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1.1 How to use this pack

• This pack is primarily intended to support trusts to translate the Model Hospital, and 
Model Hospital Opportunities, into productivity plans targeting cost efficiency.

• It is not intended to be prescriptive or a set of instructions. It is intended as clarifying 
guidance, highlighting some potential pitfalls, as well as some areas that will be 
particularly interesting for trusts to explore further.

• The Model Hospital contains, or can point you towards, a wide range of Subject Matter 
Experts and resources to support the development of plans and interventions which are 
noted in the Carter Programme Efficiency Guidance.

• The Model Hospital currently contains data on a provider basis only. Productivity 
improvements and cost savings delivered by working differently across the system are 
therefore not currently captured within this pack or by the approaches described here.

• This document is a living document and has been developed in partnership with 
experienced users of the Model Hospital in trusts. Questions and/or feedback are very 
welcome at tickets@nhsi.uservoice.com.

https://model.nhs.uk/
mailto:tickets@nhsi.uservoice.com


5 19 February 2019 https://model.nhs.uk

1.2 The Model Hospital provides productivity 
information that can be used to identify cost 
efficiencies, but requires some care.

• By comparing your trust’s productivity to the median and lower quartile of ten similar 
trusts, known as your ‘peers’, Model Hospital Opportunities highlight areas where your 
trust may be able to deliver more with its existing resources or continue to deliver with 
reduced resources.

• Caution is needed with the Opportunity values in Model Hospital – there are 
methodological differences that mean these don’t directly translate into cost efficiencies.

• Focus on the relative magnitude of Opportunities to set priorities and identify potential 
drivers and look for areas where you are an outlier compared to your peers.

• Data validation and quality are important – but even where data quality is questionable 
there is still plenty that can be helpful.

https://model.nhs.uk/
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1.3 Glossary

Model Hospital https://youtu.be/CJ3RhKBbppw – Available at https://model.nhs.uk, the 
Model Hospital is a website developed by NHS Improvement providing benchmarking and 
productivity data to the NHS in England. 

Model Hospital Opportunity https://youtu.be/HZZx2vU35GI – Refers to both an overall 
estimate of possible productivity gain available on the Model Hospital, and to pages on the 
Model Hospital outlining possible drivers of productivity opportunities, suggested Next 
Steps and Case Studies. 

Compartment – An area of the Model Hospital covering a specific topic, for example, 
Estates and Facilities or Geriatric Medicine. Contains a range of metrics, metadata, charts 
and Help and Support content.

WAU (Weighted Activity Unit) https://youtu.be/5LBUULouhrw – The Model Hospital’s 
standardised unit of clinical output. All activity can be expressed in terms of WAUs, which 
can be thought of as roughly £3,500 ‘worth’ of healthcare of any kind, allowing 
benchmarking of productivity across different clinical areas.

Cost per WAU https://youtu.be/5LBUULouhrw – The principal measure of productivity 
used by the Model Hospital, productivity encapsulating the resources input (cost) per unit 
output (WAUs).

https://model.nhs.uk/
https://youtu.be/CJ3RhKBbppw
https://model.nhs.uk/
https://youtu.be/HZZx2vU35GI
https://youtu.be/5LBUULouhrw
https://youtu.be/5LBUULouhrw
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Questions?

Register at:

https://model.nhs.uk

Feedback at:

http://feedback.model.nhs.uk or 

at tickets@nhsi.uservoice.com

View our Animations:

http://bit.ly/ModelHospitalVideos

Watch our series of:

Masterclass webinars

available on demand

Twitter: @model_hospital

#ModelHospital

https://model.nhs.uk/
https://model.nhs.uk/
http://feedback.model.nhs.uk/
mailto:tickets@nhsi.uservoice.com
http://bit.ly/ModelHospitalVideos
http://feedback.model.nhs.uk/knowledgebase/articles/1846981
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2.1 There are three main areas in the Model 
Hospital designed to support the identification 
of cost improvement opportunities

1.Opportunities – accessible from the homepage. We calculate the productivity gap 
between your trust and a group of 10 recommended peers. Further information on 
opportunities can be found on the next few slides.

2.Browse menu – On the browse menu you can see where your trust is an outlier against 
key metrics in an area, signified by a red triangle (see below).

3.Notifications – From the right hand navigation, you can access notifications showing 
where your trust is an outlier in any metric across the Model Hospital.

https://model.nhs.uk/
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• With NHS Digital, we have developed a peer finder tool, to 

support trusts to identify similar trusts across a number of 

dimensions, including population deprivation, A&E 

attendance rate, FTE staff and more.

• Our ‘Recommended Peers’ take the nearest ten trusts, 

weighting these factors based on their importance to Cost 

per WAU i.e. the weightings reflect the extent to which 

different factors are predictive of productivity.

• Peers have been validated with trusts and should be related 

to those you might choose yourself. Where there are 

surprises, these are worth exploring further to understand 

where there might be unexpected similarities.

• The most recent iteration, released in December 2018 

includes more information about casemix and factors such 

as PFI and Trauma Centre status but are currently only 

available at an overall trust level.

• A short video outlining the approach is available at 

bit.ly/ModelHospitalVideos.

2.2 Opportunities are created using a set of 10 

‘recommended peers’ or trusts we would expect 

to show similar productivity metrics

https://model.nhs.uk/
https://digital.nhs.uk/data-and-information/data-tools-and-services/data-services/innovative-uses-of-data/multi-dataset-analysis/nhs-trust-peer-finder-tool
bit.ly/ModelHospitalVideos


3. The relationship between productivity and efficiencies



12 19 February 2019 https://model.nhs.uk

3.1 Identified opportunities can be used to 
discover areas for potential efficiencies –
however, they are not the same thing

• Improving productivity – Cost per Weighted Activity Unit (WAU) in the Model Hospital – is not the 
same as reducing cost overall.

• The relationship between productivity and cost improvement depends on the baseline that is set

• Productivity can be improved by:

• Decreasing costs and maintaining or increasing activity.

• Increasing activity without additional cost or by more than costs increase

• Productivity improvement can increase activity, and therefore has the potential to increase income. In 
general, a cost efficiency in any ‘Carter’ programme delivers both productivity and cost improvement.
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3.2 Be aware of important methodological and 
time-period differences

• Model Hospital opportunities are calculated against peers or the national median for the 
most recent data period available, 2017/18 in our current data, while efficiency gains are 
planned (reduced) future expenditure by the trust.

• This means that Model Hospital opportunities:

• Will not take into account efficiencies made within the current 2018/19 financial year.

• May be smaller than 2019/20 efficiencies in some areas, for example where a trust 
is forecasting large increases in expenditure but decides to reduce this.

• Are a guide to where your trust varies most significantly from similar trusts, and what 
the drivers of that variation might be, rather than as numbers to plug directly into 
your 2019/20 efficiency plan which we would strongly advise against doing this.

The below chart is illustrative of some of the differences between Opportunities and efficiencies, rather than a strictly accurate presentation – we 
recognise that cost per WAU would not usually be used to calculate efficiencies in this way and we would not suggest you project Cost per WAU 
forward in the way suggested by the chart.

Model Hospital 
Opportunity 

2017/18

Efficiency 
2019/20

https://model.nhs.uk/
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3.3 The following two slides lay out a series of 
simplified worked examples demonstrating 
the difference between productivity and 
efficiency

• Slide 15 contains two scenarios:

• Scenario 1: the trust sees more patients without increasing costs, improving 
productivity but not releasing cash – efficiency does not generally include income 
gained by simply seeing more patients on PBR

• Scenario 2: the trust sees the same number of patients but reduces costs, improving 
productivity and producing a realisable cost efficiency

• Slide 16 contains two further scenarios, in which a trust reduces length of stay:

• Scenario 1: the trust reduces length of stay, but nothing else about their activity or 
costs changes, leading to neither productivity increase nor efficiency gain

• Scenario 2: the trust reduces length of stay, closing beds without seeing fewer 
patients, thus increasing productivity and producing an efficiency gain

• Scenario 3: the trust reduces length of stay, increasing activity without closing beds, 
thus increasing activity and productivity, whilst increasing costs.

https://model.nhs.uk/
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3.4 The way in which productivity increases 
affects whether or not efficiencies are realised

Trust A has a Model Hospital 
opportunity of £4.5m-£5m in 
Orthopaedic and Spinal 
Surgery.

Looking at the opportunity page, we can see 

particularly high cost per WAU in outpatients (highest 

care setting in the ‘featured metrics’ list).

Looking at their local data and 

PAS, the trust discovers that in 

most months, all patients who 

need to be seen are already 

being seen appropriately, but 

clinics are still fully staffed, in 

many cases by bank and 

agency staff, without full lists of 

patients.

Scenario 2
The trust discovers that despite long 

waiting lists for activity, appointments are 

not being used as efficiently as possible 

with high cancellation and DNA rates.

The trust reduces DNAs and sees more 

patients, equivalent to 1000 additional 

Weighted Activity Units, at costs in line with 

their existing cost projection. Productivity 

has now increased and more patients are 

getting the care they need more quickly. A 

cost efficiency is only recorded if the 

expected cost of the additional activity is 

included in baseline.

Scenario 1

The trust reduces agency 

use at under-used times. 

They don’t see any fewer 

patients, and activity in 

Weighted Activity Units 

remains the same. Costs, 

however, have now been 

reduced.

https://model.nhs.uk/
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3.5 Some efficiency improvements such as 
reducing length of stay do not necessarily 
improve costs or productivity

Trust A has a Model Hospital 
opportunity of £8m-£10.4m in 
Geriatric Medicine.

Looking at the opportunity page, we can see particularly high 

cost per WAU in non-electives, as well as a particularly high 

length of stay for these admissions.

Following a programme of work to speed 

up discharge, the trust greatly reduces 

length of stay. However, no more patients 

are seen, rosters don’t change, and no 

beds are closed. Although patient 

experience and outcomes have been 

improved the trust therefore still doesn’t 

realise a significant cost improvement, 

other than some consumables. 

Importantly in this instance we also 

haven’t improved productivity.

Scenario 1 – no cost reduction, no 

productivity improvement

Following a programme of 

work to speed up discharge, 

the trust greatly reduces 

length of stay. As a result, 

they are able to close 6 beds 

in a Geriatric Medicine ward 

without reducing the number 

of patients they see, 

reducing staffing costs and 

delivering an efficiency gain.

Scenario 2 – cost reduction

Following a programme of work 

to speed up discharge, the trust 

greatly reduces length of stay. As 

a result, they are able to 

increase activity without 

increasing costs, increasing 

productivity, but only delivering 

cost improvement if the expected 

cost of additional activity is 

included in the baseline.

Scenario 3 – Activity increase

https://model.nhs.uk/
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4.1 It is important to understand the quality 
of your data, so that potential efficiencies 
are real and not an artefact of your data.

• The Data Quality Maturity Index, published by NHS Digital shows where your data might 
be incomplete in your submissions to SUS. 

• Metrics on the quality of Electronic Staff Record (ESR, used for much of our workforce 
content) data, using the Woven Metrics. These give an overall validation of the data and 
report on data quality and completeness.

• NHS Digital also publish notes that have been submitted by your trust on issues with 
your Hospital Episode Statistics data, which is used in many of the clinical service line 
metrics.

• It is worth speaking to your organisation’s Costing Team to find out what your PLICS 
CAT score (Coding Assessment Tool) is, if available. Although we currently use 
Reference Costs in the Model Hospital, the CAT score may give you an indication of 
areas where you cannot fully attribute costs to a patient.

• Depth of Coding is a useful measure to understand how effectively your trust is capturing 
and classifying clinical work – talk to your trust’s coding lead about what this might say 
about your trust – we will make this available on Model Hospital shortly.

• As well as a tool to identify potential opportunities and investigate them, Model Hospital 
has proved a useful tool for many trusts to identify data quality issues where they exist. 
Fixing these issues will provide more accurate signposting of opportunities for the future, 
and ensure the Model Hospital is an accurate and valuable tool for everybody.

https://model.nhs.uk/
https://digital.nhs.uk/data-and-information/data-tools-and-services/data-services/data-quality
https://digital.nhs.uk/data-and-information/areas-of-interest/workforce/electronic-staff-record-data-quality-reports-woven
https://digital.nhs.uk/binaries/content/assets/website-assets/data-and-information/data-tools-and-services/data-services/hospital-episode-statistics/dq_notes_m6_2018-19_without_macros.zip
https://improvement.nhs.uk/documents/2045/PLICSPortalUserGuide_v2.pdf
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4.2 Factors such as higher vacancy rates, 
different case mix and skill mix can all affect 
how you should interpret pay data

Pay Considerations

• Vacancy Position

• The Model Hospital includes only the actual costs incurred by your trust. 

• Although overall staff cost per WAU includes temporary staff, staff costs for individual groups e.g. 
nurses, and within each Clinical Service Line, only include substantive staff.

• Offsetting staff groups

• Always make the first comparison your overall workforce, rather than considering doctors, 
nurses, AHPs etc separately.

• This will help account for situations where, for example, a highly qualified, high cost nursing 
workforce may offset some of the cost of the medical workforce, leading to a more productive 
workforce overall.

• Skill mix is difficult to model, but benchmarking your overall workforce productivity before drilling 
down to individual staff groups will give you a better sense of the productivity of your workforce 
as a whole.

• Hosted staff

• At the moment, there is no reliable national data on staff employed by one organisation and 
working in another. This is a particular issue with some trusts who host large numbers of Junior 
Doctors.

• It is not unusual for trusts to have a small proportion of their staff affected in this way. Whilst 
worthy of investigation, it shouldn’t be assumed to explain any discrepancies.

https://model.nhs.uk/
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4.3 Factors such as higher vacancy rates, 
different case mix and skill mix can all affect 
how you should interpret pay data

• Temporary staffing

• Temporary staffing costs are captured within the ‘Operational Productivity compartment’, the 
Workforce Opportunity, and the ‘Temporary Staffing’ compartment (available upon approval from 
nhsi.agencyrules@nhs.net)

• At the moment, we are unable to provide estimates of agency costs at a clinical service line level, 
so a low staff cost per WAU for a specialty could be consistent with high agency costs.

• Service delivery – Community impact

• Case mix can affect the balance of costs within a specialty. For example, community work is 
often heavier on the nursing and AHP workforce relative to doctors than hospital care, and you 
might therefore expect to see higher nursing or AHP cost per WAU for trusts delivering more 
community care.

• It should be noted that it is not unusual for a trust to deliver some community care and whilst 
worth investigating, should not be assumed as the cause of any disparity.

• Staff overheads for income generation

• The Model Hospital considers only costs and not income in our work on productivity. Income 
generation would also not be considered an ‘output’ as only clinical work captured in reference 
costs is factored into the Cost per WAU.

• Although it is not wrong to say that removing costs associated with income generation would 
improve productivity overall, it may also have an adverse impact on overall surplus/deficit.

https://model.nhs.uk/
mailto:nhsi.agencyrules@nhs.net
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4.4 Factors such as higher vacancy rates, 
different case mix and skill mix can all affect 
how you should interpret pay data

• Academic Staff

• Some academic staff, particularly consultants, are not captured in ESR and therefore won’t be 
captured under our ‘staff cost per WAU’ within a clinical service line.

• You can compare your ESR data with your ‘true’ rate and identify any particularly glaring 
disparities under the ‘Doctors’ compartment within the ‘People’ area.

• High cost area weighting

• Although cost per WAU metrics are adjusted for the Market Forces Factor which will account for 
most of this disparity, it is an imperfect approximation, so bear this in mind if you are from a high-
cost area such as central London.

• Staff working at the top of their band

• In some trusts, where turnover is very low, we have observed situations where staff costs per 
FTE are very high, but the balance between different bands (available in ‘Workforce Analysis’) 
does not look unusual.

• In these cases, our hypothesis is that many or most of their staff are operating at the top of their 
band, raising costs.

• In general, high cost per FTE should not necessarily be considered a problem where overall staff 
productivity is high. The key here is to ensure that the experience and skilled workforce these 
data represent are given the opportunity to work as effectively and productively as possible.

https://model.nhs.uk/
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4.5 Non-pay data are particularly affected by 
outsourced services or pass-through 
payments.

Non Pay Considerations

• Use of Contracted Services?

• Contracted services will nearly always appear as ‘Non-Pay’ within the Model Hospital, even if the 
resources they are deploying are mostly staff.

• Impact of high cost drugs?

• A higher proportion of high cost drugs may distort non pay benchmarks. Providers should explore 
opportunities for joint agreements with commissioners to maximise the likelihood of system 
driving High Cost Drug efficiencies.

• PPIB

• The Procurement Price Index Benchmarking tool, PPIB, collates together information for a wide 
range of supplies. The % of non-pay spend in PPIB, and the % of non-pay spend on PO may 
indicate areas where data quality could be improved by improving processes and practices.

• PFI and other long-term contracts?

• Clearly, there are some situations where high costs and low productivity are ‘real’ but that are 
impractical to change, or where the penalties for making changes outweigh the benefits.

• PFI and other long-term contracts are classic examples of this. Within Estates and Facilities we 
now have a ‘PFI’ area where your PFI-exclusive costs can be benchmarked against other trusts.

https://model.nhs.uk/
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5.1 Trusts will want to put in place a 
systematic approach to investigation of 
opportunities

• Establish senior leadership buy-in and engagement in your plans.

• Trusts universally cite the power of having senior management engaged in the 
planning and improvement process.

• In some trusts, different executive board members have taken personal responsibility 
for specific improvement areas or efficiencies. This can be powerful in focussing 
minds across the organisation.

• We can support presentations and engagement with Model Hospital, either through 
our ambassador programme, or in person.

• Improvement and development of high-quality plans takes resources.

• The Model Hospital cannot provide all the answers, but it can provide a starting 
point.

• Data and information in the Model Hospital is intended to support the ongoing 
process of planning and continuous improvement. These are things that the NHS 
would need to focus on anyway – but all of the feedback we have seen from our 
users suggests that dedicated resource is required to do them well.

https://model.nhs.uk/
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5.2 Understand the source data, and validate 
with other data sources – if they’re telling you 
the same thing, confidence increases

• Reference costs

• Understanding what your trust has submitted as reference costs is extremely useful 
in unpicking potential opportunities, and moving from understanding target services 
and settings to specific actions that can be taken to improve.

• Focus on identifying where outlying areas are being delivered and validating those 
opportunities.

• Avoid Analysis Paralysis! Focus on identifying what can be used, rather than on 
justifying what can’t.

• Hospital Episode statistics

• Check against local data. Bear in mind that where you have corrected historical 
submissions, these might not always be reflected in the Model Hospital, as we do not 
update the full historical time series when we update most datasets.

• Checking SUS submissions to NHS Digital can help to validate HES data used in the 
Model Hospital. 

https://model.nhs.uk/
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5.3 Understand the source data, and validate 
with other data sources – if they’re telling you 
the same thing, confidence increases

• Review your local PAS or Patient Level Costing (PLICS) systems – how well are you 
capturing costs and activity, and does the Model Hospital reflect what you see in your 
local systems?

• Review your local ESR data, although be aware that as Model Hospital uses a monthly 
extract of ESR data to create an average picture over the year, historical revisions may 
not be reflected. Usually the impact of this is small.

• If available, review Service Level Reporting (SLR) data. Are you seeing a consistent 
picture?

• Review financial statements – are you seeing the same costs from different sources?

• If available, check against other systems. Most use similar sources of data – if they’re 
pointing towards the same priority areas, you can have greater confidence that a 
genuine opportunity exists.

https://model.nhs.uk/
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5.4 Triangulate opportunities from Model 
Hospital with recommendations from GIRFT 
and Use of Resources on similar themes

• Getting It Right First Time (GIRFT) reviews take a detailed, bottom-up approach to 
reviewing clinical practice and looking for opportunities to improve.

• Our analysis has found that the themes identified through GIRFT reviews broadly 
mirror the opportunity areas identified by Model Hospital.

• Although the focus of GIRFT is on quality improvement to reduce variation and 
ultimately improve productivity, it is worth reviewing those local reports for 
interventions and recommendations that might return immediate cash savings, and 
be worth including as part of an efficiency plan.

• Contact details for GIRFT hub directors are available on the Model Hospital within 
Clinical Service Line opportunities ‘Next Steps’.

• The GIRFT website: https://gettingitrightfirsttime.co.uk/

• Trust Medical Directors will have access to all relevant reviews and 
recommendations.

• Use of Resources assessments look at a broad framework (available under ‘Finance and 
Use of Resources within the Model Hospital) and often result in recommendations that 
could be included in efficiency plans.

• These can be particularly useful in engaging with and getting backing for plans from 
Executive-level Directors and senior clinicians.

https://model.nhs.uk/
https://gettingitrightfirsttime.co.uk/
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5.5 The Model Hospital team can also link you 
with other experts and networks

• Model Hospital Opportunity pages include a range of ‘Next Steps’ including contact 
details for Subject Matter Experts, toolkits and case studies.

• Model Hospital Trust Ambassadors

• Has somebody else faced similar issues? Our ambassador programme is now over 
150 strong, with representatives from over 110 Acute Trusts. Want to find your 
ambassador or sign up? Get in touch at nhsi.modelhospital@nhs.net

• Local Networks

• Many areas have established their own local collaborations or CIP/efficiency groups 
– tapping into these networks can help identify trusts tackling similar issues in similar 
ways.

https://model.nhs.uk/
mailto:nhsi.modelhospital@nhs.net
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1. Identify the Weighted Activity Units  (WAU`s) for 

the compartment

2. Identify the Cost per WAU for the compartment

3. Identify the Median Cost per WAU from the list 

of 10 recommended Peers – this will be the 

marker to give the lower range (£) with the 

Estimated Productivity Gain.

4. Identify the Cost per WAU for the 25th

percentile Peer from the list of 10 recommended 

Peers – this will be the marker to give the higher 

range (£) with the Estimated Productivity gain

Some Model Hospital Opportunities, for example, Top 

10 Medicines, use different methodologies – all 

details are available on the Model Hospital 

https://model.nhs.uk

Most Model Hospital Opportunities are 
measured against the median and lower 
quartiles for a set of recommended peers

https://model.nhs.uk/
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1. Identify the Weighted Activity Units  (WAUs) for 

the Service, available under ‘trust activity’ or 

headline metrics for a Clinical Service Line in the 

Model Hospital.

2. Identify the Cost per WAU, available from the 

Model Hospital under ‘productivity’ or headline 

metrics for a Clinical Service Line.

The starting point for an opportunity is the 
‘Cost per WAU’ and the volume of activity in 
WAUs

https://model.nhs.uk/
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3. Identify the Median Cost per WAU from the list of 10 recommended Peers – this will be 

the marker to give the lower range (£) with the Estimated Productivity Gain.

Summary Calculations

Trust Cost per WAU £3,406

Median Cost per WAU £3,463

Difference - £57

x Multiply by the WAUs 2,941

= - £167,637

Divide by Market Forces Factor 

(available from ‘Operational Productivity’ 

in Model Hospital)

0.93

= - £180,255

Rounding - £200,000

Lower Estimated Productivity Gain –

if negative i.e. Cost per WAU already 

better than peer median, this will be 

zero

£0

The lower end of the opportunity range is 
calculated from the gap to the peer median 
multiplied by the overall volume in WAUs

https://model.nhs.uk/
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4. Identify the Cost per WAU for the 25th Percentile from the list of 10 recommended Peers –

this will be the marker to give the higher range (£) with the Estimated Productivity gain. This can 

be calculated in Excel using the function PERCENTILE(), but is not available in Model Hospital.

Summary Calculations

Trust Cost per WAU £3,406

25th Percentile Cost per WAU £3,049

Difference £357

x Multiply by the WAUs 2,941

= £1,049,937

Divide by Market Forces Factor 0.93

= £1,128,965

Rounding

Higher Estimated Productivity Gain

£1,100,000

£1.1m

25th Percentile Peer
£3,049 Cost per WAU 

The upper end of the opportunity range 
uses the same methodology but takes the 
gap to the peer lower quartile

https://model.nhs.uk/


Annex B – Case study – drilling down into a Model Hospital opportunity at Plymouth UH



35 19 February 2019 https://model.nhs.uk

Service Care Group Metric

Reported 16/17 

Reference Costs 

for Service 

(MFF Adjusted)

16/17 Variance 

to National 

Average (£)

Variance 

as % 

Costs in 

scope 

with 

metric

Q1 Q2 Q3 Q4

Ophthalmology Surgery Service Line Cost per WAU £11,058,980 £176,328 2% X

Ophthalmology Surgery Elective Cost per WAU £45,059 £348 1% X

Ophthalmology Surgery Non Elective Cost per WAU £255,029 £37,920 15% X

Ophthalmology Surgery Outpatient Cost per WAU £6,169,233 -£618,054 -10% X

Ophthalmology Surgery Day Case Cost per WAU £4,523,600 £736,738 16% X

Ophthalmology Surgery Other (Imaging) Cost per WAU £66,059 £19,376 29% X

16/17

Trust wide view created:
• By Specialty
• By Care Group (Division)
• By each setting for each Speciality
• By Actual Costs (MFF Adjusted)
• By Variance (£ & %)
• By Quartile performance

1. Ability to select areas of focus for the Trust
2. Provides visibility to identify key outlying metrics (£)
3. Start of focus for improvement programme of work

Identify your target areas – a breakdown of 
opportunities and potential drivers is now 
available in Opportunities

Some trusts (this example from UH Plymouth) have taken a ‘bottom up’ approach to reviewing potential 
outliers, looking at cost per WAU for each Clinical Service Line and care setting. This trust uses a report 
similar to the below in regular governance meetings, reviewing the current position and progress 
towards the ambitions they have set for change.

https://model.nhs.uk/
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Step 1:  Form stakeholder groups

• Review 16/17 v 17/18 submissions

Step 2: What differed between years and why?

• Are we clear? Capture the narrative

• If not explore to clarify

Step 3: Review performance against high level metrics 

• Costs as % Operating Expenditure

• Cost per Test/Report

• Costs, and Activity Review with Peer comparison

• Outsourcing Costs/Volumes

• Drill down to local areas of relevance….(DNA`s 

etc)

Step 4:  Moving to improvement:  Triangulation of Metrics eg 

Imaging

• Equipment numbers

• Activity per Modality; Compare with Peers

• Activity per Modality per WTE Consultant Radiologists

• Comparison with best performing Trusts on metrics

• What challenge/improvement response?: Next Steps?

Understanding changes and variation from 
year to year can help to identify specific areas 
of opportunity

https://model.nhs.uk/
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Model Hospital: A Productivity 

Response? 
Establishment of Productivity Programmes of Work; in particular……

Elective and Day Cases

Theatre Productivity Programme

• Theatre Utilisation: Target 85%

• Late starts, early finishes, inter case downtime

• Use of scheduling tool to average case time

Outpatients

Outpatient Productivity Programme

• Clinics booked: Target 96% (Due to 4%< 2 days notice  cancellations)

• Clinic utilisation: Target 90% (Due to 4%<2 days notice cancellations, 6% DNA)

Developing a specific efficiency plan requires 
a detailed understanding of the services being 
delivered as well as the data
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Respiratory: Outpatient Cost per WAU Variance

Next steps? Deep Dive….

Variance (£) 

What % is it of the total costs of 

delivery by setting?

Peer Median 

£3,603 (Q3)
Hit Peer 

Median?

Need to reduce 

costs by £?

• Job Plan % Direct clinical care?

• Job Planned time v Clinic delivered time?

• Clinic utilisation?

• Consultant led/Nurse led clinics?

• DNA rate?

• Clinics/Procedures with highest variation (£)?

• Is all activity being recorded – Tel Clinics?

• Procedure steps – Under recording activity?

• Benchmarking with One Stop clinics?

• Complexity of procedure by setting; 

Are we delivering higher complex work in an 

OP setting?

Developing a specific efficiency plan requires 
a detailed understanding of the services being 
delivered as well as the data
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• More expensive than the national average across all 3 types of OP 

care:

• 40% of total variance in CL & NCL Follow Ups

• 11% of total variance in CL New

Digging more deeply into procedure-level 
reference costs can provide even more 
specific direction

https://model.nhs.uk/
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Type HRG HRG Description MFFd Unit 

Cost

Activity MFFd Actual 

Cost

MFFd Expected 

Cost

Variance

OPROC CA86A Minimal Mouth or Throat Procedures 19 years and over 114.29 22 2,514 3,027 (513)

OPROC DZ30Z Chest Physiotherapy 343.63 230 79,035 39,527 39,507

OPROC DZ31Z Cardiopulmonary Exercise Testing 420.16 15 6,302 2,365 3,937

OPROC DZ32Z Field Exercise Testing 244.99 127 31,114 26,304 4,810

OPROC DZ36Z Bronchial Challenge Studies 514.11 7 3,599 719 2,880

OPROC DZ37A Non-Invasive Ventilation Support Assessment 19 years and over 642.35 444 285,201 79,243 205,959

OPROC DZ38Z Oxygen Assessment and Monitoring 103.92 151 15,692 27,689 (11,997)

OPROC DZ42Z TB Nurse Support 241.04 74 17,837 13,325 4,512

OPROC DZ45Z Lung Volume Studies 281.72 21 5,916 3,266 2,650

OPROC DZ46Z Respiratory Muscle Strength Studies 220.17 37 8,146 6,357 1,789

OPROC DZ49Z Respiratory Nurse or AHP Education or Support 118.05 2 236 401 (165)

OPROC DZ52Z Full Pulmonary Function Testing 351.79 979 344,402 146,678 197,724

OPROC DZ55Z Bronchodilator Studies 431.36 19 8,196 3,331 4,865

OPROC DZ56Z Carbon Monoxide Transfer Factor Test 282.07 343 96,751 48,718 48,033

OPROC DZ57Z Oximetry or Blood Gas Studies 182.74 909 166,111 190,238 (24,127)

OPROC DZ59Z Airflow Studies 199.45 1,877 374,363 347,831 26,532

OPROC DZ60Z Hypoxic (Altitude) or Hyperoxic (Shunt) Assessment 375.89 10 3,759 2,079 1,680

OPROC EY51Z Electrocardiogram Monitoring or Stress Testing 230.72 20 4,614 5,175 (560)

OPROC JC43A Minor Skin Procedures 13 years and over 229.04 2 458 288 170

OPROC YD05Z Percutaneous Aspiration of Pleural Cavity 643.36 11 7,077 3,655 3,422

OPROC YR43A Attention to Central Venous Catheter 19 years and over 481.31 18 8,664 4,756 3,907

515,015

• Further 36% of the variance across x2 outpatient procedures.

Next Steps: Drill down, drill down,….
• Finance Business Advice led engagement with service line, clinical/management 

team

• Deep dive on Reference Cost: National benchmarking /Apportionments

DZ37A: Non invasive ventilation support assessment
19 years and over

DZ52Z: Full pulmonary function testing

Digging more deeply into procedure-level 
reference costs can provide even more 
specific direction
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