Application of expanded Principal-Agent models to
standing setting and monitoring in the NHS

Care Quality Commission

(CQC)

More recently (post 2013) it has
moved back to 7 as methods
have now been agreed and
there is consensus on the
approach.
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Figure 1: The Waterman and Meier expanded Principal-
Agent model (i) Goal Conflict
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Figure 2: The Waterman and Meier expanded Principal-
Agent model (i) Goal Consensus



Application of expanded Principal-Agent models to
standing setting and monitoring in the NHS

Agent's Information Level

| Little Much
National Institute for Health 4 3
and Care Excellence (NICE) £
NICE starts at 6 as there is goal £
consensus and it has specialist — _ »
igure 1: The Waterman and Meier expanded Principal-
kn OWI e g e Agent model (i) Goal Conflict
Agent's Information Level
| Little Much
8. 7

Little
v

Principal's Information Level

Figure 2: The Waterman and Meier expanded Principal-
Agent model (i) Goal Consensus



Application of expanded Principal-Agent models to
standing setting and monitoring in the NHS
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“There was no attempt at all to
interfere,” says Sir Michael Rawlins,
actually, ministers realised the value
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Application of expanded Principal-Agent models to
standing setting and monitoring in the NHS
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Application of expanded Principal-Agent models to
standing setting and monitoring in the NHS

National Institute for Health and
Care Excellence (NICE)

NICE moves to 7 with expanded
number of Principals as part of the
NHS reforms in 2013. They consider
that they have specialist knowledge as
well ie NHS England and Public
Health England
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Figure 1: The Waterman and Meier expanded Principal-
Agent model (i) Goal Conflict
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Application of expanded Principal-Agent models to
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Conclusions of the findings from Principal - Agent
modelling (Waterman and Meier broader
framework) (i).

Application of the Waterman Meier framework enabled an

understanding and description of the dynamic relationship

between central government and organisations in the NHS
and may predict when tensions will arise in the future

It should be noted that two organisations moved to position
3 before being disbanded...... NICE moved there in 2013
although recently NICE and NHS England have launched a
consultation document on changing NICE’'s methodology to
address cost impact as well as cost effectiveness. So it may
well move back to position 7 in the future.



Conclusions of the findings from Principal - Agent
modelling (Waterman and Meier broader
framework) (ii).

NICE did move back to 7
CQC has remained

New organisations were established - NHS Improvement was set up in
April 2008 to drive clinical service improvement, but was merged into
NHS Improving Quality in 2013. But from 1 April 2016, NHS
Improvement became the operational name for an organisation that
brought together: Monitor, NHS Trust Development Authority, Patient
Safety (from NHS England), National Reporting and Learning System,
Advancing Change Team and Intensive Support Teams. In 2018 it
became clear that the organisation, while maintaining its statutory
Independence, was for practical purposes to be merged with NHS
England



Overview

Governance (politics, structures and organisations
and finance)

Clinical workforce, clinical practice and
Innovation

Patient and public expectations and involvement

Outcomes and equity

Based on my 40 years experience of the NHS in UK
concentrating on the last 20 years. A personal (political

science) perspective based on a series of case studies.



NHS Workforce

Tha compasition of the NHS workforce

The NHS is the world’s fifth largest employer
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A new work force

Average annual per cent change in NHS workforce: 2004-2014

25082015
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A workforce crisis ?

ot | £ s | S Key points

Thi census nevealed continuing pressure on the medical workfarce and

FOCUS on phySICIOnS the systems in which we work. This pressure is demonstrated by

Cemus of consultant physicians and
higher specialty trainees 2017-18

ongng problems with rota gaps, unfilled posts and high levels of
reported sickness absence:

s 455% of advertised consultant posts went unfilbed due to a lock of
syitable applicants

¢ 33% of consultants and 68% of trainees said rota gaps occurred
frequently or often, with signihcant patient safety Issues in 24

of cases

s Trainees reported that a fellow junior doctor wos absent due to
sick leave in 46% of thelr on-call shifts

¢ Both consultants and trainees estimated that they worked on

overage 105 more than they were controcted to work

*  The number of consultants working less than full time (LTFT) has
risen to 23%, This wos particularty noted among older consulbants
who hove moved to LTFT, supplementing those working this way
an a longer term basks. The number of trainees working LTFT rose
o 13%.
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First Doctor’s Strike 1975

PICKETS inWHITE

THE JUNIOR DOCTORS DISPUTE OF 1975




Second Doctors Strike 2016

NHS staff crisis "worse than cash woes'

By MiCK Triggie
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The growing crisis in workforos morale (s 8 greater risk 1o the NH3 than the
Tinancial problema it is. grappling with. a leading Realth expert aays.

Higel Edhweards, chied xmcutng of thd Mudhekd Truest thnk lank samed staff
ehortages, depubes with gowernmoent and balying wiss Criaisg 8 "ot moc

Ha saud if the probiams persisted, the stfmiby stafll el lor e NHS could ba
raparabiy Dooken

e waming Comes amed Qrowang 18nso0s betwaeen e worklonoe and mnisies

Junior doctors row: Medical leaders
condemn strikes
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A national coordinated approach
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8 YOUR WORNFORCE NEWS BLOGS EVENTS car
RESOURCES

National health and care workforce
strategy unveiled

A systemwice workforce strategy for the NHS and sooal care launches
today for corsuiatone Facing the Facts, Shuping the Future A Heath
and Care Workforce Stracegy for England 1o 2027

The content has been led and coordinated by Health Educaton
Ergland, but is poliished a8 » product of the whaole national systern

INGudng N England, NS ivgroverment and Pubiic Mealth England

The draft stracegy iooks a2 the major workfceoe plans 1or the Five Year Forward View prionties: cancer; mental hoaltrc matenely

POy and COMMUnty Care: and Lrgent and emerpency care

It 350 contains recommendations for new programimes NOuaing the Impact of technologcal aavances, examining how traning can
be improved 20 make sure that the workforce is berg prepared for the future



Overview

Governance (politics, structures and organisations
and finance)

Clinical workforce, clinical practice and innovation

Patient and public expectations and
Involvement

Outcomes and equity

Based on my 40 years experience of the NHS in UK
concentrating on the last 20 years. A personal (political

science) perspective based on a series of case studies.



Get involved

Patients the Public and the NHS

Patserst and putiie Partiopation i arportant Becaune £ helps ut 10 mprove
A aspects of Deafth care. i he(ing Patent saflety, DAt eapenence and
health Sutioones « Gring people the Sower 10 Tive healthiet et

About the Invalvement Hub

& sowree of iIndormation for people who
wanl to get emvahved in our work or enable

onhers by paricrpaate

Learning and development

Workshops, webinars and sleaming 1o
mpinive undercianding of the haalthcare
sector and participaticn

How o gt mm

Guidance for commissioners

Statutory guadancs for Clinical
Commistoning Groups and MHES England
o emvihang pabenis and the public

Good practice

Evamples of good practcs iniroding
paaple i haalhan sernced and tarnce
derrlogment.

Wy get | rvolved

surveys and consultations

Have your say on NHS England's cument
consuflations and furdeys

Rifaunoes

& vawiety of resoUNCEs 10 SUPRSHT Yo in
WOUr Inveivermenl work, schoding Baedine
guides to participation

Current opportunities




Situating Patients and Publics in Sustainability Transformation Plans
and Integrated Care Systems: An Integrative Historical Review of PPl in
Decision-Making in England’s NHS *

Clare Coultas, Katharina Kieslich, Peter Littlejohns

Through an integrative historical
review of literature we have
situated the particular challenges
and opportunities for patient and
public involvement (PPI) in
decision-making in England’s NHS
through analyses of its trajectory
from before Thatcher through to
the present day. We frame these
analyses using the concept of

Community Heatth Councils

‘institutional opportunity - e 100 Pty o s et
structures’, and thus detail how the o el .
PRE-TRATOMER THATOMER LR “AR BROWN CAMERON MY

involvement of patients and
pUinCS haS been Conceptualised Figure 1: Activism (spiked) and Opportunity Structures (circular) for PPIin NHS Decision-Making
across the different government

administrations and NHS reforms. *Submitted for publication — not to be copied



Whatever the size of the health budget
balancing the books means that difficult choices
have to be made

NHS protest: Tens of thousands march
An emerging approach against 'hospital cuts'
is through priority -
setting which requires
technical judgements of
clinical effectiveness
(what works) and cost
effectiveness (is it value
for money)




Who sets the priorities ?

But these “Value for Money”
judgements are embedded in a wider
set of social (societal) value
judgements that underlie justifiable
reasoning about priorities, including
transparency, participation and
justice.

Health Care Policy Makers need to
understand public preferences and
then explain their decisions to
patients, professionals, the public and
politicians

BM) Open

Engaging the public in healthcare
decision-making: quantifying
preferences for healthcare through
citizens' juries

Baul A Scufham,' Julie Patcaffe? Eliraboth Kendall! Paul Buron,*
By Wifitson, ™ Kalipsa Chaliddou,” Peler Lithejohns, " Jonnier A Whis®

Prioritising patients for bariatric
surgery: building public preferences
from a discrete choice experiment into
public policy

Jmﬁrﬂur.ﬂ.'ﬁ".’runz-_' sl Ratcife,” Elizabath Kendall,” Paul Burton,*

Bnddnew Witson, ® Patare Lithsohng ™ Pawd Hams,” Rachaed Frnks,”
Paul A Scudfham”



The National Institute for Clinical
Excellence (NICE)

In 1999 NICE was established . | =T
to provide national guidance '
on the promOtion Of gOOd Improving health and soclal
health and the prevention and care through evidence-based
treatment of ill health. In 2005
It was expanded to include
public health functions and in
2013 it become the National
Institute for Health and Care
Excellence covering social s




Core Principles underpinning all
NICE Guidance

Comprehensive evidence base
Expert input
Patient and carer involvement

Independent advisory

committees

Genuine consultation

Regular review B rorwnsagroen

Open and transparent process ‘God forbid that truth should

be confined fo
mathematical
demonstration’



Soclal as well Scientific Values

NICE Citizens Council

HedEn Eoos Fobcy Liree 2013 Apr 821 14500 dod 100101 /55 1 R8T 3 1 1200ncrss. Epuly 2002 Wy 1
NICE s social value judgements about equity in health and health care.
Shati KK Sooksen B Guber A4, Ligeihns P

+ Author information

Patients,

the Public
and Priorities
in Healthcare

Report of the first meeting of the
NICE Citizens Council
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A short History of NICE
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Hero helps others fight for cancer drug

By Lraham Satchell

BOC Droaktast Regorter

Kote Spoll has bocome an
unlikely hero. A 36-year old
housowife from Chester,
she's bucorme a life-saver to
cancer patients around the
coumtry.

Kate is not 3 doctor, she has
1o medical traveng At ab, but

she's become successful at ARSI
chtaring New Cancer gnugs for mes approva
patants that have yet 10 be approved for use on the NHS
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Ghn American asked
why NICE kills people
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Conflict of individual and public
health ethics

Poge st updated » 10:00 &M

Thursday, 19 November J006

Liver cancer drug 'too expensive'

Concern at liver cancer drug dedsion

B8 ]C)

A drug that can prolong the Ives of patients with advanced liver cancer has been A drug that can prolong the kves of pabenty with advanced kver cancer has besn
repected for use in the NHS m England, Wales and Northern Iredand rasected for uss n the NHS In England, Wales and Northeen freland

The Nabonal Institute for Health and Clrscal Excellence (NICE) sad the cost of e National insteure for Haalth and Clinkcal Execsllance (NICE) sand the cost of
Nexavar - about £3,000 a month - was “simply too hwgh', Nexavar - about £3,000 a menth - was “simply too hgh”

But Profassor Jonathan Waxman, a cancer spaoalist at the Hammarsmth

Professor Peter Littlejohns, dinical and publc health director at NICE, said they ; e ok hore 4
Hosptal in London, dsagraad with NICE s decssion.

have to assess the cost-effectiveness of care



Procedural Justice

Provides for ‘accountability for reasonableness’. For decision-makers to be ‘accountable for their
reasonableness,’ the processes they use to make their decisions must have four characteristics

Publicity

Both the decisions made about limits on the
allocation of resources, and the grounds for
reaching them, must be made public.

Relevance

The grounds for reaching decisions must be ones
that fair-minded people would agree are relevant
in the particular context.

Challenge and revision

There must be opportunities for challenging
decisions that are unreasonable, that are reached
through improper procedures, or that exceed the
proper powers of the decision-maker. There must
be mechanisms for resolving disputes; and
transparent systems should be available for
revising decisions if more evidence becomes
available.

Norman Daniels

. Mary B, Salterstall Professor of Population Ethics

Regulation
There should be either voluntary or public
regulation of the decision-making process to : : 4
ensure that it possesses all three of the above wa HARVARD

characteristics. 4% 5School of Public Health




The Gresham College International Workshop 2012

At an international workshop in
2012 collaboration a social values
framework was developed.

The process of decision making

Institutional setting (legal and collaborative)
Transparency (clear how decisions are made)
Accountability ( who is responsible and to whom)
Participation (all who want to be can be involved)

The content of decision making

Effectiveness (does it work)

Cost effectiveness ( value for money)
Fairness (to all patients)

Quiality of care

Thailand, China, Germany, Switzerland
France, South Korea, UK, Norway,

USA, Brazil.

Health (_)I'Q{_ﬂ lization
1) A - \C NOsryd
and Management

Social values and healthcare
priority-sotting

Guest Editors: Peter L Mepohns

Albert Weale Kalipso Chalkioou

Yot Teerwattananon and Ruth Faden



Brocher Foundation International Workshop
2015

30 delegates from South Korea, UK, NICE International, USA, Norway, Thailand,
New Zealand, China, Sri Lanka, Australia, Brazil, China, South Africa, Germany,
Switzerland and the World Bank to specifically look at patient and public involvement




Priority Setting for Universal Health
Coverage 2016......embracing politics

The Prince Mahidol Award Foundation ( Thailand) the World Health Organization, the World Bank, the Global
Fund to Fight AIDS, the China Medical Board, the Rockefeller Foundation, the Bill & Melinda Gates Foundation,

Conference 2016 in Bangkok n January

This 2016 conference focused on priority
setting in the context of Universal Health
Coverage (UHC) by discussing important
issues, such as exploring how to organize
priority setting, linking research and UHC
policy, and sharing experiences of priority
setting mechanisms between countries.

| organized a session on
“Accountability, fairness and good
governance in priority-setting for UHC”

Research Article
Accounting for Technical, Ethical, and Political
Factors in Priority Setting

Katharina Kieshich'*, Jesse B, Bump®, Ole Frithjof Nosheim ., Snpen Tantiv
and Peter Lindejohns’
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How can this approach be made useful ?

The question was how to make “a
framework “ useful on a day to
day basis for policy makers.

As part of an UK National
Institute for Health Research
(NIHR) funded programme and
In collaboration with University
College London we have now
converted the framework in to a
decision support tool




Aims and objectives of NIHR Project in UK

(Collaboration for Leadership in Health Research and Care — CLAHRC South London)

Test and refine the DMAT
with all stakeholders

Al Y 1T i

Open Accens Prosacol

BM) Open Does accountability for reasonableness
work? A protocol for a mixed methods
Assess the role that values study using an audit tool to evaluate

the decision-making of clinical

play |n deC|S|0n maklng In a commissioning groups in England
national sample of NHS e
health institutions — Clinical .
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Use the DMAT to assess S oo e
whether “accountability for )
reasonableness” leads to

more acceptable decisions



Methods

Comparative case studies of 12 South-London
clinical commissioning groups (CCGs),
responsible for making decisions on health NHS group proposes non-vital operations
service commissioning, and how to prioritise ban
at local levels. ‘

f © v O <

Governance and policy documents along with
stakeholder interviews (e.g. CCG decision-
makers, public/patient representatives, and
Healthwatch) were analysed using the DMAT
(Kieslich and Littlejohns 2015), based on a
social values framework (Clark and Weale

2012)




Results (i)

The most prevalent themes arising from the CCG
documents were patient and public participation,
transparency, and quality of care, and therefore a mix of
process and content values.

These themes also featured prominently in the interviews,
yet in a much more contested way.



Results (i)

The politics of transparency, participation, and quality of
care were a common point of discussion, seen to be only
exacerbating with the continued financial pressures and
current health care reforms.

Furthermore, the interviews highlighted how within the
CCGs, confusion and different interpretations exist about
the different roles of different actors, their statutory
mandates and the ultimate goal towards which the NHS is
steering.



The Decision making Audit Tool (DMAT)

The new online version of the
DMAT priorities4health.com
developed in conjunction with
“Uscreates”

It was launched at the London
CLAHRC Research information
meeting at the House of Lords in
July 2017.

The DMAT has been tested in
England (see other talk) New
Zealand and Chile — plans for
further testing in Australia, Sierre
Leone, Thailand and Brazil

uscreates o

WE DESIGN BETTER FUTURES

https://www.uscreates.com/

More than 100 polcymakers, diniclans, researchers, representatives from
charties, and patients and service users gathered on Tuesday moming
this woek at the House of Lords 1o celebrate the important applied heaith
research being uncertaken across London


https://emea01.safelinks.protection.outlook.com/?url=http://priorities4health.com&data=01|01|peter.littlejohns@kcl.ac.uk|d7684d57ea394b16931708d4dd92bafd|8370cf1416f34c16b83c724071654356|0&sdata=yCzyCd09Mz3RHiqgs6DtxmjWJKGczU5gQpdZCROTKKk%3D&reserved=0
https://www.uscreates.com/

Decision Making Audit Tool
A

Welcome to this prototype Decision-
Making Audit Tool (DMAT) for
priorities in health.

The alm of DMAT Is Lo help patients and Interestod members of the public work alongside declslon-makers who
make declibons abeut what health care services to fund (or stop funding) In thelr respective heabth systemas. Itils
also designed to demonstrate to the wider public how thase declsions hove besn made, This ks partioularly
impartant when budgets are tight, ond 5o funders have Lo prioritise funding some services or treatmaents over
athers. The current version of DMAT has been deslgned for the UK context, but further work |2 belng undertoken Lo
adapt it to other country conbits. We wilcome feedback on your exparience of uiing DMAT.

How to use Background Get started

priorities4health.com



https://emea01.safelinks.protection.outlook.com/?url=http://priorities4health.com&data=01|01|peter.littlejohns@kcl.ac.uk|d7684d57ea394b16931708d4dd92bafd|8370cf1416f34c16b83c724071654356|0&sdata=yCzyCd09Mz3RHiqgs6DtxmjWJKGczU5gQpdZCROTKKk%3D&reserved=0

8 domains




An example of a content domain

6. Cost effectiveness

Cost effectiveness examines the costs of a service or treatmont in relation to its benefits in order to assess whether the
costs of funding a service can be justified in light of the expected benefits. Cost effective judgements centred on ‘value
for money’ can be controversial. For some, it means that there is a risk that financial considerations could be put before
patients’ needs. For others, it means that the needs of all patients, rather than a few, are considered and the best
possible care for the largest number of patients is secured. Even when sound health economics methods are used to
assess cost effectiveness, a decision has to be made on how much benefit is ‘enough’ benefit to justify costs. Ask the
following three questions to help make your decision or judge how well the organisation is doing. There are links
between the questions: read them all before answering each one.

6.1 Does the organisation have a system in place to collect and evaluate
evidence in order to ensure that what is commissioned is cost effective?

OROROROKO




An example of group work




Acceptance of difficult decisions
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The Lottery of Devolved Cancer Care

To contextualise the need for such a —
tool the film “The lottery of The Lottery of Devolved Cancer Care  1.08pdi
Devolved Cancer Care” was
launched at the same time
https://youtu.be/gHNYAC6N|TA it
uses variation in access to
expensive cancer drugs in the home
countries as a relevant case study
for a UK setting. It is based on the
circumstances that led Ifron Williams
moving from Wales to England to get
his treatment.

40 minutes version with more patient
experience https://youtu.be/dHv22BLEDSk



https://emea01.safelinks.protection.outlook.com/?url=https://youtu.be/gHNYAc6njTA&data=01|01|peter.littlejohns@kcl.ac.uk|5c06af7f82644b618af208d4c6aedc9b|8370cf1416f34c16b83c724071654356|0&sdata=pfuG48jayRZOjdyf64KLMUFMZnWyWsGbARPjNx%2BBfNI%3D&reserved=0
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Effective, Efficient and_
Fair Health Care SyStems

Involving the public in difficult health prioritisation decisions

Pl

Description of the How the Decision making

orldwide Case Studies

Rescarch Audit tood (DMAT ) was
Programme developed

https://www.people4health.com/



https://www.people4health.com/

ABOUT THE RESEARCH PROGRAMME

In order to create effective and sustainable health systems many countries are introducing ways to prioritise health
services which involves making difficult decisions concerning who gets (and who does not get) healthcare
interventions. Priority setting requires technical judgements of clinical effectiveness (what works) and cost
effectiveness (is it worth the money). But these judgements are embedded In a wider set of sodal (sodetal) value
judgements that underlie justifiable reasoning about priorities, including faimess, responsiveness to need and
nondiscrimination, and obligations of accountability and transparency. Even when these decisions are based on the
best available evidence they face legal, political, methodological, philosophical, commercial and ethical challenges.
Through international, multidisciplinary, collaborative working we are developing new ways of addressing these
concerns. To generate public acceptance of the need for health prioritisation we have developed a novel way of
encouraging key stakeholders, Including patients and the public, to become Involved In the prioritisation process.
Through a multidisciplinary collaboration involving a series of international workshops (funded by the Nuffield
Trust, the Wellcome Trust and the Brocher Foundation) we have applied ethical and political theory (including
accountability for reasonableness) to develop a practical way forward . We have tested this approach in a range of
Clinical Commissioning Groups (responsible for commissioning health services) in England using a mixed methods
approach. Out of the first workshop emerged a sodal values framework that consists of content and process values
that has been converted into a decision-making audit tool (the DMAT). Working with a design company we have

2012 workshop at
Gresham College

I'm a paragraph. Click here to add your
own text and edit me. I'm a great place for
you to tell a story and let your users know

a littie more about you

2015 Workshop at
Brocher Foundation

I'm a paragraph. Click here to add your

own text and edit me. 'm a great place for

you to tell a story and let your users know

a littie more about you

Rockefeller Foundation
Bellagio Centre 2018

I'm a paragraph. Click here to add your
own text and edit me. 'm a great place for
you to tell a story and let your users know

a little more about you.



Overview

Governance (politics, structures and finance)
Clinical workforce, clinical practice and innovation
Patient and public expectations and involvement
Outcomes and equity

Pondering the future

Based on my 40 years experience of the NHS in UK concentrating on the last
20 years. A personal (political science) perspective based on a series of case

studies.
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UK drops in European child mortality
rankings

The UK has dropped several ranks in the European Union
rankings of child mortality since 1990, recent analysis of WHO and
OMS data has found.

13 Ductober 2017
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Cancer survival in Europe 1999-2007 by country and age:
results of EUROCARE-5—a population-based study

Roberta De Angelis, Milena Sant, Michel P Coleman, Silvia Francisci, Paolo Baili, Daniela Pierannunzio, Annalisa Trama, Otto Visser,
Hermann Brenner, Eva Ardanaz, Magdalena Bielska-Lasota, Gerda Engholm, Alice Nennecke, Sabine Siesling, Franco Berrino, Riccardo Capocaccia,
and the EUROCARE-5 Working Group*

Summary

Background Cancer survival is a key measure of the effectiveness of health-care systems, EUROCARE—the largest
cooperative study of population-based cancer survival in Europe—has shown persistent differences between countries
for cancer survival, although in general, cancer survival is improving, Major changes in cancer diagnosis, treatment,
and rehabilitation occurred in the early 20005, EUROCARE-S assesses their effect on cancer survival in 29 European
countries,

Methods In this retrospective observational study, we analysed data from 107 cancer registries for more than 10 million
patients with cancer diagnosed up to 2007 and followed up to 2008, Uniform quality control procedures were applied
to all datavets. For patients diagnosed 200007, we calculsted S-year relative survival for 46 cancers weighted by age
and country. We also calculated countryspedific and agespecific surnvival for ten common cancers, together with
survival differences between time periods (for 19992001, 2002-04, and 2005-07).

Findings S-year refative survival generally increased steadily over time for all European regions. The Lirgest increases
froem 1999-2001 1o 2005-07 were for prostate cancer (73 4% [95% C1 72.9-73.9) vs 81. 7% [81. 382 1)), non-Hodgkin
lymphoma (53 8% [53-3-54.4] vx 60.4% [60-0-60.9]). and rectal cancer (52-1% [51-6=52- 6] vs 57-6% [57-1-58.1]).
Survival in castern Europe was generally low and below the European mean, particularly for cancers with good or
intermediate prognosis, Survival was highest for northern, central, and southern Europe. Survival in the UK and
Ireland was intermediate for rectal cancer, breast cancer, prostate cancer, skin melanoma, and non-Hodgkin
lymphoma. bul low for kidney, stomach, ovartan. colon, and lung cancers. Survival for lung cancer in the UK and
Ireland was much lower than for other regions for all periods, although results for lung cancer in some regions
(central and eastern Europe) might be affected by overestimation. Susvival usually decreased with age, although to

different degroes depending on region and cancer type,

Interpretation The major advances in cancer management that occurred up to 2007 seem to have resulted in improved
survival in Europe. Likely explanations of differences in survival between countries include: differences in stage at
diagnosis and accessibility to good care, different diagnostic intensity and screening approaches, and differences in
cancer biodogy. Variations in socioeconomic, lifestyle, and general health between populations might also have a role.
Further studies are needed to fully interpret these findings and how to remedy disparities.
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Healthcare Access and Quality Index based on mortality from @ ®
causes amenable to personal health care in 195 countries and |
territories, 1990-2015: a novel analysis from the Global

Burden of Disease Study 2015

Summary

Background National levels of personal health-care access and quality can be approximated by measuring mortality
rates from causes that should not be fatal in the presence of effective medical care (ie, amenable mortality). Previous
analyses of mortality amenable to health care only focused on high-income countries and faced several methodological
challenges. In the present analysis, we use the highly standardised cause of death and risk factor estimates generated
through the Global Burden of Diseases, Injuries, and Risk Factors Study (GBD) to improve and expand the
quantification of personal health-care access and quality for 195 countries and territories from 1990 to 2015.

Findings Between 1990 and 2015, nearly all countries and territories saw their HAQ Index values improve;
nonetheless, the difference between the highest and lowest observed HAQ Index was larger in 2015 than in 1990,
ranging from 28.6 to 94-6. Of 195 geographies, 167 had statistically significant increases in HAQ Index levels
since 1990, with South Korea, Turkey, Peru, China, and the Maldives recording among the largest gains by 2015.
Performance on the HAQ Index and individual causes showed distinct patterns by region and level of development,
yet substantial heterogeneities emerged for several causes, including cancers in highest-SDI countries; chronic
kidney disease, diabetes, diarrhoeal diseases, and lower respiratory infections among middle-SDI countries; and
measles and tetanus among lowest-SDI countries. While the global HAQ Index average rose from 40-7
(95% uncertainty interval, 39-0-42-8) in 1990 to 537 (52 2-55-4) in 2015, far less progress occurred in narrowing
the gap between observed HAQ Index values and maximum levels achieved; at the global level, the difference
between the observed and frontier HAQ Index only decreased from 21-2 in 1990 to 20-1 in 2015. If every country
and territory had achieved the highest observed HAQ Index by their corresponding level of SDI, the global average
would have been 73 -8 in 2015. Several countries, particularly in eastern and western sub-Saharan Africa, reached
HAQ Index values similar to or beyond their development levels, whereas others, namely in southern sub-Saharan
Africa, the Middle East, and south Asia, lagged behind what geographies of similar development attained between
1990 and 2015.




HAQ Index
| EERD
429470
@aosty o N
E513590 o
1590634 ., "
634697
697244

B 744794

794863
I LRA

.y

HAQ Index

W <429
429470
WMos13 .y
513590
£590-634
C1634-697
[3697-744
744794
794863
863

Figure 1: Map of HAQ Index values, by decile, in 1990 (A) and 2015 (B)
Deciles were based on the distribution of HAQ index values in 2015 and then were applied for 1990. HAQ Index « Healthcare Access and Quality Index. ATG-Antigua and Barbuda VT <Saint Vincent and the
Grenadines. LCA=Saint Lucia TTO«Trinidad and Tobago. TLS<Timor-Leste. FSMeFederated States of Micronesia



gaaooaon IBRaanl
Rt el a

oy s o goa BEaBGaQasn
v v e BB0R | ! a gEnogann
e J o ao a O
e e 11 ! ' £]=) 5]s =8l
e e i 1588
-
—— gD 3 0 : a8
—— ———— v
—— LB m———— ! 3 = { g B w.“ ’ uau: 30ﬁ~
—rare e & [=h e lulel i gooEaEonon
SOmP 80 e, 203 GEUBEE T_DCDQ: DDDQDU
——r i gopog BEOGOO0 iBaBnG
s EEAOODRAC DDEDDUDDWDDDUUDQUDUDDDDUDUDU
e SEE0REEEEE DRGREaEEa
B OB OENnoOBDOEEOopan a D_U:D BUDE
- e 2 O
— - wAn‘ ! D
Pttt | 1
- m— _.

100
( afac
JOR00E0mun

ooEa
o
1= [ I~ (S P T= = E = 1= b

a

o0e

QEUDDEODED @

S008
oodopagoaoon

onoonon

gpacaQ
QEORD0AC

SOQu@magooma a
-0
oo

oooDooDoDEa O
o ] i [mfe |

DECECE DOENHE0NNEE00E0anR0 80 n@epooana o

:
ara i 130 gooa 'gosgoasnG
gado il JE0AGa024a0

RHRRRAHAMR AR R AT HE iHlylihals ol litlastah o

Popre §iwatonmy o rwal poge)

—— et e eld P Jdy 14 2000




<----- Brazil

R e e ]
B e LAt
ovag soemy

e ey

Py Ay e -y y—
S B L T

— o Sl
Areng by abe. vy
- L e—p

.......

Ll i e et

— . g 3

e £

- ——
— —

e ey oy | 5

B e I 1)

e ke

AT Oy

g g ber o s . | G

mrm g P e

W P | iy S

IIIII

- HUBERHUDEDEE00ORNE R0

2 i aliisiaa
3 >

3|33 F

L el

m
!

|

| .;_: HAEE il .:_.:_vn

toge

(Fagwer 1 comtirnany on newt page )

woen thlamatis Wi THO My 35 200



A&E performance in England
Percentage of patients dealt with at A&E within four hours

= 2014 == 2015 ==2016 = 2017
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Overview

Governance (politics, structures and finance)
Clinical workforce, clinical practice and innovation
Patient and public expectations and involvement
Outcomes and equity

Pondering the future

Based on my 40 years experience of the NHS in UK concentrating on the last
20 years. A personal (political science) perspective based on a series of case

studies.



Rationing health care: a logical solution to an inconsistent triad
Albert Weale, Professor of Political Theory and Public Policy at
University College London

BMJ 1998;316:410

The basic principle of the NHS is simply that comprehensive, high quality medical care
should be available to all citizens on the basis of professionally judged medical need
without financial barriers to access. In seeking to enact this principle, the NHS is not
alone..... Yet, in the face of increasing healthcare costs this basic principle threatens to
become what logicians call an inconsistent triad; a collection of propositions, any two
of which are wmpatzble with each another but which, when viewed together in a

i‘ﬁrEE.‘:-ﬂﬁ’M' Jorm a contradiction.

The Health Service Ideal : High Quality, Comprehensive, Universal
High Quality, Comprehensive,
High Quality , Universal

, Comprehensive, Universal



The future

. -
Market forces (purchaser/provider split, ' Mgy

commissioning, PFI) have not delivered < :.:'.‘.“..:‘..."'.'_.".":.:_
their promise. | oo Gesdadliacuden

More “connectedness” of local services
(health and social care - integrated care
systems)

But no clear direction on central versus
local balance — how to achieve
universality through local
entrepreneurship ?

"thcare's creative future

There will always be a need to prioritise
health services fairly

The role of evidence is key — but need to
be more imaginative on what form it takes



ING'S
College
LONDON

Thank you for listening

Professor Peter Litﬂcjohns
Faculty of Life Sciences and Medicine, King’s College London




THANK YOU TO MY FUNDER

Collaboration for m
Leadership in Applied

Care South London. National Institute for
(CLAHRC South London) Heafth RE‘SEﬂrL'h

This research was supported by the National Institute for Health Research (NIHR) Collaboration
for Leadership in Applied Health Research and Care South London (NIHR CLAHRC South
London) at King’s College Hospital NHS Foundation Trust. The views expressed in this
presentation are those of the authors and not necessarily those of the NHS, the NIHR, or the
Department of Health and Social Care.

http://www.clahrc-southlondon.nihr.ac.uk/
http://www.priorities4health.com/



