is where planning ahead within the strategy and being brave enough to explore
new possibilities will transform the lives of the patients that the organisation is here
to care for whilst at the same time providing a competitive edge against other
providers.

Structure
The Costing Team consists of only 2 people who are responsible for many more
areas other than the CTP including national returns such as Reference Costs,
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Education and Training Return, Programme Budgeting. It is also responsible for
many internal projects such as the implementation of Service Line Reporting and
redesigning payment mechanisms.
The CTP demands a high level of engagement with clinical staff and a considerable
amount of technical expertise and systems work for initial implementation. It is
highly complex and should be led by a dedicated CTP Project Manager to ensure
that the necessary level of resource is attributed to the work required. Without the
appropriate resource available and support from within the organisation, PLICS will
not be possible to deliver.
The size of the organisation makes implementing PLICS even more difficult. The
amount of communication required across the trust could not be done with only 2
members of staff.
Given that there are 6 discreet divisional business units within the organisation, the
creation of mini Business Intelligence Hubs would be extremely helpful each
comprising of a Hub Lead. Each hub would also include representation from support
services within the trust as well as clinical representation from services directly. An
example of the membership of these hubs can be found in Appendix 3.
These hubs could be called upon to support specific tasks and provide technical
expertise from their respective areas of specialism such as finance or governance. It
will be important to establish at the start what the decision making remit is for these
hubs and where the lines of accountability lie.
They would allow a channel of communication to flow from the Project Manager to all
areas of the organisation via the leads. It would also have the added benefit of
potentially streamlining tasks in the future as it may also result in identification of
duplicate tasks or areas of cross over amongst these groups of staff. Business
Intelligence will also be strengthened as it will join divisional expertise into one
forum.
It will create a common goal across both corporate services and clinical services
working together to improve outcomes for patients directly. Often members of
corporate support services can lose touch with the patients that the organisation
cares for. Implemented sensitively, it would be possible to establish clear ground
rules and shared objectives whilst building on existing relationships across clinical
and corporate staff.
There are many examples of where the organisation is currently reactive to changes
in service delivery and disjointed from a corporate support perspective. For example
a new service may be commissioned without finance or the systems team being
aware. Upon recruitment of staff the manager may realise that they don’t have a cost
centre set up yet and so contact finance for this to be arranged. A few weeks later
they then begin to accept patient referrals and realise that there isn’t yet a team on
the PAS system set up. The manager would then need to contact the systems team
to let them know of the new team.

P a g e | 16
Jaime Jenkinson

This situation means that the conversations with corporate services have to be
replicated until all departments have the relevant information. Having the hubs
would serve as a one stop shop for information with each specialist able to take the
notified changes and action their own elements immediately.
Over time these mini Hubs will become champions for their areas sharing
responsibility for developing the intelligence they have for their respective areas and
will most definitely be called upon to support service transformation.

Systems
Given that the trust is formed from numerous organisations over the years, there are
a considerable number of systems in use.
Recently the trust has implemented PARIS, a new Patient Activity System (PAS)
however given the size of the organisation and the complexities with the PARIS
implementation, there have been considerable delays to this project. As a result,
the PARIS Project Team decided to transfer information into PARIS on a like for like
basis. This meant that only information input into existing systems would be
recorded on PARIS once the migration had taken place.
The information that was recorded on the old system wasn’t detailed enough to
support PLICS fully, for example detailed live diaries of consultants or staff. This has
created a considerable constraint on what we are now able to do with the information
held in PARIS.
Also, as PLICS has historically been finance driven, and there is currently no shared
strategy for implementing PLICS, it was not on the agenda of the PARIS Project
Team to capture information needed for costing. This is a clear example of the need
for a shared vision for information management ensuring that this will deliver all
information requirements throughout the organisation.
Finance also has a number of systems that records information such as NEP,
Hyperion, Synergy, Excel Spreadsheets and eProcurement. HR data is recorded on
ESR and Governance use a system called Safeguard.
Whilst PLICS doesn’t necessarily require the data from the Safeguard system, it is
important to understand what the strategy is intending to deliver both now and in the
future ensuring that these considerations are factored into decision making now.
The impact of not doing this can be seen above with the like for like project on
PARIS. An example of how having this information available for decision making
can be beneficial would be analysis of the impact of reduced staffing within services.
Whilst they may “save money”, or still continue to treat the same number of patients
there may be additional safeguarding incidents occurring due to reduced quality of
patient care as the individual caseloads have increased.
This type of example can be found in the media almost everyday with A&E
departments closing due to concerns around being able to treat patients safely to
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threatened strike action by junior doctors due to fears that long working hours will
impact on their ability to make the right clinical decisions for patients.
For costing, additional information is needed such as consultant job plan information,
patient level activity information for drugs, building usage and floor plan square
meterage. These are additional projects that will need to be considered taking
account of materiality and resources required to obtain the data necessary. The full
extent of the number of projects that will need to be undertaken will not be known
until the draft standards for mental health and community are released in January
2017.
There are also many other informal systems that are used by services which contain
useful information or sometimes contain functionality to record information we need
without realising.
A full review of these systems should be considered within the Business Intelligence
Hubs and controls will to be established in relation to any changes made. Any new
systems commissioned by the trust should be fully assessed to identify the
implications to all organisational requirements.
How the outputs of PLICS will be reported also requires consideration. The rollout of
Tableau as mentioned in section 4.3 would be ideal for this and would maintain a
single solution for all organisational reporting. A key consideration however should
be what information clinical managers find useful and an engagement exercise
should be undertaken to inform this stage of development.
Skills and Staff
Transforming the care that we provide to patients and doing this with less resource
cannot be done without full involvement with the clinical staff. It is crucial that we
engage with many layers of staff from the start and sensitively manage their
perceptions.
As the PLICS implementation scrutinises staff time spent with patients, clinical
activity and tasks, this can create nervousness amongst employees. Questions such
as how this information will be used, who will have sight of this information, what the
long term plans are for this type of information and the implications to them
personally as a result will no doubt create tensions amongst the group.
The output will highlight where we have more expensive practice and clearly
demonstrate how this compares to other similar teams across the trust. It is
therefore extremely important that we develop a culture of openness, shared
objectives and support as we develop this work. Clinical staff could feel threatened
by what they perceive the organisation will “do” with this information.
Being able to develop accurate patient level costs in the safety of a group setting
with the aim of improving patient care will help clinical staff gain an insight into the
care that they provide. It will allow them to be fully engaged in how this information
is used and interpreted.
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It is also important to consider the individual roles within the proposed hubs. Belbin
(2010) defined a team role as "a tendency to behave, contribute and interrelate with
others in a particular way” and created 9 roles which represent the requirements of a
successful team. Belbin suggests that a team member can take on more than one
role however all of these roles should be fulfilled in order to create the most
successful team.
If the roles within a team become unbalanced, this can lead to tension and
weaknesses. Having an awareness of these tendencies in relation to the individuals
required in the hubs may help to consider possible tensions that may occur before
the hubs are finalised.

Style
The style of leadership during the changes required is extremely important. Whilst
historically, a good leader has been seen to possess certain “behaviours” as
demonstrated in the Managerial (or Leadership) Grid, developed by Blake and
Mouton (1964), the emergence of transformational leadership theory is more focused
on the psychological mechanisms that underlie leadership.
Bass (1985) explains that transformational leadership “occurs when leaders broaden
and elevate the interest of their employees, when they generate acceptance and
awareness of the purpose and mission of the group, and when they stir their
employees to look beyond their own self interest for the good of the group”.
Alimo-Metcalfe (2000) develops this further and notes, “being competent is
necessary… but not sufficient, for effective leadership”. This means that there is
more to effective leadership than being competent.
Leading the project using a transformational leadership style will support the wider
organisational goals of delivering excellent patient care, supporting the principles of
every individual making a difference and working together to carve the path for new
and improved models of care. It has the power to really change the way in which
people contribute to the organisation being more than just employees, paid to do a
job and instead becoming part of the organisation and making a real difference.
Unfortunately there are some high-profile examples of ineffective leadership styles
which have impacted seriously on patient care such as the Francis Report (Mid
Staffordshire NHS Foundation Trust, 2013). This report detailed 290
recommendations, 8 of which were specifically relating to the changes required to
leadership within the NHS.
Recommendation 217 “Common Selection Criteria” stated…”A list should be drawn
up of all the qualities generally considered necessary for a good and effective leader.
This in turn could inform a list of competences a leader would be expected to have”.
This recommendation led to the introduction of the Leadership Model in 2013 which
now forms the competency framework used by NHS organisations across the
country.
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6.

Managing the change

Given the current political and financial environment of the NHS there is a need to
create a real sense of urgency within the organisation to be able to create change at
the pace required. This is the first step in John Kotter’s (1996) change management
theory “8 steps to successful change” however Kotter suggests that in order for
change to be successful, over 75% of the organisations management need to buy
into the change. This could be a potential barrier to successfully completing this
project unless a project sponsor is identified and is able to lead and support the
implementation at board level.
A sense of urgency can be created in a number of ways and often continually talking
to people about the urgency can feed the build-up and perspective people have
about the change.
As well as a sense of urgency, it is important to recognise that change impacts on
both the organisation (the system) and the people in it and without a clear
expression of the reasons for change it will be difficult to implement lasting
improvements within the trust.

6.1

NHS Change Model

The NHS has invested a considerable amount of time and resource in developing
the “NHS Change Model”. (NHS Improving Quality 2013)

The benefits of this model are that it has been designed specifically for use within the
health and social care sector. It is extremely useful as it brings together many of the
elements of common change management theory into one single model and allows
the flexibility to adapt this to your own change management scenario required.
Given the various staff groups and cultures that will need to come together during
PLICS implementation, having an NHS “branded” model may support the cultural
differences that may exist within the hubs. Research shows that people tend to
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develop a preference for models they can associate with through branding simply
because they are familiar with the brand itself. Zajonc (1968) refers to this
psychological phenomenon as the mere-exposure effect, sometimes known as the
familiarity principle.
Often “theoretical jargon” can create confusion amongst staff who are not used to
working with academic theory. This model is written in a language easy to
understand and interpret.
The NHS Change Model is underpinned by 3 key ideas. These are:
1) Intrinsic and extrinsic motivators for change:

Intrinsic
motivators
Drivers of extrinsic
motivation

•Connecting to shared purpose
•Engaging, mobilising and calling to action
•Motivational leadership

•System drivers and incentives
•Payment by results
•Performance management
•Measurement for accountability create focus

Close attention should be given to ensure that these motivators for change exist.
Regular updates and reviews should take place and there should be recognition of
progress achieved so far. For some, the opportunity to work on a trust wide project
will provide intrinsic motivation. This may particularly apply to corporate support staff
that may not often have the opportunity to share their expertise with the wider trust
services.

2) Anatomy and physiology of change
Definition

Focus
Leadership
activities

Anatomy of change
The shape and structure of the
system; detailed analysis; how
the components fit together.
Processes and structures to
deliver health and healthcare.
• Measurement and evidence •
Improving clinical systems •
Reducing waste and variation in
healthcare processes •
Redesigning pathways

Physiology of change
The vitality and life-giving
forces that enable the system
to develop grow and change.
Energy/fuel for change
Creating a higher purpose and
deeper meaning for the
change process • Building
commitment to change •
Connecting with values •
Creating hope and optimism
about the future • Calling to
action
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Anatomy of
Change

Physiology of
change
The areas within this model can be similarly linked to those within the McKinsey
analysis in appendix 2. The hard elements of the McKinsey model correlate to the
anatomy of change and the soft elements to the physiology of change. Considering
the effects of both of these and how they counterbalance each other could determine
the overall success of the project.
3) Balancing commitment and compliance
Compliance
States a minimum performance
standard that everyone must achieve.

Commitment
States a collective goal that everyone
can aspire to.

Uses hierarchy, systems and standard Based on shared goals, values and
procedures for co-ordination and
sense of purpose for co-ordination
control.
and control.
Threat of penalties/ sanctions/shame
creates momentum for delivery.

Commitment to a common purpose
creates energy for delivery.

This area of the model is particularly helpful in understanding the equal importance
of both compliance and commitment. Attention must be given to those areas that
require commitment to a shared goal and compliance to trust standards and policies.
This idea is very simple. It allows the reader to quickly see the differences between
the two and would provide a clear framework for hubs to work within. This idea
again has many similarities to the McKinsey Model as it represents both hard and
soft elements.

7. Recommendations and Implementation
The recommendations for initiation of the PLICS implementation are shown in the
tables below. Considering the scale of the project and the significant communication
required with numerous staff, the recommendations have been separated into short
term, medium term and long term. Each stage of the project should be concluded
with a review assessing what went well and an assessment of the priorities of the
following stage.
It is important to have a project plan that provides structure whilst at the same time
allows for flexibility as the demands of the commissioners and GM Devolution
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agenda evolve. This will ensure that the original objectives and scope of the project
remain reflective of the organisations political, economic and technological goals.
The estimated cost of implementation is also shown below however until the initial
technical review of the project has been completed; the full cost to organisation will
remain unknown.

Short Term Recommendations
Recommendation
Establish Project Sponsor to support the
project but to also consider the wider
implications and review the use of
corporate services
Establish Project Manager

Timescale Cost
1 month
nil

Report to board on the CTP and
implications for the organisation
Create project plan with shared
accountability between finance,
performance and information and
operational director
Identify dedicated protected resource to
work on the project team

1 month

£48,000 per annum
however existing staff can
be utilised if additional
responsibilities removed
nil

1 month

nil

1-2
months

Agree expected output and principles
used in cost allocations
Clear lines of accountability and support
identified
Full review of guidance and assessment
of technical requirements and information

2-3
months
1-2
months
1 month

Currently 2 vacant posts
which will need to be
recruited to and other work
diverted to free up
dedicated resource for the
project
nil

Establish divisional hubs and agree
membership and hub leads

1-2
months

Devise control mechanism to capture any
new changes to services and the system
changes required

2-3
months

Review scope and objectives of project
against local and national requirements

3 months

1 month

nil
£800 for 2 days
consultancy – initial
technical review.
No additional cost to the
organisation but
attendance at meetings
required
Nil if existing resource
used. May result in
additional post approx.
£25,000 if team
established.
nil
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Medium Term Recommendations
Recommendation
Devise dashboards for presentation of
outputs to the organisation
Agree accountability for sign off of costs
and activity with services
Provide training to management accounts
staff to roll out and verify the assumption
made to costing methodologies
Begin to consider the shape of corporate
services in the future and factor this into
the design of any corporate restructures

Timescale
3-6
months
3-6
months
3-6
months

Cost
nil

6 months

Review scope and objectives of project
against local and national requirements

6 months

Nil however this could
create an opportunity for
significant savings across
the organisation.
nil

nil
nil

Long Term Recommendations
Recommendation
Determine how the outputs can be used to
support service transformation and build
networks, provide education/training on
how to use this information
Review scope and objectives of project
against local and national requirements

Timescale Cost
9-12
Potential costs involved
months
depending on method of
educational material
9 months
and 12
months

Nil

The costs shown above are highly dependent upon how the organisation decides to
manage this project.
The existing costing software suppliers could be commissioned to manage the
implementation project at a cost of approximately £25,000. This would still require 2
staff full time to work within the organisation to collate and complete specific tasks
and would take approximately 6 months to complete the project. This would then
compromise the internal knowledge of staff and may result in all future changes to
the model relying upon external consultants.
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Appendix 1 – CTP National Timeline
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Appendix 2 – McKinsey 7s Model - Implementation Considerations/Action Plan
Model categories

Action

Benefits

Shared Values

Establish shared
objectives and
accountability
across P&I,
Management
Accounts and
Clinicians
Develop a long term
strategy for
Business
Intelligence that will
support the
organisational needs

Alignment of
Short term –
priorities across the 1-2 months
organisation
ensuring resource is
available when and
where required

Strategy

Ensure that the
strategy ties in with
the Five Year
Forward View and
GM Devolution
strategies

Ensures that the
information being
produced is
meaningful and
useful to the
organisation and
aligns with the
organisations
strategic goals
Joined up work that
can serve multiple
purposes meaning
less duplication and
faster
implementation

Timescales

Additional Resource
required
Senior management
will need to agree
priorities and align
workloads
accordingly

Short term 1- Senior management
3 months
to jointly own the
strategy and
contribute to its
development.
Protected time to be
able to focus on the
needs of this project.
Short term 1- Communication
3 months
meetings with CCG’s
to agree the strategy
and timescales

Risks to
implementation
Timescales not met to
due conflicting priorities
Outputs not understood
or incorrect due to lack
of buy in/engagement
from various
departments
Information is produced
without purpose
Could result in
duplication or focus on
areas that are not
relevant based on
external political
factors.
Reacting to numerous
adhoc requests from
CCG’s wanting to
understand costs
sooner than available
Dilution of time
available to spend on
implementation
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Model categories

Action

Benefits

Timescales

Additional Resource
required
Short term 1- Project Sponsor who
3 months
understands the
scale of CTP and the
complexities involved
to provide support to
the Project Manager

Risks to
implementation
Timescales split
Impact on national and
local plans for CCG’s,
Devo Manc and NHSI
Potential
consequences when
standards become
mandated

Structure

Establish a clear
governance
framework
documenting how
decision making is
controlled and
where progress of
the project is
reported - clear line
of communication
Assign a Project
Manager and agree
the coordination of
tasks in advance
and to review
resource required at
the various stages of
implementation
Internal Project
Team identified
internally who can
actually do the
research and
developments
required

Accountability for
the progress of the
implementation
ensuing that the
Project Manager
has the support
required to deliver

Co-ordination of
project and regular
report on progress
made. Ensures
issues are resolved
timely and project
delivered on time

Short term 1- Project Manager to
3 months
be identified asap
and to be allow
protected time to deal
with the complexities
of implementation

Existing staff will try to
pick up as part of the
existing duties and will
delay implementation

Project Manager
can focus on
ensuring project
continues at pace.
Once implemented,
internal staff
understand and
have knowledge the
outputs to support
clinical discussions

Medium term 2 members of staff
3-6 months
required to work
solely on the
Team needs implementation of
to be
PLICS
established
and period
Additional resource
of training
identified to pick up
required
existing workloads of
staff assigned to this
team

Project will not be
delivered on time.
Unable to meet
increasing demands
internally and
externally for data
requests.
Business lost as a
result of lack of
information and clarity
around patient costs.
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Structure continued

Systems

Action

Benefits

Establish Business
Intelligence Hubs
who can support
adhoc work
required. Each hub
to have a lead for
communication
purposes (one per
division comprising
of finance,
performance, hr
governance and
clinical leads).

Existing knowledge
within the
organisation can be
used to support
areas of
implementation.
This means that
knowledge is
retained within the
organisation and
communication
across many
divisions becomes
more manageable

Full review of
existing systems
required to establish
what information is
currently available
and report on gaps.
This includes PARIS
patient activity
systems as well as
financial and costing
systems

Project plan can
reflect known areas
of omissions and
build in resource try
to resolve these
gaps.
Timescales/order to
tasks can be readjusted early on in
the project based
on known
information
available

Timescales

Additional Resource
required
Short term 1- Hub Leads identified
3 months
to support
communication and
Leads
adhoc work
identified
and
Meetings arranged
educated on for hub leads and
CTP and
Project Manager to
requirements keep updated
Meeting frequency
would be as needed
rather than specific
dates and times
established.
Medium term Support from
3-6 months
information/finance
team to understand
Each dataset data and any known
feed to be
data quality issues.
analysed in
Possible technical
conjunction
expertise required
with the draft from systems
standard
support/other
suggested
departments to
feeds
establish if data
required does exist in
PARIS/IT/HR etc

Risks to
implementation
Lack of resource to be
able to communicate
through size of the
organisation.
Lack of clinical
engagement.
Assumptions made by
costing practitioners
that do not reflect
patient pathways.
Capacity within teams
to support this
approach.

Patient costs may not
reflect the trust value if
data is missing.
Costs may be allocated
to patients incorrectly if
weighting not accurate.
May find that vital
information is missing
part way through the
project which will
hinder progress.
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Systems continued

Skills and Staff

Action

Benefits

Timescales

Assess systems
required for
reporting outputs
from PLICS once
implemented, how
will staff see the
results?

Additional Resource
required
Training on any new Short term 1- Tableau access,
systems can begin
3 months
Qlikview or another
early in the process
solution is required
and outputs can be
for sharing outputs.
shared with staff as
This may incur
they are being
additional costs to the
developed
organisation.

Controls set up to
assess any new
trust system and the
implications it will
have on PLICS

Accuracy of PLICS
can be planned and
considered as part
of a change of
system.

Long Term
9-12 months

Assess the
requirements of the
project and
understand technical
skills and
competencies

The skills needed to
deliver the project
on time will be
identified in
advance. This will
provide motivation

Short term 1- There are known
3 months
technical gaps in skill
sets presently.
Consideration should
be given to either
hiring consultants or

This will be
an ongoing
requirement

Establish clear
processes for setting
up organisational
systems and devise a
methodology of
assessing
organisational needs

Risks to
implementation
Distribution of
information for
checking of accuracy
will be significantly
hindered.
Business Intelligence
will be limited as the
outputs will be
potentially millions of
rows of data.
Existing systems that
supply patient level
data could be changed
without Project
Managers knowledge.
Changes to the use of
existing systems could
have implications to the
information that is
extracted for PLICS.

Staff may end up
extremely demotivated
if they are not able to
deliver the outcomes
due to lack of
training/knowledge.
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Skills and Staff
continued..

Skills and Staff
continued..

required for both BI
hubs and Project
Team/Project
Manager

for staff and
determine the
successful outcome
of the project

Consider the current
cultures within the
various corporate
departments and
clinical functions and
ways in which these
can be aligned
within the Hub
setting

Understanding the
different cultures
within the teams will
help to create
cohesion and
appreciation of
existing paradigms.
This information can
be used to support
the development of
the new hubs.
Barriers can be
Short term 1managed
3 months but
proactively. By
ongoing
sharing these
potential barriers
with the hubs, it
may be possible to
jointly agree
strategies to
manage these as a
group

Identify any barriers
to change and
consider how these
will be managed

training staff
internally. Perhaps
there are other
departments with the
skills necessary.
Medium term No additional
3-6 months
resource requiredwould form part of the
Project Manager Role

Timescales for
implementation would
be significantly
hindered.

The newly formed hubs
may remain in the
stoming stage for an
unnecessary amount of
time.
Staff may become
disengaged with the
process.
Staff may not respect
other professional’s
opinions.
No additional
Barriers may emerge
resource requiredduring implementation
would form part of the and destabilise the
Project Manager Role projects success.
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Model categories

Action

Benefits

Skills and Staff
continued..

Determine how the
outputs will be
analysed and the
appropriate skill set
required

The next steps after
implementation can
be considered to
ensure that the
outputs of PLICS
will be developed
and utilised within
the organisation
and provided added
value to services

Style

The style of
leadership for this
project should be
considered in line
with the scale of the
project and
numerous staff
involved

The style of
leadership adopted
could contribute to
the success of the
project and for
lasting relationships
though out the
organisation

Timescales

Additional Resource
required
Long Term
Once the initial set up
9-12 months PLICS has been
implemented, it will
This will be
be necessary to
an ongoing
either set up team to
requirement analyse the outputs
on an ongoing basis,
incorporate this
analysis into the BI
Team or assign this
responsibility to
existing staff within
the organisation
Short term 1- No additional
3 months but resource required
ongoing

Risks to
implementation
Outputs will not be
used by the
organisation.
Lack of understanding
as to why other the
organisation are
producing PLICS and
its value in decision
making.

If the wrong leadership
style is adopted this
could significant hinder
the project.
Affect the buy-in and
relationships across
the organisation.
Result in people
choosing not to engage
if they don’t want to.
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Appendix 3 – Proposed Hub Membership
The proposal consists of numerous hubs to be established. One for each of the 6 PCFT divisions. The
membership of each hub would be as follows:
Proposed Intelligence Hub Membership
Purpose of Membership

Specialism

Role

Business Planning (Hub Lead)

Business Planning Partner

Clinical

Clinical Representative

Finance

Finance Business Partner

Performance

Performance Lead

Technology/IT

Technology Programme
Manager

Governance

Governance Lead

HR

HR Business Partner

To lead and liaison with other members of the group ensuring that the analysis
undertaken supports the wider business plans and are closely to the overall strategy of
the organisation.
To provide clinical insight into the work undertaken. To champion engagement with the
wider clinical team and to advice of how to strengthen engagement throughout the
division.
To provide technical financial expertise and advice. To align the work of the group with
CIPS’s plans and to development the presentation of financial data to support divisional
and corporate reporting requirements. To consider how this information can support
income generation and contract negotiations. This role would also liaise directly with the
costing team to reflect any changes required for services.
To provide expert advice on the quality of data used in the analysis. To provide detailed
support on interpretation of performance data and to consider how this information can
support CIP’s, income generation and contract negotiations.
To provide advice on clinical systems in use by services and when and where
appropriate to use information from these systems. To liaise with services directly to
incorporate any clinical system changes required for PLICS implementation and to advise
the group on potentially challenges.
To consider any governance issues relevant to services. To support the development of
the presentation of information from systems and to advice on any related areas that
could impact on patient outcomes. This role would ensure that risks are considered and
recorded appropriately.
To provide expert advice on any HR related issues in relation to possible uses of the
intelligence. To consider the impact of any additional technological changes required in
the use of the HR systems to be able to routinely report on staffing, vacancies, bank and
agency, overtime etc.
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Glossary

CTP – Costing Transformation Programme – NHS initiative to improve costing throughout all sectors
and create a standardised approach by 2020

ESR – Electronic Staff Records – a system used to capture all staff payroll and relevant HR
information

Hyperion – a forecasting tool used within the finance function which also supports reporting

NEP – the trusts current finance general ledger system

NHSI – NHS Improvement

PARIS – the main patient record system used by the trust to capture patient activity

PAS – a general term used for patient activity systems. PARIS is one of many PAS

PLICS – Patient Level Information Costing System – this is ultimate aim of the national CTP i.e to
deliver costs at an individual patient level

Synergy – the software used to calculate our patient level costs

Tableau – a business intelligence solution used for reporting a wide range of information from a
number of sources into interactive reports that the front end users can manipulate and interrogate
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