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REVIEW OF THE HPSS IN NORTHERN IRELAND

I must apologise for my inability to fulfil our dinner engagement in Belfast on 14 March
because of my illness. I would have welcomed the opportunity to have a discussion with you
over dinner, but I know that Paul Simpson filled in admirably and that there was a lively
discussion.

I have now returned to the office, although my return will be relatively short-lived as I have
decided that I should take early retirement due to my illness. Nevertheless, I wished to let you
have some views on the issues which you will be considering in the review. I have therefore
prepared the attached paper, which I hope you will find helpful.

[ realise that there are different perceptions and different expectations as to the focus and likely
outcomes of the review, but I would like to wish you well in difficult task which you face.
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/ﬂ?S REVIEW

Purpose

The purpose of this paper is to provide an overview of the issues facing the HPSS in Northern
Ireland and to provide some background context to assist the Review in the
consideration of those issues.

Introduction

Like all Health Services across the UK and in the Republic of Ireland, the HPSS in Northern
Ireland 1s struggling under the combined effect of increasing demands and public expectation,
rising standards of clinical and social care governance and spiralling costs. Whilst major
service improvements in both the volume and quality of care have been implemented and
productivity gains have been achieved, Ministers and the public remain impatient for further
improvement in both the quality of service delivery and the responsiveness of the system to
patient needs.

As a service based on the NHS model, funded entirely from taxation and founded on the
principle of delivery on the basis of need rather than ability to pay, the task facing the HPSS is
one of balancing demands and expectations against the level of resources Government
provides and dealing with the inevitable choices that must be made in identifying priorities. In
NI, uniquely in the UK, the system is an integrated health and social care model and we must
provide health and social services on the same basis of equity.

The main objectives are to:
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improve the health status and social wellbeing of the people of NI;

reduce health inequalities across the community;

provide a comprehensive set of high quality services to meet the needs of patients and
clients and secure positive outcomes;

ensure that health and social care services are appropriate, accessible and effective:
provide equality of access to services;

ensure patient and client safety;

as far as possible, provide person-centred services in communities and in domiciliary
settings rather than in hospitals;

utilise the available resources as efficiently and effectively as possible.

In common with the health services of the other countries in the British Isles, the HPSS faces a
raft of pressures:

the volume of demand continues to grow;

alongside this growth in demand, there are higher public expectations and lower
thresholds for referral — there are no apparent limits to the scope of the health and
social care which the HPSS is expected to deliver;

modern medicine demands greater specialisation, higher standards and greater
complexity;

new drugs, technologies and techniques are creating additional cost pressures;




modern medicine can do more to prolong life, but this is generating a higher level of
need for more intensive, longer term care;

* the growth in long term or chronic diseases and conditions is a major issue for health
and social care management;
e patient safety, risk management and clinical negligence are major concerns; and

e there are difficulties in the recruitment and retention of staff, with NI increasingly
competing in a global market for skilled health and social care staff.

There is strong political and public attachment to the NHS model in NI. The HPSS is virtually
the only provider of health and social care services here. The private sector is small — with, for
example, only two small private hospitals — and comparatively few people can afford private
health insurance. Figures relating to the uptake of private medical insurance show that in 2002
19% of the population in England were covered by such insurance compared to 10% of NI
households.

The value of the HPSS is also demonstrated by the fact that throughout the 30 years of civil
disturbance, the HPSS was viewed as an impartial community resource, providing essential
services fairly and equitably across the community and political divide. The HPSS dealt with,
and indeed continues to deal with, both the injuries and illness directly associated with the
conflict and also with the illnesses arising from the economic stagnation, long term
unemployment and poverty to which the Troubles contributed.

Fundamental Concerns

While the HPSS continues to provide a wide range of services to people throughout NI, there
are difficulties in meeting all of the expressed needs and in doing so both timeously and to the
required standards of quality and responsiveness. There are two fundamental concerns which
need to be addressed if we are to make a difference in improving the position in relation to
health and social care in NI.

First, we need to achieve an improvement in access to treatment and care. This has a number of
dimensions to it, but is essentially about having the right capacity, the necessary resources and
effective systems and procedures to ensure the proper flow of patients through the treatment
and care regime. At present, this is being taken forward through a number of ongoing
initiatives designed to ensure a more effective use of the resources already at our disposal.
There are undoubtedly opportunities to promote new ways of working and efficiencies which
can be achieved to help realise our objective. We look forward to any ideas or assistance that
will emerge from the Review in this regard.

Secondly, as with other healthcare systems, we are faced with the difficulties of coping with
the ever-increasing pressures on our health and social care services and it is clear that these
pressures will become even more acute over the coming years. This will present real resource
problems and this issue, which is a problem for health systems world-wide, can not be ignored
in Northern Ireland. We need an open and honest political consideration of how these demands
should be met.

Improving Effectiveness

The public and the politicians see considerable amounts of money being put into the HPSS but
still perceive substantial shortfall in the provision of services. The major problem areas lie in
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f./The Building Blocks of Change

All of these policy developments are necessary and will need to be progressed. To achieve this,
we will need the following building blocks to be set in place.

One is to change the structure and organisation of the HPSS. The present structure is not fit for
purpose in relation to modern needs and modern ways of delivering services. Our current
system reflects the internal market approach of the early 1990s and despite repeated attempts
over the past 7 years, we have been unable to make the necessary progress because of the
wider political difficulties. A more modern structure would be based in the collaborative
approach now being pursued in practice to some degree by the HPSS despite the organisational
constraints, and would give equal weight to primary, community and hospital services. It
would vastly reduce the number of bodies in the HPSS system and would do away with the
current separation of commissioners and providers of services. Proposals on these lines have
been developed within the context of the work on the Review of Public Administration
document which was published for consultation on 22 March.

A second issue is the need to improve the flow of patients through the system. This requires
the management of each patient’s journey and genuine cooperative working at every stage of
the process. Investment is needed in the information technology to support this way of working
and in the necessary facilities and equipment throughout the system. (See also the reference to
the ICT Strategy above.)

A third issue is to build up the capacity of the system to cope with the demands placed on it,
both now and into the future. This requires efficient and effective use of the current resources
to ensure that we are getting the best out of them, as well as increasing the capacity where it is
necessary to do so. In this latter area, we need:

- additional acute beds;
- additional intensive care and high dependency unit beds;
- additional medical, nursing, AHP and social services staff;
- additional imaging and other diagnostic equipment;
- additional community care packages; and
{ - additional residential and nursing home places.

A fourth issue is to ensure that care and treatment is being provided appropriately and in an
appropriate setting. For example, there is scope to increase the amount of surgery undertaken
on a day care basis. There is also scope to increase the number of procedures and the amount
of care and treatment undertaken in primary care and in the community.

A fifth issue is to provide more domiciliary care and care in the community to prevent the need
for hospitalisation.

Finally, there is the need to manage expectations. The future for the HPSS is one of inexorably
increasing demand for services and these can only be delivered if there is a willingness to
provide the necessary resources. It raises a number of fundamental issues about the nature of
our health and social services system and what it can and should deliver. An informed debate
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HIMt how the HPSS should be developed and resourced would be welcome. It is hoped that
~ the review will provide the opportunity for this.

Resources

The resourcing issue cannot be ignored. The resources available to the HPSS do not match the
current levels of need and there are considerable concerns about how future demands will be
met. The public, however, has not fully grasped this and there is still a view that the inability to
meet all the expressed needs is due to inefficiency or bad management.

At one level, there is a view (particularly from some English commentators, including MPs)
that NI is very well funded and that the HPSS has more than its fair share of resources.
Certainly, the level of funding per head on health shows NI as ahead of England and Wales
(although lower than Scotland). For 2002/03, the figures as quoted in HM Treasury Public
Expenditure Statistics Analysis 2004 are :

England £1085
Wales £1186
NI £1214
Scotland £1262

It is important to note, however, that there are differences in the demographic profile,
morbidity and socio-economic status of the populations of the four countries (see below) and it
would be wrong to expect that each administration should spend the same per capita. Indeed,
the differences between the territories are well within the parameters of difference that are
recognised in the English allocation formula (and the NI one) for distributing resources to
populations in England after taking account of differential need — for example, Central
Liverpool has a needs index of 1.48 compared to an average of 1.0 for all PCTs in GB. It is the
contention of the Department that current funding levels do not adequately reflect the greater
levels of need in NI relative to England.

Moreover, the reality is that resources for the HPSS have not kept pace with increases in
England and the gap will increase significantly under current spending plans. The year on year
percentage budget increases in NI and England allocated to DHSSPS and DoH since 1997/98
have been as follows :

1
NI England
1998/99 7.48 72
1999/00 11.3 11.9
2000/01 12.5 16.6
2001/02 10.4 11.0
2002/03 10.0 12.0
2003/04 12.7 13.4
2004/05 10.3 9.6
2005/06 9.7 9.4
2006/07 6.8 9.5
2007/08 3.3 9.6

Over the past 3 years, the growth in resources has been 26.25% in England and 24.3% in NI
This translates into a recurrent gap of £66m in the resources available in NI by the end of this
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r levels of drug abuse (although again that is increasing); and lower levels of sexually
smitted disease.

Despite these few favourable comparisons, it is evident that the levels of need are greater in NI
and if we are to provide the same levels of service as elsewhere in the UK, the level of funding
will inevitably need to be higher.

Unmet Need

Irrespective of the comparative differences in funding, the reality is that the current level of
resources available in NI falls substantially short of that required to meet all of the needs
presently facing the HPSS. Major areas of difficulty include the following:

hospital inpatient treatment — 16,000 people waiting 6 months or longer;
outpatient treatment — 65,000 people waiting 6 months or longer;

over 10,000 people waiting for Occupational Therapist assessment;

1120 children waiting for first outpatient appointment in child and adolescent
psychiatry;

594 families with children in need waiting for an assessment;

e 1,275 unallocated cases of children requiring care and protection;

e 1400 cases of vulnerable people requiring care packages — 1040 waiting in the
community and 330 delayed discharges in hospital.

Children’s services are a particular area of concern. Since 1997, there have been significant
changes to the context, policy and legislation underpinning the delivery of services to children
in England, much of which has not been able to be resourced in NI. There have been two
particular major policy initiatives in England and Wales which have set out the strategic
framework for delivering better services to children — Quality Protects and Every Child
Matters — which we have not been able to replicate in NI. Figures in 1999/00 showed that the
spend on children’s services per head of the under-18 population was 35% greater in England
and an additional £885m was committed under the Quality Protects initiative over the five
years since then.

Unsurprisingly, outcomes for looked after children have been poor across a range of measures,
with two-thirds likely to seek access to mental health services as adults. The numbers of foster
carérs are declining and the current gap in provision is likely to cause a crisis in foster care
within the next three years. Current problems are also creating a crisis in child psychiatric
services — gaps in the Child and Adolescent Mental Health Service are resulting in some
children having to be inappropriately placed in adult services and in adult wards.

The problem for the HPSS is that these levels of unmet need must also be addressed against a
backdrop of rising expectations, growth in demand and the need to provide modern quality
standards of treatment and care. It is estimated that the overall annual cost of meeting all of
these needs at current prices is of the order of £400m to £500m. A breakdown of the cost
factors 1s shown in Annex A.

Financial and Service Planning Framework

Financial stability and good resource management has been a cardinal principle established by
the Department for the HPSS in recent years. Although there has been considerable pressure

10




© PRONI DFP/31/3



) |

ot®f the funding available. This 1s fully accepted by the Department and the HSS Boards and
" Trusts and a number of measures are in place to address this.

Most of the legal, procurement, IT and Estates services are either already delivered on a shared
services basis or have a significant proportion outsourced. In that sense, a number of the
efficiency gains that the NHS plans to achieve have already been made in NI. Similarly, the
Central Services Agency provides a cost effective system of processing payments to Family
Practitioners (GPs, Pharmacists, Dentists and Optometrists) on behalf of all four Boards and a
number of other bodies operate bureau services for various support functions on behalf of other

HPSS organisations.

In relation to management costs, a detailed study commissioned by NICON showed that these
costs across the UK are at their lowest in NI. Expressed as a percentage of relevant expenditure
on health and social services, HPSS management costs amounted in 2001/02 to 6.11% - 16%

lower than in England, 20% lower than Wales and 27% lower than Scotland. The largest
component of these costs relate to Trusts where the 2003/04 Accounts show that costs have

declined even further — from 4.25% to 4.07%.

There is a continuous programme of value for money studies and service reviews which act to
improve both quality and productivity. The HPSS reference costs are produced annually and
their 2003/04 coverage is expected to match that in the NHS. Following publication of the
costs, each Trust is formally notified of significant cost variations from its English and/or
HPSS peer. Trusts are expected to identify the full range of benchmarking activity planned or
ongoing, whether or not initiated as a result of highlighted reference cost variations. They are
required to provide regular updates regarding outcomes achieved, either in terms of proven
efficiency gains, increased productivity and/or effectiveness and associated service
improvements. This system has prompted many Trusts to form clubs to benchmark costs and
related information in detail and, individually, to establish mechanisms for unit cost reviews (a
process facilitated by reference costs, in conjunction with comparative data from CHKS and

other sources).

Among the practical improvements flowing from this activity are those where Trusts have:

e identified actions they will take on discharge management after analysis of certain
reference costs in conjunction with other benchmarking information;
¢e identified changes in capacity/ bed allocation or used reference cost information to
identify and address gaps in staffing; and
e linked some of their high reference costs to a decision to construct a day case unit,
which frees up operating time.

Over the period since 1997/98:

o the volume of hospital inpatient and day case activity has increased by 17.5%;

e the number of community care packages increased by 36% between March 1998 and
March 2004;

e the overall number of beds has reduced by 7.2%, the average length of stay has reduced
by 10% and the throughput per bed has increased by 17%;

e comparing 1997/98 with 2003/04, the day case rate has increased from 25.5% to
31.3%;
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Conclusion

In general terms, therefore, the picture of the HPSS is one of heavy pressure and a number of
difficult problems which need to be addressed. Progress has been made in a number of these
areas and the perception amongst the politicians and the public of a Service in crisis is not
always accurate. However, the reality is still that, while the HPSS is providing essential

services across the board to the community, it is falling short on the quality of service it can
offer to the public. It has not been possible to meet all of the demands from the public and the
worst manifestations of this shortfall have been the lengthy waiting lists for inpatient and
outpatient services, the trolley waits in A&E Departments, the inability to provide new drug
therapies to all patients who need them or would benefit from them, and the shortfall in
community social services to vulnerable people and to children.

Lessons can undoubtedly be learned from other parts of the UK and it is hoped that the Review
will provide some new insights and recommendations for action to address the problems.
There is also a question of resources - the issues which must be addressed are intimately linked
to funding and any consideration of the way forward for the future must inevitably offer some
observations on the resource question. DHSSPS will cooperate fully in the work which will

flow from the Review.

.
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JN] DED PRESSURES ON HPSS

| ‘Additional Medical, Nursing, etc Staff £101Im
- 300 Consultants x £100k
- 250 GPs x £85k
- 1000 Nurses x £25k
- 500 Social Workers x £30k
- 400 AHPs x £25k

2 Life Saving Interventions £15m
- Cancer Services, Renal, Cardiology, ICU/HDU, etc
(NB. This figure excludes clinical staff and drugs costs)

:, 5 Drugs £30m
- Cancer £8.5m
- Anti-TNF, MS £16.5m
- Other £5.0m

4. Community Care £30m
- 1500 Care Packages
- Day Care
- Fees

S. Primary Care £15m
CTCCs, Community Pharmacy, Enhanced Services

6. Waiting Lists £30m
External Providers, New Projects, Community Services

y A Childrens Services £50m
- Care Packages
- Residential Places
- CAMHS
» - Child Protection
$ Fosters
- rostering

8. Mental Health and Learning Disability £100m
Bamford Review Implementation

9. Public Health £10m
10. ICT Programme (Revenue) £35m

TOTAL £416m
11. PPP Annual Unitary Payments (Projected) £125m

OVERALL TOTAL £541m
15
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