
LSHP Tariff Development Work ï Phase 1, LSHP_Technical_Document_Release_v0.20_Public 

 

 1  

London Sexual Health Programme 

 

 

Technical Document ï Phase 1 

 

Methodology of the Proposed Integrated Sexual 

Health Pricing and Currencies for London 

Community Sexual Health Services 

 

 

Public Version 

November 2009 

 

 

 

 

Authors: 

Vikki Pearce 

Arabella Grant 

Elisabeth Adams 

 

 



LSHP Tariff Development Work ï Phase 1, LSHP_Technical_Document_Release_v0.20_Public 

 

 2  

Executive Summary 

The Technical Document describes the methodology used for the proposed pan-London 
Sexual Health (SH) tariff, including proposed pricing and currencies for Sexually 
Transmitted Infection (STI) Levels I and II, Sexual & Reproductive Health (SRH) Levels I 
to III, and integrated STI/SRH care. It forms the basis for the national roll out for an 
integrated Sexual Health shadow tariff in 2010/11 and beyond.  

The Pathway Pricing Model was developed with inputs from a combination of clinician 
workshops, best practice, national guidelines and other sources. The steps in the 
pathways were mapped profiling client-facing staff time, drugs, consumables and 
diagnostics. The work has been sponsored by the London Sexual Health Programme 
(LSHP), in collaboration with national and local partners.  

There are seven proposed currencies (SRH Standard, SRH Complex, LARC 
Procedures, Counselling, STI Diagnosis/Treatment, Chlamydia Screening and 
Chlamydia Treatment); the cost of these ranges from £179 for SRH Complex to £30 for 
Chlamydia Treatment. Currencies can be combined under the principles of primary and 
additional pricing to create tariffs. The next phase of the work is to validate and road test 
the currencies, followed by a shadow phase, leading to implementation of the Integrated 
Sexual Health Tariff. 

This document is aimed at an audience requiring a comprehensive description of the 
Pathway Pricing Model, including the inputs and assumptions. All supporting documents 
and presentations from this work are available on the Pathway Analytics website 
(www.pathwayanalytics.com). Please contact the webmaster@pathwayanalytics.com if 
you have any feedback/comments or require more information about this document. 

 

 

  

http://www.pathwayanalytics.com/
mailto:webmaster@pathwayanalytics.com
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Background 

Overview of the Sexual Health Tariff Development Work 

The aim of the LSHP tariff programme is the development and implementation of an 
agreed set of pricing and currencies for integrated sexual health services to be paid by 
Primary Care Trusts (PCTs) to community providers of SH services.  

 

Currently, tariff arrangements do not exist at either a London or a national level for 
community services, but they do at an NHS Acute Trust level: Genitourinary Medicine 
(GUM) clinics are paid agreed tariffs for first and follow-up contacts for SH services - 
£139 (first) and £82 (follow-up) at 2008/9 levels. This tariff does not include 
contraceptive provision from GUM clinics.  These tariff payments are paid by the 
relevant PCT, with the introduction of de-hosting arrangements ensuring that NHS 
Trusts are paid clinic attendance tariffs for all patients resident in England & Wales.  

The vision behind LSHPôs enhancement of sexual health services is to locate a broad 
range of integrated SH services in the community so that they are easily accessible, 
open to all and provide a óuserô friendly environment to draw people in.  Currently, 
community service provision is fragmented across the London region due to the funding 
being aligned within boroughs; no arrangements are in place to pay for patients 
attending from out-of-borough ï either the PCT for that borough pays for out-of-borough 
residents to be treated (potentially, a significant hit on their budget), or bars out-of-
borough residents from attending community clinics (contrary to the philosophy of óopen 
to allô). To replicate the national tariff for GUM clinics SH services, a local tariff for 
community providers SH services needs to be developed to ensure providers are 
properly recompensed for their services and that the óopennessô policy can be fully 
endorsed.  

What is a tariff? 
It is a nationally set price for a given currency.  The tariff payment could be triggered for a 
particular patient, group of patients or a service. The Department of Health Payment by 
Result team confirm that commissioners pay for what is happening to the patient regardless 
of setting so tariffs are setting independent. Payment by Result reimburses at an 
organisational level not a departmental level. 
 
What is a currency? 
A currency is a package of care for which a payment is made. This could be for an 
outpatient attendance for a physical ailment.  In the case of sexual health the payment is 
made for a group or óbasketô of care pathways.   
 
What is a pricing proposal? 
At a patient pathway level, each component of a care package (Element of Care) has been 
costed up with a óprice labelô i.e. the average cost of delivering that pathway to a patient.  
 
What is a pathway? 
A pathway consists of all aspects of care for a particular health need. It includes the clinician 
time, drugs, consumables and pathology needed to deliver care for that health need, and 
any indirect costs (management overheads, etc).  
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During the period April to Sept 2009, five Pilot Sites and six Pilot Services provided 
evidence that was used to develop pan-London sexual health tariffs based on a set of 
local currencies and local pricing, including (Figure 1): 

1. Sexually Transmitted Infection (STI) Level I to II Pricing 

2. Sexual & Reproductive Health (SRH) Level I to III Pricing 

3. Integrated STI/ SHR Pricing 

 

Figure 1. Services Offering Sexual Health Related Care (highlighted in blue 
are the pathways costed in the proposed integrated Sexual Health Tariff ) 

  

 

Note: HIV Care, National Chlamydia Screening Programme (NCSP), Termination of Pregnancy Services 
(TOPS) and complex Level III STI services were beyond the scope of this work 

 

Over the course of the development process, over 100 different pathways were 
developed and costed. Based on the initial workshops, we decided to exclude several 
pathways from the pricing development process. The excluded pathways were: 

¶ STI pathways in a GUM setting 

¶ Level III STI pathways 

¶ HIV treatment & care (HIV testing is included) 

¶ Abortion procedures (termination of pregnancy (TOPs) counselling is included)  

¶ Outreach services such as óclinic in-a-boxô activity.  
 
Pricing development work is currently taking place on HIV treatment and care pathways. 
With the exception of these pathways, the model can be extended to cost up excluded or 
missing pathways as required.  
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Achieving Buy-in 

The objective of developing a local pricing model is to enable ófairô recompense for SH 
services between PCTs. If the tariff is set too low, it will risk damaging delivery of 
community SH services; if the tariff is set too high, it will result in surplus funding in the 
service at a time of shrinking national budgets. For the LSHP team to achieve buy-in 
from the Department of Health (DH) and other PCTs, they need to demonstrate that the 
proposed local SH tariff/s is set at a ófairô level based on:  

Á Robust methodology  
Á Development of agreed benchmarks 
Á Build of a flexible tariff pricing model 
Á Validated input data sets from a sufficient number of pilot sites (both top-down 

and bottom-up data sets) 
Á Agreed variable/ exception set with proposed funding policy to account for them 

 
From April to September 2009, we have been through a series of six steps to ensure the 
above factors are incorporated into this work.  This document summarises the 
methodology, definitions and outputs of the work to date and outlines some next steps 
as these proposals go forward to shadow. 

Project Members and Stakeholders  

Five PCTs and six Pilot Services have been involved in the Pathway Pricing Model 
development work (Table 1).  The Pilot Sites have contributed their top-down sexual 
health budgets and/or actual costs (including Reference Costs) and their activity data 
(number of contacts) for 2008/9. Six of the Pilot Services have contributed elements of 
required bottom-up detail on their costing and demand profiles. This includes their 
staffing profiles, available clinical time of the different grades of staff, provider budgets 
as well as some detail on activity data sets.  

 

Table 1. Pilot Sites and Services  

Primary Care Trusts Services 

Lambeth  Camberwell Sexual Health Centre,  
KC Lambeth Sexual Health Service 

Lewisham  Lewisham Contraception and Sexual Health 
Service 

Wandsworth  Wandsworth Contraception Service 

Camden  Camden Sexual Reproductive Health Service 

Barking Dagenham, Redbridge and 
Havering  

BHR Hospital Trust 
 

 

An extensive consultation process was conducted from April to September 2009 with 
stakeholders from across the Pilot Sites and Services. This process included one to one 
discussions with clinicians, sexual health commissioners, provider management teams, 
finance representatives and data analysts. The working group played the central role in 
driving the work forward. We met on a regular basis to discuss and develop the 
methodologies together, flag up any concerns as they occurred, and agree next steps. 
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All the pathway profiling detail was developed by clinicians (over 300 hours of clinician 
input). To support this process, we hosted 10 Workshops across the Pilot Services, to 
map out the proposed pathways and consult on other key drivers. One to one meetings 
with clinicians were conducted to validate the pathway profiles as they were developed. 
Throughout the model development process, we consulted the published guidelines on 
best clinical practice. The objective was to map the Pilot Sites actual pathway profiles 
and to develop these into a benchmark that reflected best practice across the six Pilot 
Services.  

We worked closely with the National Chlamydia Screening Programme (NCSP) team on 
their own modelling exercise, as they conducted an in depth costing review on the 
Chlamydia screening and treatment pathways. This ensured that the principles behind 
the pricing models were aligned. It enabled benchmarking of costs for London vs. non-
London PCTs in terms of SRH/STI delivery. 

Portsmouth Community CaSH Service has been developing contraceptive tariffs over 
the past two years. We spent time with the team sharing data, and running the data 
inputs through the two models; this resulted in refinements to the models and underlying 
assumptions.  

The LSHP pricing development work was sponsored by the PbR team at the DH as a 
second stage development site. Regular meetings were held with the Sexual Health 
Lead for PbR and key stakeholders at the DH to ensure alignment with the national tariff 
development cycle. NHS London has agreed to sponsor this work as a PbR 
improvement project subject to funding for programme management being in place. 

Presentations have been delivered throughout the project to communicate the Pathway 
Pricing Model development and the team has taken on comments to shape the work. 

 

Governance 

It was important for this work to have a robust governance structure in place; therefore a 
Steering Group, Working Group and Pilot Sites had a strong role in the project (Figure 
2).  

Steering Group 

Prior to the work, the LSHP Board had already established a Steering Group (a non-
executive committee of the LSHP); it was a sub-group of the Contraception and Abortion 
group of the London Sexual Health Commissioning Board. The purpose of the Steering 
Group was to oversee the work and to take forward the proposed pricing and currencies 
to the DH Sexual Health Policy and PbR teams in Autumn 2009. 

The Steering Group members, appointed by the LSHP, include clinical leads, service 
managers and commissioners from the five Pilot Sites. It also included the NCSP lead 
developing the Chlamydia screening tariff/s, a representative from BASHH and all 
information as appropriate will be forwarded to Portsmouth PCT to engage them in its 
work. This group was chaired by the LSHP Director. This group included leads from the 
DH Sexual Health Policy Team and PbR Team: members of the pan-London LSHP, 
representatives from the Department of Health, PCT Commissioners for Sexual Health, 
Clinical practitioners in Sexual Health, other representatives from the Pilot Sites as well 
as other interested parties. 
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Working Group 

The Steering Group sponsored the establishment of the LSHP Working Group. The 
purpose of the Working Group was to support delivery of the development of tariff/s 
proposals. 

The Working Group members proposed themselves for inclusion to support workshops 
or pieces of work to help deliver the project. Working Group membership included 
representatives from the LSHP, the Steering Group, the Department of Health, PCT 
Commissioners for Sexual Health, Clinical practitioners in Sexual Health, the Pilot Sites 
as well as other supporting parties. 

Pilot Sites 

The Steering Group chose five Pilot Sites to support delivery of the development of a 
proposed pricing. The Pilot Sites had PCT commissioning and clinical representatives on 
the Steering/Working Groups. The Pilot Sites were carefully chosen based on a set of 
requirements. 

The objective of the Pilot Sites involvement was to provide evidence-based support for 
the proposed tariff for integrated sexual health services, delivered in non-GUM settings. 
The Pilot Site participants provided both top-down data on average cost per contacts 
and bottom-up data on patient pathways, either at a detailed pathway design level (cost 
drivers) and/or at a demand weighted level.  

 
 

Figure 2. The Project Team Structure 
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Model Principles 

Incremental Costing 

Fundamental to the pricing development work lies the concept of marginal costing. This 
recognises that one client contact may trigger off delivery of more than one Element of 
Care (EOC) by a clinician. On average in a traditional CaSH service, one client is 
delivered 1.5 EOCs and in an integrated community SH clinic once client is delivered 3 
EOCs.  

 

 

 

 

 

 

 

 

The key cost driver of SH pathways is the clinicianôs time. When a clinician delivers more 
than one EOC there are economy of scale savings in his/her time. However the non-staff 
costs remain the same as these must be delivered for that EOC. Therefore, the pathway 
mapping process explored EOCs when they were delivered as stand alone pathways 
and when they were delivered as part of a bundle. This leads to the concept of primary 
and additional costing, whereby differentials in clinicians time is appropriately costed.  

For example, if a patient attends a clinic requiring a prescription for the pill and a 
chlamydia test, he/she is unlikely to undergo each of the pathway steps that would have 
been necessary for a patient who required solely a pill and a patient who required only a 
chlamydia test.  

The Pathway Pricing Model realistically incorporates the functionality that multiple 
pathways and EOCs can be delivered as part of a single patient consultation in an 
integrated sexual health service. Typically, for multiple elements of care the patient will 
only need to attend one registration process and one consultation process. Hence, there 
are efficiencies that can be gained by providing more than one service to a client. 

Benchmark Pathways 

Originally, pathway sets based on best practise profiles were reviewed. For example, 
NICE guidelines suggests an average time per first contact of 20 minutes and an 
average time per follow-up contact of 10 minutes. However, based on the initial 
Workshops and analysis of available process time data sets, it became clear that these 
times were not reflective of current practice across Pilot Services. It was decided to aim 
for a set of pathways that reflected a common benchmark and were a ófairô reflection of 
community delivery models for the Pilot Services to support local pricing and currency 
proposals. This decision was endorsed by LSHP. 

CaSH Clinic 

A typical EOC bundle will include a contraceptive method (for example, delivery of 
Combined Oral Contraception), and/or a smear test, and/or pregnancy test, etc.  

Integrated Sexual Health Clinic 

A typical EOC bundle could include a Chlamydia test, Gonorrhoea test, and a 
contraceptive method (e.g. COC) 
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Dependent Variable 

Some consultations will take longer than the average times, because of the nature of the 
client presenting. This factor was described as clients presenting with ódependent 
variablesô. In Workshop I, potential variables were brainstormed including age, ethnicity, 
deprivation, language.  It was agreed that this dimension was to be examined in more 
detail to fully understand the true impact of such variables on pathway timings. This was 
to ensure that pricing was developed that was meaningful and applicable to a range of 
settings, providers and locations.  
 
Throughout the pathway development process, dependent variables were costed up, 
objective measures were articulated and the model included an optional additional 
payment value for each pathway pricing.  
 
Proposed dependent variables include: 

¶ Aged under 16 years 

¶ Use of translator/ telephone service 

¶ Clinician conducting training within a session 

¶ High risk clients e.g. MSM 
 

Training 

Training was flagged up in early workshops as a potential issue for a number of reasons 
(Table 2). We came up with proposed resolutions to these issues, but this is an ongoing 
debate and the DH is issuing guidance on it. 
 

Table 2. Training issues 

Issue Resolution 

Clinicians receive training through the year 
and therefore are not available to deliver 
clinical consultations 

Adjusted the available clinical time when 
costing up the clinical cost per minute 

Clinicians give training during consultations 
which extend the average time of the 
pathway 

Capture this as a co-payment as part of 
the proposed dependent variable 

The total cost of training is often not 
incorporated in clinic budgets/reference 
costings and not explicitly defined 

The model is able to capture this as part of 
the indirect costings, which is incorporated 
in the fully loaded clinical cost per minute. 
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Pricing Development Approach: Six Steps 

The approach to the LSHP tariff work was based on a series of six steps supported by a 
governance structure and stakeholder management plan (Figure 3). 

 

Figure 3. Project Plan Schematic 

 

 

Step 1: Top-Down indicative tariffs 

Outcome: Agree an indicative top-down cost per contact based on 2008/9 data for non-
GUM sexual health services (excluding HIV).  

 

Step 2: Benchmarking (Patient-Level Information & Costing Systems- PLICS) 

Outcome: Agree set of benchmark pathways with indicative costings 

 

Step 3: Pathway Pricing Model Framework 

Outcome: Framework of the Pathway Pricing Model and design of validation/data 
collection tools 

 

Step 4: Data Validation/ PLICS Level Data Capture 

Outcome: Validation of benchmark cost drivers and/or provision of real-time pathway 
data sets 

 

Step 5: Running Data Through Model (Pathway Pricing Model) 

Outcome: Proposed tariff/s supported by Pathway Pricing Model incorporating 
benchmark and pilot site validated data sets 

 

Step 6: Agreeing Proposed Tariff/s (out of scope) 

Outcome: Stakeholder buy-in to proposed tariff, supported by Steering Group 
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Methodology 

We took a two-pronged approach to costing out the proposed pricing and currencies for 
community SH services: a top-down review of actual cost per contacts and a bottom-up 
PLICS (Patient-Level Information and Costing Systems) level pathway pricing approach 
(Error! Reference source not found.). The rationale was to ensure that the actual 
costs per contact were within range of the modelled pricing and currency proposals. 

A top down approach gained insight into the actual spend by the Pilot Sites on the 
community SH services and the level of activity this supported based on the 2008/9 
financial year. This provided a reference framework for the bottom up approach. The 
bottom up approach involved detailed pathway pricings developed with inputs from the 
Pilot Services and reference to best practice and other sources. This enabled each EOC 
to be costed at a primary and additional level, first and follow-up contact with and without 
the pathway variable.  

 

Figure 4. Top Down and Bottom-up Structure 

 

Step 1: Top Down 

The initial approach was to review the Sex And Our City Report to gain insight into the 
total budget spend against total activity for non-GUM sexual health services across 31 
London PCTs for 2007/8. We then reviewed this data for the Pilot Sites to estimate an 
average top down cost per contact. The final step was for each of the sexual health 
commissioners from the Pilot PCTs to update this data with 2008/9 actual spend and 
activity for their non-GUM sexual health services. We requested them to ensure all costs 
were included in this return, notably Facilities and Estates and Corporate and 
Management overheads calculated as part of the reference costing review over the 
summer of 2009. 

 

 



LSHP Tariff Development Work ï Phase 1, LSHP_Technical_Document_Release_v0.20_Public 

 

 13  

Steps 2-4 

In parallel with the top-down work, a bottom-up PLICS model based on a series of 
benchmark sexual health pathways (Step 2) was built, refined through development of 
the Pathway Pricing Model framework (Step 3) and referenced to actual pathways being 
delivered by the Pilot Services (Step 4). We cycled through Steps 2, 3 and 4 several 
times. The objective for Steps 2-4 was to agree a benchmark set of sexual health 
pathway profiles. 

 

Step 2: Benchmark Pathways 

We worked with clinicians to develop pathway sets for elements of care delivered by 
community CaSH services and by community integrated sexual health services. The 
scope of the Pathway Pricing Model was Level I, II and III SRH services, and Level I & II 
STI services.   

The first step was to review all elements of care delivered in the Pilot Services and 
create a comprehensive list. At this stage, the remit was to exclude complex SRH 
elements of care. However, towards the end of the project a decision was made to 
extend the model to include these complex pathways. 

Using this element of care list as our starting point, we worked with clinicians during one 
to one sessions to develop the outline of each pathway profile based on best practice. 
Next, these were reviewed by all the members of the clinical teams in a series of 
workshops at each of the Pilot Services. The focus was on the key drivers:  

¶ Staff time 

¶ Staff profile 

¶ Drugs 

¶ Consumables 

¶ Pathology 

¶ Use of scanners/other supporting equipment 

¶ Dependent variable factors. 

  

Each patient pathway (Figure 5) was built as a set of steps capturing face-to-face and 
non-face-to-face staff time with a patient, i.e. all staff time that could be attributed 
towards delivery of a pathway to a patient was mapped. For some of the pathways, the 
clinical timings for a first or follow-up attendance were significantly different. For these, 
each pathway was mapped separately. 

Aside from the consumables, pathology and drugs assigned to pathways during the 
workshops, the BASHH guidelines for best practice in STI diagnosis and treatment were 
consulted and the recommended regimes were costed into the pathways. 
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Figure 5. The Patient Pathway 

 

 

0 gives all inputs and outputs for the pathways.  

Pathways are made of the following: 

1. The steps required to complete a pathway; 

2. The average number of minutes to complete a pathway step; 

3. Which grade of staff is required to complete a step. There may be a) more than 
one grade of staff in a step, this is explicitly noted in the pathways, or b) one of 
several staff grades, this is indicated by overlapping staff markers; 

4. The proportion of time if a pathway was an additional rather than primary 
pathway; 

5. Non-staff resource: drugs, pathology and consumables were mapped, as was the 
use of any scanning or other supporting equipment;  

6. The proportion of patients that moved to the next step (if nothing is specified, it is 
assumed that all patients would have the next step).  

7. The extra time allocated to the dependent variable (Note, the decision to include 
a óco-paymentô in the tariff framework has yet to be made; therefore, pathway 
pricings are presented with and without the dependent variable at this stage). 
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Figure 6. Key to the pathways: Input and Output components 

 

 

Step 3: Model Framework 

The key challenge to address when developing the Pathway Pricing Model was to 
accurately incorporate, from a pricing perspective, the extent of variation in different 
EOC combinations which can be delivered to clients in CaSH and integrated SH clinics. 

 

 

Case Study: Clinic Level 

A typical integrated SH service in our study delivered services to 15,000 contacts in a 
4 month period 

A total of 55,000 EOCs were delivered to these contacts during this period 

On average, 1 contact triggered of delivery of 3.5 elements of care resulting in 
multiple pathway permutations:  

¶ 100% of contacts => 1,172 different pathway bundles 

¶ 80% of contacts => 150 different pathway bundles 

¶ 50% of contacts => 25 different pathway bundles  

This translates into pricing complexity... 

65+ EOCs: over half of these EOCs are delivered in less time on a follow-up contact/ 
with more drugs etc., hence we had to cost up over 100 EOC pathways to capture 
these differences in 1st to method vs. follow-up pricing 

Each EOC with an additional tag (all SRH standard, all STI diagnosis, examination, 
complicated & uncomplicated treatment) generated two costings per EOC pathway: 
primary cost vs. additional cost 

On top of this, need to cost out Dependent Variable Factors!!! 












































































