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FOREWORD

Paul Briddock
Director of policy and technical
hfma
Achieving the best value for patients from every pound spent on healthcare has always been a core focus of
the NHS. But getting the most from the NHS budget isn’t just about monetary value. It’s about managing the
limited resources that are available more effectively so that we can deliver the best possible outcomes for
patients.
Delivering value-based healthcare has to become the focus for clinicians and finance alike as they look to
deliver high-quality sustainable healthcare services to meet the needs of a growing and ageing population.
But the challenge is how you turn this theory into practice.
The HFMA Healthcare Costing for Value Institute’s first International symposium brought together clinicians
and finance staff from seven countries to share practical examples on how this can be achieved. There was
a great buzz at the event, both during the plenary sessions where we heard from leading edge experts in
costing, measuring outcomes and value-based healthcare, and in the breakout sessions where delegates
had the opportunity to share case studies with others by showcasing their good practice on posters.
We took the opportunity to video all the sessions, which provide a rich resource of material for those who
want to find out more about value-based healthcare. I hope that this briefing allows our members to reflect
on the key messages of the day, and share the videos and slides more widely within their organisation.
The HFMA Healthcare Costing for Value Institute will continue to support members as they look to make a
reality of value-based decision-making in the NHS.
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INTRODUCTION
The HFMA Healthcare Costing for Value Institute provides a platform for support and ideas exchange with a
focus on applying the theory of value-based healthcare in practice, driving improvements in patient-level
costing and maximising the value of patient-level costing information.
At our first International symposium on 12 October 2016 in London, 76 delegates came together to hear from
seven countries about delivering value-based healthcare.
The Symposium covered the main elements of value from costing and measuring outcomes at a patient-level
to delivering value at the population level.
This document provides a summary of some of the key learning points from each session together with links to
the videos and slides. We encourage you to watch the videos and share them with interested colleagues
within your organisation.
To view the slides and video in each section, please click on the associated images.
The appendix provides links to additional parts of the day, including the posters displayed at the event,
learning lab workshops and the views of some of our delegates.
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SECTION 1
CAPTURING VALUE IN HEALTHCARE

Dr Paul Buss
Executive medical director and deputy CEO
Aneurin Bevan University Health Board, Wales
Aneurin Bevan are serious about turning the theory of value-based
healthcare into practice within their organisation. As well as appointing an
assistant medical director for value-based healthcare, they are working
closely with the International Consortium of Health Outcomes Measurement
(ICHOM) to measure health outcomes.
Paul gave a brief inspiring talk on why value in healthcare matters and what
it is about. This video is a valuable resource for those new to the concept of
value-based healthcare, and for sharing with others within your organisation.
We are delighted that Paul is a member of the Institute governing council.

Key learning points



There are a growing number of clinicians across the NHS and the world who are starting to focus on value



Clinicians and finance directors must start working together collaboratively on issues related to value



If you get people in a room together and you talk about patient care with patients, you invariably make
different, lower cost clinical decisions



As a medical director, Paul is fed up of seeing systems where good money is ploughed after poor
performance. He thinks rising costs can be a sign of clinical concern



Poor clinical decision making leads to massive opportunity costs.

Paul ended his presentation with some questions:


Can we build costing systems that are influenced by clinicians but that also influence clinical behaviour?
He believes we can.



Rising costs can be an early marker of poor performance. Can teams start to develop systems that capture
rising costs as an early indicator of clinical problems?



How do we build costing mechanisms that accurately portray the clinical business?
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INTRODUCTION

The Institute view
We recognise the importance of finance and clinical staff
working collaboratively on value-based healthcare, and will
continue to encourage our finance contacts to invite their
clinical colleagues to Institute events.
We will continue to provide our members with good practice
examples of PLICS data being used to identify clinical
variation and support improvements in patient care.
We recommend that members who are interested in finding
out more about what Aneurin Bevan are doing watch the
Institute webinar.
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Click here to watch the Aneurin Bevan
webinar

SECTION 2
ENRICHING RELATIONSHIPS—
INTERFACING FINANCIAL & CLINICAL VISIONS

Mr Jason Neil-Dwyer
Consultant plastic surgeon
Nottingham University Hospitals NHS Trust

Duncan Orme
Deputy director of finance
Nottingham University Hospitals NHS Trust
Nottingham University Hospitals NHS Trust has been on a PLICS journey since
implementation in 2010, focusing on integration and clinical engagement from the
outset including the establishment of a PLICS Board and a clinically-led Data
Quality Panel. The improvement work has been tangible in terms of savings made
and moving to monthly PLICS reporting.
We are delighted that Duncan is a member of the Institute governing council and
that Nottingham University Hospitals has been involved in the Institute’s value
challenge pilot.

Key learning points



For those finance teams who have implemented PLICS, and are wondering how to work with clinicians to use
the data, the video of Mr Jason Neil-Dwyer clearly describing the practical steps the plastic surgery team have
taken is a must watch.



Jason described how clinicians in the plastic surgery team are working with finance to maximise the benefits
of PLICS information to:
- redesign services to improve efficiency
- challenge clinical practice
- remap patient pathways.



The common currency for clinicians and finance is ‘time’, not ‘money’. If you reduce time in patient pathways,
you increase quality and reduce costs. Using this language makes the task of engaging clinicians a lot easier.



The trust now has about half a dozen senior clinicians leading teams using PLICS data. The challenge is to
make this the norm rather than the exception.
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INTRODUCTION

The Institute view
One of the Institute’s key aims is to support members to
maximise the power of PLICS data locally. We will continue
to showcase examples of clinicians and finance working
together to use PLICS data to improve local decision
making.
We recommend that members who are interested in finding
out about other examples of close working between finance
and clinicians at Nottingham watch the session they
delivered at one of the Institute’s value masterclasses.
Please note you will need to be logged into the website to
view the Nottingham session on the right.
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Click here to view the Nottingham session
from the Value masterclass

SECTION 3
LAYING OUR FOUNDATION—
A 15-YEAR JOURNEY DRIVING IMPROVEMENT IN COSTING IN GERMANY

Dr Michael Rabenschlag
Director department of economics
Das Institut für das Entgeltsystem im Krankenhaus (InEK), Germany

The German organisation InEK has 15 years’ experience costing healthcare at
the patient level.
InEK oversees the hospital remuneration system in Germany. It came into
operation in 2002, following legislation to introduce a diagnosis-related group
(DRG) payment system across the German healthcare system. The organisation
has overseen the introduction of a comprehensive pricing system for hospital
inpatient activity and has developed a parallel system for mental healthcare.
Uniquely, the organisation has responsibility for the whole process involved in
setting prices – maintaining the currency, defining the costing approach and
collecting the cost data, and setting the tariffs. The German system is now widely
regarded as a leading example of a large-scale DRG costing/pricing system
within international healthcare.
Key learning points



InEK has two data collections:
- mandatory collection of activity data from all hospitals (1,541 hospitals)
- voluntary collection of patient-level costs (244 hospitals)



The guidelines for cost allocation are set by InEK. Initially the rules were quite basic, but over time they have
become more sophisticated, for example in the early days the average cost of a prosthesis was used. Now
hospitals allocate the actual cost of the prosthesis used by a specific patient.



There are 11 cost centres (for example, wards, operating rooms, radiology) and 10 cost types ( for example,
physicians, nurses, drugs).



When determining a cost allocation methodology, InEK weighs up the cost of implementation compared to the
benefits of having more granular costing data. They have decided, for example, that the costs of doctors
documenting all the things they do on the wards outweighs the benefit of more sophisticated costs, and
therefore the cost of doctors on wards is allocated to patients by length of stay.



InEK take data quality very seriously. Where possible data verification is computerised, with personnel only
involved in areas where computers are unable to perform the task.
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Hospitals get paid for submitting good quality cost data. For a large hospital, the payment represents about
three additional members of staff, who may only spend about half their time working on InEK’s requirements.



The German view is that voluntary participation in cost collection in combination with monetary incentives is
essential for data quality. They have found that this process has allowed them to raise the bar in terms of
data quality.



Some efficient hospitals do not choose to participate in the voluntary cost collection, because they see that
this could lower the DRG prices. New legislation means that in future InEK can require some of these
hospitals to submit their costing data for five years.

The Institute view
As NHS Improvement’s Costing transformation programme is rolled out in England, it is useful to see how
Germany has approached the challenge of data quality and improved its costing allocation methodologies.
The German approach shows that the process takes time, but that by setting clear goals improvements in
costing are possible over a number of years. We welcome the fact that NHS Improvement have set out a
detailed transition path for the implementation of the new costing standards in England.
The Institute will continue to support members to drive improvements in costing.
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SECTION 4
EVIDENCE-INFORMED DECISION MAKING
MAXIMISING THE VALUE OF PATIENT-LEVEL COST DATA TO IMPROVE PATIENT CARE

Alfa D’Amato
Deputy-director of the activity based funding taskforce
New South Wales Ministry of Health, Australia

Australia is recognised as one of the world leaders in patient-level
costing, where costing standards are mandated. Alfa D’Amato is best
known for leading the implementation of activity based funding in New
South Wales (NSW) Health and its evolution to activity based
management (ABM) (Figure 1).
Passionate about transforming data into insights for managing complex
and efficient systems, Alfa has been pivotal in creating the
comprehensive online ABM Portal program available to health workers.
The transparent publication of data encourages collaboration between
clinical services around developing and accessing models of care. The
ABM Portal has been enhanced to a national benchmarking portal that is
now being rolled out across Australia.

Figure 1: The New South Wales health journey to ABM and beyond

10

Key learning points:



Having implemented PLICS, the key challenge is getting managers and clinicians to use the information for
improved decision making.

 An important step is making sure the data is fit for purpose. NSW’s approach to data governance includes:
- a ‘Reasonableness and Quality’ App which scores data quality
- a mandated internal audit programme of PLICS, covering clinical activity feeder systems as well as finance
- clinical validation of the data
- costing standards user group.



The activity based management portal is an online patient and activity data interrogation application to
compare and benchmark hospitals’ performance in NSW.



All users of the portal can see everyone’s performance. There are about 2,000 users, 60% of which are
clinicians.



The portal links data across settings so that the whole patient journey can be seen. By publishing across
acute, mental health and community settings, health systems can follow the patient pathway and see the
total cost of the journey, and more clearly the true cost and activity drivers.



The portal’s risk stratification tool allows users to identify the most expensive patients across all settings.



PLICS data is very useful but one can easily become overwhelmed with the quantity of it. It is important to
create actionable insights that lead to tangible and sustainable improvements in healthcare.



This YouTube clip provides a good overview of the impact ABM has had in NSW. Elizabeth Koff, NSW
Secretary of Health states: ‘ABM is fundamental to the NSW strategic plan. One of our priorities is better
value care, and better value care requires an understanding of the quality of outcomes and the price at
which it is delivered.’ The chair of the Agency of Clinical Innovation calls it a ‘game-changer’.

The Institute view
Alfa’s talk is highly relevant to the NHS in England as PLICS is rolled out across all trusts under NHS
Improvement’s Costing transformation programme.
As with the German example, it is useful to see how New South Wales has approached the important topic of
data quality with a number of initiatives.
Having implemented PLICS the challenge is how to maximise the value of the data both locally and nationally.
The New South Wales example provides food for thought on how England might approach this challenge. The
Institute will ensure that this continues to be discussed at both a local and a national level.
One of the Institute’s key aims is to support members to turn PLICS data into intelligence. We have already
published the ‘PLICS toolkit for acute services – the basics’. We are now working on a toolkit for mental health,
as well as an advanced toolkit for acute services, which should be available to members later in 2017.
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SECTION 5
UNLOCKING THE POTENTIAL OF VALUE-BASED
HEALTHCARE

Dr Thomas Kelley
Vice president, business development & partnerships
International Consortium for Health Outcomes Measurement (ICHOM)

Dr Jan Hazelzet
Chief medical information officer & professor in quality & outcome
Erasmus Medical Center, Rotterdam, Netherlands

The International Consortium for Health Outcomes Measurement (ICHOM) was founded in 2012 with the
ambition to build on a solid framework developed at Harvard Business School by Professors Michael E. Porter
and Elizabeth O. Teisberg, outlining the argument for using health outcomes data to redefine the nature of
healthcare provision.
One of ICHOM’s strategic partners is the Erasmus Medical Center based in Rotterdam, a recognised leader in
innovations for health and healthcare worldwide, and one of the early adopters of the ICHOM standard sets.
Key learning points—ICHOM



How do we resolve the issue of varying quality and increasing costs in
healthcare? Value-based healthcare is about maximising the
outcomes which matter to people and doing this at the lowest possible
cost.



Tom’s presentation is an excellent introduction to the concept of
measuring outcomes that matter to people, and what ICHOM is doing
to define outcome measures. The video is a valuable resource for
those new to the concept of health outcomes, and for sharing with
others within your organisation.



Figure 2 emphasises why measuring and reporting outcomes that
matter to people is so important. Survival is routinely measured and
the example below shows that there is little variation between two
countries and one specific clinic. However, if you then focus on other
outcomes which also matter to people (continence and erectile
function), there is huge variation.
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Figure 2: Comparing outcomes of prostate cancer care



The lack of outcome measurements that represent what truly matter most to people is a barrier to driving
healthcare improvement.



ICHOM was formed as a non-profit catalyst to drive the industry towards value-based healthcare. Its mission
is to unlock the potential of value-based healthcare by defining global standard sets of outcome measures
that really matter to patients and by driving adoption and reporting of these measures worldwide.



ICHOM has developed 21 standard sets which cover about 50% of the disease burden.



ICHOM has two global benchmarking pilots with countries across the world, including some organisations
from the UK.
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Key learning points—Erasmus



Erasmus MC has a centre for value-based health care which
develops and implements strategies for driving demonstrable
improvements in the value delivered for patients



For those wanting to explore the practicalities of developing a
value-based healthcare system, this video is a must watch



Jan provided an interesting example of how they have embedded
the measurement of outcomes in patient care. Outcomes for breast
cancer patients are collected from patients via a survey, which is
sent out two weeks before their clinical appointment. The results of
the survey are discussed in the consultation room, and changes in
outcomes can be seen over time. Figure 3 shows the outcomes
measures for a breast cancer patient pre and post operation



This new approach has highlighted training needs for clinicians,
who are not used to discussing outcome results with patients, and
can feel uncomfortable about the process.

Figure 3: Measuring outcomes for a breast cancer patient pre and post operation
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The Institute view
Measuring and using outcomes is a key element of the value equation, and we will continue to work with other
stakeholders to support our members in this area.
The Erasmus presentation is a great example of starting to turn the theory of value-based healthcare into
practice, and we will explore possibilities for members to find out more as the Erasmus value-based healthcare
programme develops.
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SECTION 6
DELIVERING VALUE AT THE POPULATION LEVEL

Santiago Delgado Izquierdo
Vice-president, business development & integration
Ribera Salud Hospital System, Valencia, Spain

Manuel Bosch
Business Analytics Director
Ribera Salud Hospital System, Valencia, Spain

The challenges facing the Spanish healthcare system mirror those
currently concerning the NHS: an ageing population, rising costs, and
increasing demand. The Spanish health system is a universal system
that covers the whole population, is funded through taxes, and is free at
the point of delivery. The 17 regions in Spain are responsible for the
management of the health system.
In the Spanish region of Valencia, the health provider (Ribera Salud)
receives a fixed annual sum per local inhabitant from the regional
government, and in return must offer free universal access to a range
of primary, acute and specialist health services to the local population.
The ‘Alzira model’, named after a town in Valencia, is regarded as a
highly successful model for integrating primary and secondary care.

Key learning points



Ribera Salud has moved from a system where primary and secondary care were totally separate in 2009 to a
system where primary and secondary care are integrated.



The hospital is no longer seen as the centre of the system, but is rather part of the’ healthcare network’. The
citizens are at the heart of the Alzira model.



Clinical pathways start and end in primary care and all parts of the pathway use the same electronic patient
record.
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The capitated payment defines their approach. It encourages the health system to keep their citizens as
healthy as possible and to provide an efficient service. Figure 4 contrasts the traditional fee for service
model and the Ribera Salud model.

Figure 4: Comparison of traditional fee for service and capitated payments models



Ribera Salud attributes the success of their model to a clinical management strategy (Figure 5), modern HR
management and innovative use of technology



Patient and staff surveys show high satisfaction rates



Figure 6 highlights the differences between the ‘old way’ and the ‘Ribera Salud’ way.
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Figure 5: Clinical management

Figure 6: The old way and the new Ribera Salud way
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The Institute view
The Alzira model is a very interesting example of delivering value at the population level, where the whole
system is incentivised to focus on the health and wellbeing of the citizen.
We will continue to work closely with the NHS RightCare programme, which supports improvements in
population health and increased value across local health economies. We will also continue to showcase British
examples of local health economies who are starting to overcome some of the barriers to more integrated
service provision. And we hope in future to explore the Alzira model in more depth.
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APPENDIX
FURTHER READING AND LISTENING
What our delegates thought...
What’s the most valuable thing you’ve taken away from the International symposium?
Interview with Dr Sally Lewis, Assistant medical director at Aneurin Bevan University Health Board, Wales
Click here to view
What are you hoping to get out of the last two sessions of the day?
Interview with Anwar Zaman, Consultant ophthalmologist, at Nottingham University Hospitals NHS Trust
Click here to view
For more interviews from the day, please click here.
Poster exhibition
You can view and download PDF versions of all our posters from the event page here. Please be aware that
you will need to be logged into the hfma website to access these links.
Learning lab workshops
A) Take a deep breath and do it differently
Dr Jean MacLeod, Associate medical director (consultant diabetologist) and Stuart Burney, Head of
contracting, income and costing, North Tees and Hartlepool NHS Foundation Trust
Click here to view the presentation slides. Click here to view the poster.
B) Quebec integrated health and social care network experience
Jean Mireault, MD, MSc, Chief medical officer, Logibec
Click here to view the presentation slides. Click here to view the poster.
C) Tackling unwarranted variation and maximising value in healthcare
Mary O'Brien, Delivery partner and Martha Coulman, Delivery partner, NHS RightCare
Click here to view the presentation slides. Click here to view the poster.
Mr Jason Neil-Dwyer’s re-cap on the International symposium
Our first speaker of the event, Jason Neil-Dwyer has put together a great summary of all the Twitter activity
from the day. Click here to view.
Blogs
Finance and medicine—a clash of worlds?
By Dr Sally Lewis, Assistant medical director at Aneurin Bevan University Health Board, Wales
Click here to read the full blog on our website.
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