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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 | and II, Sexual & Reproductive Health (SRH) Levels |
to Ill, 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.
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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.

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 foragr oup or Obasketdé of care pat hways.

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 6éprice | abeld i.e. the. av

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).

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 LSHP6s enhancement of
range of integrated SH services in the community so that they are easily accessible,
open to all asar oprforviiedredlay éeunvi r onment
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 i 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 communi
to all 6) . h& oationat tarlffifoc @WMe clinics SH services, a local tariff for
community providers SH services needs to be developed to ensure providers are
properly recompensed for t heir services
endorsed.
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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 | to Il Pricing
2. Sexual & Reproductive Health (SRH) Level I to Il 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 Il 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:

1 STI pathways in a GUM setting

1 Level lll STI pathways

1 HIV treatment & care (HIV testing is included)

9 Abortion procedures (termination of pregnancy (TOPs) counselling is included)
f Outreach servicesbexdhaasi éoctynic in

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.

Pathway Analytics
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Achieving Buy-in

The objective of developing a local pricing model is to enabl e oOf:
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 | ocal SH tariff/s is set at a o6fairoé | e

Robust methodology

Development of agreed benchmarks

Build of a flexible tariff pricing model

Validated input data sets from a sufficient number of pilot sites (both top-down
and bottom-up data sets)

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

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 BHR Hospital Trust
Havering

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.

Pathway Analytics
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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.

Pathway Analytics
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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

*Overall governance

+Stakeholder management

«Strategic input

*Final agreement on proposed tariff/s

*Benchmarking Working Group
*Project management of pilot site Consolidated Data
progress T aencimune
+*Consolidation of pilot site data e e WG T Tariff
collection o 0 E T Pricing
°O_wnersh|p of tariff pricing model Logic & rules e Model
build
Pilot Site 1 Pilot Site 2 Pilot Site 3 Pilot Site 4
Top-down PCT Top-down PCT Top-down PCT Top-down PCT
Bottom-up Local SH Bottom-up Local SH Bottom-up Local SH Bottom-up Local SH
Variables All Variables All Wariables All Variables All
Pathway Analytics
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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.

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)

The key cost driver of SH pathways is the clinioc
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 benchmar k and were a o6fairdé r
community delivery models for the Pilot Services to support local pricing and currency

proposals. This decision was endorsed by LSHP.

Pathway Analytics
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Dependent Variable

Some consultations will take longer than the average times, because of the nature of the
client
variabl esd. I n Workshop I, potential variabl es
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:
1 Aged under 16 years
1 Use of translator/ telephone service
9 Clinician conducting training within a session
9 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

presenting. This factor was described as

Issue

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

Resolution

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.

Pathway Analytics
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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

STEP6

STEP1 ;L =
Top-Down =2
ReferencePricing

Propose Pricing/
Currencies

Reference Pricing

Proposed Pricing

STEPS Tariff
+Runningdata Pricing
through model Model
STEP 2 _
Benchmarking’
(PLICS level) | |

. STEP4
[ Validation/PLICS
level data capture

Bottom-Up

Pricing Model
Framework

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

Pathway Analytics
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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

Pilot Sites x5

Insight into top-down cost per contact

Barking. Dagenham,

Lambeth Wandsworth Lewisham Camden Redbridge & Havering
s £ £ £ £
e o it o it
i il il il aif
£a per contact £b per contact £c¢ per contact £d per contact £e per contact

P 1330

Lambeth Kings Lewisham Wandsworth Camden Barking, Dagenham,
(SRH) (Integrated SH) (SRH) (SRH) (SRH) Redbridge & Havering
(SRH/ STI 11-3)

Pilot Services x6
Combined contribution to bottom-up pathway pricing

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.

Pathway Analytics
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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, Il and Ill SRH services, and Level | & Il
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.

=A =4 =8 -8 -8 -9=9

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.

Pathway Analytics




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

Figure 5. The Patient Pathway

Patients

[ Population
[ S o ®

'\1; \W a 9 i 1st Contacts may or may not be unique Patients

R 4
Pathway

1st Contact Follow-up Contacts

Y
Step Mp ’ Step ‘ Step ‘)m
/ \ ek 4 o)

Adtvity Step Indirect %
[ ) Time =Direct *Non-client facing staff £x per
X Pathway ||X | Indirect provider costs | = pathway
Cost per staff minute Cost °F&E

+ *PCT Mgt Oh
Drugs/ Consumable/Pathology

Tariff methodology framework S3.1*

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 eépcaoy ment d i n the dgyetrtd defmadé; tharei@ey pathway
pricings are presented with and without the dependent variable at this stage).

Pathway Analytics
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Figure 6. Key to the pathways: Input and Output components
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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:
1 100% of contacts => 1,172 different pathway bundles

1 80% of contacts => 150 different pathway bundles
1 50% of contacts => 25 different pathway bundles

This translates into pricing complexity...

Pathway Analytics
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To address this challenge, a framework for the model was developed which required
each pathway to be mapped at an individual or disaggregated level with detailed steps to
gain insight into the generic versus specific component parts of the pathway.

9 Generic components: pathway steps occurring in all EOC pathways - i.e., Meet &
Greet, Health Promotion;

1 Specific components: pathway steps that relate only to that particular element of
care - i.e., teaching the pill, taking a blood sample

When delivering more than one EOC, the generic components of each EOC pathway
are only delivered once by the clinician, while the specific components are delivered in
full as per the standalone pathway or in part where there is some overlap (i.e.
consultation time). As a result, when a clinician delivers more than one EOC in an
appointment, the time to deliver the primary pathway plus the additional pathway will be
shorter than if two standalone pathways were delivered, as the generic components are
not delivered twice. However, the non-staff resource (drugs, pathology, consumables,
other) would be fully delivered regardless of whether a pathway was primary or
additional.

To support this principle set and provide the required inputs to the Pathway Pricing
Model, each pathway at an element of care level was mapped out twice:

0] Primary pathway: captures the time to deliver the element of care as a
primary or standalone pathway to a client in one clinic contact - 100% of
clinicians time, 100% of drugs, consumables and pathology costs.

(i) Additional pathway: captures the additional time required to deliver the
element of care as part of a bundle of care to the client in one clinic contact
(i.e. other EOCs are delivered during the same appointment): clinical time
reduced by 25-75%, 100% cost of drugs, consumable and pathology

The key driver that changed between primary and additional pathways was the
clinician's time. This dual pathway mapping enables multiple pathways to be layered and

costed as appropriate, forming the basis of the Pathway Pr i ci ng Model

costing approach (Figure 7).

In summary, at the heart of the LSHP tariff calculation is the principle of incremental
costing: all pathways have been priced up on a disaggregated basis using the primary
versus additional costing principle set.
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Figure 7. Example: Providing Two Elements of Care

Case Study: Client Level

Client A comes into an integrated clinic and is delivered two EOCs by one
clinician (one clinic contact):

1. Warts treatment (primary)
2. Combined oral contraceptive (COC) pill (additional)

Generic components: both standalone pathways have an initial Meet & Greet step
and both have a Health Promotion/ Q&A step-- these are the generic components
of the pathways.

Specific components: there are also specific components such as teaching and
delivering the pill for the pill pathways, and issuing the chlamydia test and
laboratory processing that are specific components for those pathways.

The Pathway Pricing Model framework would deal with the client case study as
follows: when combining the primary and additional pathways, the specific steps
and consumables will be weighted as 100% for the additional pathways, the
generic components would be ignored (reduced to 0% for the additional pathway,
such as the Meet & Greet), and the other overlap steps (such as the consultation
time) would be scaled down by a factor- this is indicated for each pathway
separately.

A patient comes in asking for warts treatment..... And then also wants the pill.....
Warts treatment % Pill A
&
FL Ny &F & & S v y o 8
A A A CR e F IFE
F & F by J A
|7||15|3|4|10> |7||15|5|5l[

The steps that occur in various pathways (generic components) would only be delivered once or
‘ in part where there is some overlap between the pathway steps, and the steps unique to the
pathways (specific components) would be delivered in full or in part.

Primary (Warts) +
- Additional (Pill)

Pathways
2 The generic components sandwich down to
Pill occur once, and the specific components are
[ 0% ] [33%]100% 0% > delivered in full/part.
[ f
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Step 4: PLICS Level Validation/ Data Capture

The outline best practise pathways from Step 2 and the concept of primary versus
additional costing principle set from Step 3 were then reviewed by the Community
Clinical Teams in a series of workshops held across the Pilot Services. The objective of
these workshops was to validate the model framework and incorporate their service
delivery models into these pathways, clarifying the detailed pathway steps to enable
primary vs. additional pathway profiles to be mapped. The most important cost driver of
these pathways was clinician time. Therefore it was critical to capture this component of
the pathways as accurately as possible. In addition to the workshops, those services that
were able to do so, prospectively collected data on contact times and other pathway
components. For example, one Pilot Service collected a short period of PLICS level data
in early June on their activity, the number of patients that received different elements of
care, and the timings associated with those pathways. Other services provided us with
an extract of data on process times from their systems that they were already capturing
as part of their standard clinical practice and we ran analysis on these extracts to gain
insight into pathway timings.

The output of this process was a series of detailed pathway profiles with ranges of times
reflecting actual practice across the Pilot Services. From these times, we needed to
agree a benchmark set of times. On the 18" of June, the LSHP Working Group met for
Workshop 1ll, to review all the pathway profile data. During this workshop, the clinical
leads signed off on appropriate times to capture benchmark pathways.

There were additional one-to-one meetings with clinicians to refine non-staff detail on
each of the pathways e.g. the drug, consumable, pathology, other profiles. And meetings
were held with senior SRH consultants to map out the complex SRH pathways.

In parallel to the pathway profiling work in clinician workshops and one-to-one meetings,
work was also done with finance and management teams to help collate costing profiles.
This information capture included detail on the following:

Clinical and non-clinical staffing profiles

Salaries

Whole time equivalent and grade supporting each of the Pilot Services
Drugs and consumables spend at a per unit level

Pathology costs per test

Detail on indirect cost profiles: including Finance & Estates, corporate and
management overheads as well as indirect cost items on provider budgets

Templates were sent to each of the Pilot Services early on in the process to enable
consistent capture of this cost data, and one-to-one meetings were held with the relevant
teams to support this process.

=A =4 =4 -4 -4 =4

Step 5: Model Build

The 6 b e n ¢ hpathwak @rofiles formed the main input to the Pathway Pricing Model.
Once these were profiles were captured in the model pricing templates, the cost levers
needed to be developed to cost up these pathways. These cost levers were modelled
based on the data provided by the Pilot Sites and Services.
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Pathway pricings

Cost profiles

Both direct and indirect costs were incorporated into the Pathway Pricing Model to reflect
the true cost of providing an integrated SH service (Figure 8), from the perspective of the
NHS. This approach is similar to that taken in the Unit Costs of Health and Social Care
(Curtis, 2008). As no estimates were available for community sexual health staffing
profiles in Curtis (2008), we developed a clinical costing model incorporating principles
from their approach but using actual data sets from our Pilot Services. Therefore, all
clinical costs were fully loaded to reflect the indirect cost profile, whereas drug,
consumable and pathology costs were all at cost in the model. Costs incurred by the
patient were excluded.

From a pathway pricing perspective, the direct costs included staff costs, drugs,
consumables and pathology. Indirect costs were all extra costs of providing the service,
including indirect pay for anyone not directly involved in supporting patient pathways,
indirect items on provider budgets, facilities and estates, and management and
corporate overheads. The cost profile (including all direct and indirect costs) was
examined from each Pilot Site, and a consensus profile for the model was estimated.

Figure 8. Costs included in the Pathway Pricing Model

Direct Costs Indirect Costs

1. Direct Pay: 1. Indirect Pay:
+ Clinical Staff « Management
+ Receptionist/ Admin « Admin/ PAs
Staff who's time can directly be attributed to Staff who's time is generally NOT directly
supporting patient pathways including both attributable to supporting patient pathways
f2f and non-f2f time (Note: cost per minute is 2. Indirect items on provider budgets:
calculated on a fully loaded basis using gross . '
salaries (incl. London weighting) over available + Training spend
clinical time p.a.) + Stationary

2. Drugs: priced from analysis on pilot . :
services blended spend / published sources Uniforms etc.

o . : 3. Facilities & Estates
3. Consumables: priced from analysis on pilot
services blended spend/ published sources 4. PCT Management Overhead

4, Pathology: sourced from one London
hospital (note: we had difficulty obtaining a range
of prices for these costs but did benchmark where
possible)

Any items not included in the pilot services articulation of direct and indirect
costs will be excluded from our model at this stage, for example: training costs
supported by other services and not explicitly charged to provider/PCT

Pathway Analytics
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Cost Levers
1. Staff Cost Per Minute

The staff cost per minute i clinical staff and client-supporting receptionist, clerical and
admin staff - was a key cost lever in the Pathway Pricing Model. It was developed
through a series of steps.

Staffing Profile

Our first step was to build an accurate view of each of the pilot services staffing profile,
to include detail on both clinical and non-clinical staff members. This resulted in the
collation of six staffing profiles each containing a detailed breakdown of staff grade,
gross salary and whole time equivalent (WTE) as employed by the services in the
financial year 2008/9.

Clinical Time Available

The next step was to develop a view of each steé
and client-supporting (receptionists, clerical and admin) time reflecting the Curtis (2008)

approach. The purpose was to capture each st aff groupsd time per an
deliver clinical services, i.e. understand the time spent on clinical activities versus non-

clinical activities such as attending training courses or in general management. This

formed the key basis for the clinical cost per minute calculations.

Fully Loaded Clinical & Reception Staff Costs.

In our next step, we needed to fully load the clinical costs i.e. take staff gross salaries

and flex upwards to incorporate all indirect costs (Note: drugs, consumables and

pat hol ogy were included in the model 6at cost o)
cost profile (where available) of running the pilot services, allocated items into cost

buckets per the table above, and then extracted direct costs of pay, drugs, pathology

and consumables from the total amount. We could then calculate the proportion of direct

pay to indirect costs and we could use this proportion to flex our gross salaries

Staff Cost Per Minute Calculation

1. Total indirect costs = (Total salary / % direct costs) * (% indirect costs)

2. Total fully loaded salary = Total indirect costs + total salary

3. Total number of available contracted minutes = 60* total hours/week * total
weeks

4. Total clinical minutes available = (Total number of available contracted
minutes) * (Proportion clinical time available)

5. Cost per clinical minute = (Total fully loaded salary) / (total clinical minutes
available)
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Staffing Profiles Used in the Pathway Pricing Model

These were aggregated to a generic clinical staff profile for seven different types of staff,
and one "All" category with all clinical staff members (excluding Clerical/Admin):

Consultant/Doctor

Nurse Band 7/8

Nurse Band 5/6

Health Care Worker (HCA/CSW)
Health Advisor

Psycho-sexual Counsellor
Clerical/Admin

E R I I

2. Drugs

The cost of all drugs and medications delivered in the pathways for treatment of STls
and contraception were included. These were taken from an analysis of pilot site costing
data, and also from the published literature, including the Drug Tariff. The British
Association of Sexual Health & HIV (BASHH) Clinical Guidelines for the diagnosis and
treatment of STIs was consulted and the recommended regimes included. When a
variety of treatment options existed, an average cost was estimated.

3. Consumables

Consumables used in the pathways were detailed by workshop members when
developing the pathways (see each pathway for details). The consumables were all
direct costs that were not drugs or pathology. Their cost inputs were sourced from
published literature, or current retail prices, as available. The costs of certain
consumables were also obtained directly from several of the Pilot Sites.

4. Pathology

This cost component is difficult to estimate for each Pilot Site, as most laboratory
services are under a block contract, and it is impossible to unpick the unit costs of each
test without doing a pathway pricing exercise. Therefore, pathology costs were obtained
from one London hospital laboratory (note: we had difficulty obtaining a range of prices
for these costs but did benchmark where possible).

5. Indirect costs

We used the information on the indirect costs collected during Step 1 (top-down
reference pricing) of this study. These were grouped into Indirect pay, Provider indirect
costs, Estates & Facilities and Management and Corporate Overheads.

Model consensus profile

Given the difference in the cost profiles (direct/indirect and clinical staffing profile) from
across the Pilot Services, we used a blended profile which was thought to best
approximate an integrated service. This included a blend of clinicians that would in
theory, be able to provide all of the pathways included in the model, including complex
pathways.

Pathway Analytics




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

Demand (Activity) Filters

Having costed up all the individual EOCs, the informatics are not available to explicitly
trigger payment for the services delivered. Therefore, these pathway costings had to be
integrated into baskets/currencies. These pathway pricings were run through a series of
demand filters to aggregate them and simplify the pathway pricing proposals.
Essentially, you could query each EOC in an activity profile to ascertain its placing in a
grouped demand profile (Figure 9), but that is not realistic given the large volumes of
EOCs. Therefore we scrutinised the activity data as a whole.

Figure 9. Rule Set Concepts Used in the Pathway Pricing Model

Rule set 0: Which basket are you in?

Rule set 1: Are you a first or follewp EOC?

Rule set 2: Are you a primary or additional
contact within your basket?

Rule set 3: Are you a primary or additional
contact across basket?

Initially, to estimate a weighted-average cost per contact, to incorporate a group of
standalone and grouped pathways, it is necessary to understand the demand profile for
each pathway combination. Data from several of the Pilot Services were available to
determine the total volume and relative frequency of EOCs (their reported activity), and
the proportion of each from all of the reported EOCs was used to create a demand
profile. From the activity data, we also explored all attendances, and sorted by how
many of them only delivered SRH, STI, or both types of EOC pathways. In pathways that
were delivered in bundles of EOCs, we explored these to understand the following:

1 Frequency of EOCs delivered
1 Common bundles of EOCs delivered per contact
1 If available, the first to follow-up contact ratio

Demand Filter 1: First to Follow-up Pathways

During the Workshops we detailed differential costing for a first versus follow-up contact
for many EOCs, in particular the SRH EOCs. For example, a first contact for a combined
oral contraceptive pill (COC) involves more clinician time and less drugs (3 months),
while a follow-up contact involves less clinician time and more drugs (12 months). There
was much discussion about whether or not we should propose a first versus follow up
pricing structure. It was decided that due to issues in terminology/data capture, the
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pathway pricing should be aggregated into an average cost per contact. We used
analysis of the demand profile data to inform us of this ratio at a pathway level.

Demand Filter 2: Primary to Additional Pathways

The next step was to estimate how often EOCs were delivered on a primary versus
additional basis in a service, as there are different costs for each (additional pathways
cost less than primary pathways). Standalone pathways are always considered primary
pathways. To determine this, we also needed to decide which pathways were to be
allocated as the primary versus additional pathway.

Through stakeholder groups, we allocated pathways to their currency baskets according
to EOCs that were clinically meaningful, and then these were ranked according to
financial resource groupings.

In an SHR service, this ratio is ~1.15, and in an integrated STI/SHR services it is: ~2.8x.
Both ratios assume condoms are delivered in each pathway but are not included in the
EOC count.

Demand Filter 3: Integrated Pathways

The final step was to determine how to combine the currency pricing and thereby
calculate O6integratedd pricing. | f EOCs
then there was an additional rule set to determine if they were primary or additional at a
currency level. These were ranked according to financial resource groups from highest
to lowest, and the highest cost currency takes precedence over lower cost ones if EOCs
from multiple currencies are delivered in one contact.

After running the activity data through the three demand filters, prices for
baskets/currencies were estimated. If these are to be simplified more, then there need to
be additional rule sets. However, as the model structure is flexible, different rule sets
could be applied to the activity data if desired in future analyses.
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Results

Top-Down
In Workshop | (3/4/09), the f i ndi ngs fr om t hreporovee pres@nted@ur Cit y o

which indicated a non-GUM cost per contact of £127 for 31 London PCTs and £90 for
the five Pilot Site PCTs using 2007/8 data (Figure 10).

Figure 10."Sex and the City" Results for 31 London PCTs, 2007/8 Data.

PCT
340 .
320 y \ TOTAL SPEND
300 y N £61.9M
280
260 s
240 T
m— 220
a0 o _ TOTAL
. Pilot Site Data: CONTACTS
— 150 CONFIDENTIAL BeRe
=l 140 Mean
—_ 120" £127 =
——— 100
30
- AVG COST PER
e CONTACT
. ] | £127
S 4. 3249 0

These table exclude outliers: Kingston, Barnet, Brent, Islington, Redbridge. But the Mean includes the outliers' aggregated data

It was highlighted that this was high in comparison with experience of local tariff pricing
models. Dependent variables were also discussed, e.g. language, age, other factors that
could impact on cost per contacts. It was agreed that a) this data would be validated
and/or updated by their sexual health commissioning teams to provide a reliable cost per
contact figure, and b) a pathway costing approach was appropriate given the issues
around disaggregating SHR versus STI management costings from top-down cost per
contact figures. The figures were then updated using data from 2008/9, and the updated
cost per contact was approximately £72 (Figure 11).
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Figure 11. Estimates of the Cost per Contact for the Five Pilot Sites, 2008/9

data.
Non-GUM £/ Contact Variance for Pilot Sites
Pilot Site 1
Pilot Site 2
Pilot Site Data: Pilot Site Data: |
Pilot Site 3
CONFIDENTIAL CONFIDENTIAL
Pilot Site 4
Pilot Site 5

1. Some data gaps in the top-down analysis, thc
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Bottom-Up (Pathway Pricing Model)

Pathway Profiles

Over the course of the development process, over 100 different pathways were mapped
and costed.

Some pathways were complex and needed a higher grade of staff for some of the steps
(i.e. long acting reversible contraception (LARC) removal), but some could be done by
any/all of the clinicians (i.e. teach the pill). The pathways varied between one step and
ten steps, with a wide range of drugs, consumables and pathology costs (see output
slide packs from Workshops | to Il1).

After the three Workshops with clinicians, the pathways that had been detailed are given
in Table 3, according to what type of pathway it was. These included both SRH and STI
pathways, which were further broken down into first and follow-up pathways, where
appropriate.

Table 3. List of pathways detailed in Workshops 1to lll

Type Pathway
SRH Pathways: First Contacts Condom Only (Self-Management)
Condom Only

Standard Contraceptive (Ongoing user)

Standard Contraceptive (First Time user)

Consultation (No Method)

Pregnancy Test (Simple)

Pregnancy Test (TOPs Referral)

Emergency Hormonal Contraception (EHC)

Smear Test

Natural Family Planning

PMS/ HRT Outpatient Attendance

General Gynaecological Conditions
SRH Pathways: Follow-up Contacts Condom Only (Self-Management)

Pregnancy Test (Self-Management)

Standard Contraceptive

Consultation (No Method)

Condom Only

Smear Test

Natural Family Planning

IUD/IUS/Implant Standard Check-Up
SRH Pathways: LARC Procedures Implant

Injection (ongoing user)

Injection (First time user)

Standard Insertion (IUD)

Standard Insertion (IUS)

Standard Removal (IUS/ IUD/ Implant)

Complex Insertion (IUD)

Complex Insertion (IUS)
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Complex Removal (IUS/IUD/Implant)

Complex SRH Pathways: First Contacts

Complex contraception (No procedure)

Complex contraception (Procedure)

Bleeding problems & pain (Treatment or IUS)

Bleeding problems & pain (procedure)

Bleeding problems & pain (referral)

Medical Gynaecology (Procedure)

Medical Gynaecology (Referral)

Medical Gynaecology (Painkillers)

HRT/ PMS (No procedure)

HRT/ PMS (Procedure)

Complex SRH Pathways: Follow-up
Contacts

Complex SRH Follow-up (No procedure)

Complex SRH Follow -up (Procedure)

SRH Pathways: Counselling

Medical Psycho-Sexual Assessment (Dr/Nurse)

Counselling (Initial assessment by Counsellor)

Counselling (Ongoing)

STI Pathways: First Contacts

Chlamydia & Gonorrhoea Test (Self-Management)

Chlamydia & Gonorrhoea Test

Chlamydia & Gonorrhoea Test Partner*

Asymptomatic Check-up (Standard)

Asymptomatic Check-up (High Risk)

Symptomatic: Warts, Thrush, BV, TV etc.

Symptomatic: Herpes

Symptomatic + Check-Up (Standard)

Symptomatic + Check-Up (High Risk)

Consultation (No Tests/Examination)

STI Pathways: Follow-up Contacts

Positive Chlamydia (with/without supported partner
notification)

Equivocal Chlamydia (with/without supported partner
notification)

Positive Gonorrhoea &Chlamydia (with/without
supported partner notification)

Warts

Positive HIV, Complex STI (with/without supported
partner notification)

Consultation (No Tests/Examine)

STI Pathways: Complex

STI Management Complex (Tests)

STI Management Complex (No Tests)

The pathways were examined and those in which the first and follow-up were similar
except for the initial Meet & Greet step were amalgamated into one pathway, and the
Meet & Greet time reduced to 7 minutes (from 10 for first and 5 for follow-up
appointment). Most of the STI first contact pathways were testing pathways, and most of
the follow-up pathways were for treatment. Therefore, this list was combined, again
changing the Meet & Greet time to 7 minutes for all pathways. There were several STI
testing and treatment pathways that were not explicitly costed during the workshops.
These were assumed to be similar to the pathways already constructed for other
testing/treatment, and the consumables/pathology/treatment were changed accordingly.
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While numerous pathways were developed, there were insufficient activity data from the
Pilot Services to create a demand filter for all pathways from Workshop Ill. This reflects
more widely on the way data is captured in specific IT systems, and is a topic of ongoing
discussion (see Discussion). Therefore, we developed a set of STI and SRH pathways
that were used in the final Pathway Pricing Model, for which we were able to gather
evidence of the activity in Pilot Services (Table 4). As the model is flexible, additional
pathways could be included in the model if this is required during the next phases
(validation and road test).

The details of each of the final pathways included in Table 4 are given in the Slide Pack
'STI&SRH_Pathways LSHP_v0.20'. These include each of the seven inputs and two
outputs (overall pathway time and cost) as per Figure 6.

Table 4. Final set of pathways included in the Pathway Pricing Model

Type Pathway

SRH Pathways: Standard CaSH Condom only (self-management)
Condom only
Combined pill i Combined Oral Contraceptives*
Combined pill i Progesterone Only Pill*
EVRA (the patch)*
Female Condom*
Vaginal Cap*
Vaginal Ring*
Natural family planning
Pregnancy test (self-management)
Pregnancy test (simple)
Pregnancy test (TOPs referral)
Emergency Hormonal Contraception (EHC)
Smear test
Consultation (no method)
IUS/IUD/Implant standard check-up

SRH Pathways: Complex CaSH Complex contraception (no procedure)
Complex contraception (procedure)
Bleeding problems & pain (treatment or IUS)
Bleeding problems & pain (procedure)
Bleeding problems & pain (referral)
Medical gynaecology (procedure)
Medical gynaecology (referral)
Medical gynaecology (painkillers)
HRT/PMS (no procedure)
HRT/PMS (procedure)

SRH Pathways: LARC Procedures Implanon insertion
Injection
IUD- standard insertion
IUD- complex insertion
IUS- standard insertion
IUS- complex insertion
IUS/IUD/Implant removal- standard
IUS/IUD/Implant removal- complex

SRH Pathways: Counselling Medical Psycho-Sexual Assessment (Dr/Nurse)
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Counselling (Initial assessment by counsellor)

Counselling (Ongoing)

STI Pathways: Testing & Examination Chlamydia & Gonorrhoea Test (Self-Management)

Chlamydia & Gonorrhoea Test

HIV Test

Syphilis Test

Hepatitis B Test

Herpes (HSV) Test

Examination only (No Test/Treatment)

Consultation (No Tests/Examination)

STI Pathways: Treatment Chlamydia i uncomplicated (adult) & epidemiological
treatment

Gonorrhoea i uncomplicated (adult) &
epidemiological treatment

Anogenital Candidosis (lab confirmed) *

Urinary Tract Infection (culture positive)

Trichomoniasis®

Molluscum contagiosum *

Uncomplicated NGU/NSU (men) ®

Anaerobic & Bacterial Vaginosis®

Scabies®

Epidemiological treatment of PID/NSU (women)

Epidemiological treatment of Chlamydia &
Gonorrhoea

Anogenital Herpes simplex (HSV) *

Anogenital warts *

Other Vaginosis, Vaginitis, Balanitis®

Syphilis i Primary

Notes: *Separate first and follow-up (or recurrence) pathways were costed, as there were
significant differences in time and/or drugs/consumables. $Pathway times were taken from a
general symptomatic STI pathway from Workshops | to Ill.
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Cost Profiles

The direct costs from the Pilot Sites of providing a sexual health service ranged between
58-69%, including all direct pay, drugs, consumables and pathology. Based on the range
of profiles, we derived a model profile for the indirect costs of 43% which was
harmonious with the individual sites.

Staffing Profile

Each of the Pilot Services submitted their staffing profiles, and we aggregated this into
broad categories of staff grades (Figure 12). In some of the services which already
provide STI Level Il and Il services, there is a higher proportion of doctors and high
grade nurses than in some of the services which provide more SRH Level | and Il. The
aggregated Pathway Pricing Model staffing profile (Figure 12) was used to generate a
complete staffing profile, based on the inputs from the Pilot Services and sense checked
against what an ideal integrated SH service would resemble.
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Figure 12. Staffing Profile for each Pilot Service and the Pathway Pricing Model
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Direct Pay to Staff

The fully loaded clinical and reception staff costs are estimated for each staff grade and
per broader staff groupings (Table 5). Table 5 also includes estimates of the proportion
of clinical time available, and shows the steps to arrive at the cost per minute, staff who
worked in a Pilot Service but who had no direct contact with patients were not allocated
a cost per minute, but rather included in the indirect costs. The overall costs used in the
Pathway Pricing Model are given in Table 6Table 5.
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Table 5. Clinical Staffing Analysis Including Fully Loaded Salaries and Available Clinical Time

Total AVG. ndi AVG. Fully Total Fully 1.0 WTE ET,E’,"F'E'”'j 5% clinica .::m?; Cost pe share 19 f;"":'t
Total Staff Budget (Clinical) >y e WTE  Salaries per Loaded Loaded Contracted . _—  time avail - clinic clintime =~
Salaries Costs . Contracted vail . 3 clinical
1.0 WTE Salaries Salaries  Time p.a. Time p.: : avail p.a. .
Ime p.a. .a. min
Total Groupin £ £ | 43% | £ £ mins ming 3% i Limi o £imin
Clinical
Consultant 13% 130,000 1.0 130,000 100,088 | 230,088 230,088  107.038  107.038 80%  B5.630 2.69 1%
Assoc Specialist 36% 261536  2.86 91,464 70419 | 161,882 462,895 109,757  313.845 80% 251,076 1.84 31%
Speciality Doctor/ Staff Grade 26% 118,870 2.06 57,605 44351 101956 210389 138432 285658 80% 228,526 0.92 29%
Sessional MO 25% 147558 2.00 73.890 56,888 | 130,778 261,166 138,432 276,452 85% 234,984 1.1 29%
Doctor 22% 100% " 657,965 7.92 83.076 7 271,746 " 1,164,538 " 982,992 81%" 800,216 100% 1.46
B8A Nurse 14% 55692  1.00 55692 42 878 98,570 98,570 92,820 92,820 80% 74,256 1.33 13%
B7 Nurse 86% 290340  6.20 46,829 36,054 82,883 513,875 92,820 575484 85% 489,161 1.05 87%
Senior Nurses 20% 100% " 346,032 7.20 48,060 " 78,932 " 612,445 " 668,304 84%" 563.417 100% 1.09
B6 Nurse 85% 427286 10.71 39,396 30,716 70,612 756,258 92,820 994,102 85% 844 987 0.89 89%
B5 Murse 10% 41099 126 32,618 25113 57,731 72,741 92,820 116,953 85%  99.410 0.73 1%
Murses 35% 95% " 468385  12.60 37173 " 55829 " 828,999 "1,111,085 85% " 944 397 89% 0.88
B4 HCA 40% 64,044 230 27,797 21.401 49,198 113,353 92,820 213,857 90%  192.472 0.59 40%
B3 HCA 45% 62,014 259 23,925 18,420 42345 109,758 92,820 240,589 90% 216,530 0.51 45%
B3 Admin Results 15% 20671  0.86 23,925 18,420 42,345 36,586 92,820 80,196 90% 72177 0.51 15%
HCA/ Admin results 16% " 146,729 576 25474 7 58241 " 259697 " 534,643 90%" 481,179 100%| 0.54
B7 HA 46,829  1.00 46,829 36,054 82,883 82,883 92,820 92,820 85% 78,897 1.05 100%
Health Advisors 5% " 46,829 1.00 46,829 36,054 82,883 92,820 85% 78,897 100% 1.05
B8 Psycho-Sexual Counsellor 55692  1.00 55692 42 878 98,570 98,570 92,820 92,820 95% 88,179 1.12 100%
Psycho-Sexual Counsellor 2% 55,692 1.00 55,692 42 878 98,570 92,820 95% 88,179 300% 1.12
Total Clinical 100% 1,721,631 36.00 3,047,133
Blended 43% 1,325,501
D + N8/7 1,776,983 1,651,296 83% 1,363,633 1.30
N8/7/6/5 1,441 444 1,779,359 85% 1,507,814 0.96

Reception Staff

Centre Co-ordinators B4 55504 2.00 27797 21401 49198 98396  92.820  185.640 0.53 22%

Clinic Administrators B3 167.475 7.0 23925 18420 | 42345 296416 92,820 649,740 0.46 78%

Total Receptionist 223,069  9.00 24,785 394,812 835,380 [oar
Total 1,944,700  45.00 464,749 3,260,492

Exclude from direct cost per min, incl in Indirect Cosis

B8A Management 55,692 1.00 55,692

Admin Manager BS 32618 1.00 32,618

Centre Co-ordinators B4 27,797 1.00 27,797

Clinic Administrators B3 47,850 2.00 23,925

Total 163,957 5.00

TOTAL ALL SALARIES 2,108,657  50.00 3,260,492
Pathway Analytics
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Table 6. Clinical Cost per Minute Estimates Used in the Pathway Pricing Model

Reference Grade/Group Cost per clinical Cost per clinical hour
minute (£) (£)
C Consultant 2.69 161
D Doctor 1.46 87
N7/8 Nurse Band 7/8 1.09 65
N6/7 Nurse Band 6/7 0.88 53
HCA Health Care Assistant 0.54 32
HA Health Advisor 1.05 63
PC Psycho-sexual Counsellor 1.12 67
C/IA Clerical/Admin 0.47 28
D/N7/N8 Doctor/Nurse Band 7/8 1.30 78
N5/6/7/8 All Nurses 0.96 57
HCAJ/N5/6 HCA/Nurse Band 5/6 0.76 46
All All Clinical Staff (not C/A) 1.03 62

Drugs, Consumable and Pathology

The direct estimated costs of drugs, consumables and pathology used in the Pathway
Pricing Model are given in Table 7, Table 8 and Table 9.

Table 7. Drugs and Medication in the Pathway Pricing Mode

Item name Unit cost (£) Source*
Blended pain/bleeding/STI drugs 11.28 A C
Candida- Blended drug cost 3.32 A C
Chlamydia - Blended drug cost 8.70 A C
cocC 3.06 B
EHC 8.36 B
EVRA 5.64 B
Female Condom 2.00 E
Gonorrhoea - Blended drug cost 3.12 A C
Herpes - blended treatment cost 34.79 A C
Hydrocortisone cream 2.14 A
Implanon 79.46 A
Injection 5.74 B
IUD 12.06 B
IUS 87.32 A
Lidocaine gel 0.88 A
Mefenimic acid (painkiller) 0.46 A
Metronidazole 0.81 A C
NGU - Blended drug cost 13.80 A C
Permethrin 5.51 A, C
PID - blended treatment cost 7.98 A, C
POP 7.42 B
Syphilis - blended treatment cost 5.45 A C
Tranexamic acid 0.90 A
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Trichomoniasis - blended treatment cost 5.42 A C
UTI - blended treatment cost 5.00 E
Vaginal ring 31.24 A
Vaginal/cervical cap 1.00 E
Wartican 13.62 A C
Warts - Clinic Treatment 4.11 A C

*Source: A: NHS Prescription Services/ Drug Tariff, B: LSHP/NCSP tariff development analysis, C: Assumption

Table 8. Consumables in the Pathway Pricing Model

Item name Unit cost (£) Source*
Bandage/plaster 0.07 A
Biopsy tube 0.10 A
Blood tube 0.13 A
Chlamydia - Local Leaflet 0.06 C
Chlamydia - National Leaflet 0.06 C
Chlorohexadine solution 0.04 B
Cotton wool 0.01 A
CT/ GC S \carticallendocervical) 1.50 D
Culture swab- GC 1.00 D
Dressing pack 21.41 B
Gloves (pair) 0.04 B
Gonorrhoea Leaflet 0.06 C
High vaginal swab 0.24 D
Histology pot 0.25 D
HSV swab 0.24 A
Lab Request form with bag 0.10 C
Laboratory/pathology request form 0.25 C
Lubricant 0.29 B
Male Condom 0.06 C
Mepore 0.21 B
Needle 0.03 B
Notification letter 0.56 C
Phone call 0.16 C
PN slip 0.05 D
Pregnancy test (in house) 0.80 C
Referral letter 0.05 D
Sample Collection Instructions 0.05 D
Sanitary Napkin 0.10 A
Scalpel 0.13 A
Smear test form 0.10 D
Smear test kit 0.15 C
Speculum 0.79 A
Sponge forceps 1.00 D
Sterets/antiseptic wipe 0.02 B
Steristrips 0.71 B

&m .
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Syphilis- dark ground microscopy slide 0.10 B
Syringe 0.11 A
Text message 0.10 D
Transport tube 0.25 D
Urine pH strip 0.20 C
Urine Pot 0.22 A
Urine Specimen Container (PCR Tube and Pipette) 1.00 C
Vacutainer holder 0.02 A
Wet film slide- thrush 0.02 D

*Source: A: Internet store (www.dorset-nursing.co.uk, www.medisave.co.uk), B: NHS Prescription Services/ Drug

Tariff, C: LSHP/NCSP tariff development analysis, D: Assumption

Table 9. Pathology Tests in the Pathway Pricing Model

Item name Unit cost (£) Source* ‘
Biopsy i laboratory processing 20.00 C
Chlamydia - laboratory processing 11.98 A
Chlamydia & Gonorrhoea - laboratory processing 12.48 A
GC culture/ typing - laboratory processing 7.14 B
Hepatitis A- laboratory processing 18.97 A
Hepatitis B- laboratory processing 13.16 A
Hepatitis C- laboratory processing 17.79 A
HIV- laboratory processing 17.36 A
HSV - laboratory processing 16.83 A
Cervical smear i laboratory processing 11.00 B
Syphilis- laboratory processing 22.28 A
Ultrasound Scan 30.00 B

*Source: A: Pathology price list from one pilot site, B: LSHP/NCSP tariff development analysis, C: Assumption

Pathway Pricings

The cost of each of the pathways was estimated in eight different ways, depending on if it
was a first or follow-up contact, primary or additional pathway, and with or without dependent
variable. The results of the SRH and STI pathway pricings are presented in Table 10 and
Table 11, respectively. The different colours reflect the relative cost of the pathways within
their group (i.e. first contact, primary, without dependent variable, etc). Note that the complex
SRH pathways can only be primary pathways, so do not have a price as an additional

pathway.
Pathway Analytics
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Table 10. Pricing List for the Sexual and Reproductive Health Pathways

RSH Pathways

Standard CaSH

Condom - male

Condom Only (Self-Mgt)
Condom Oy

Combined Pill

coc

POP

Other Contraceptive Activity
EVRA

Condom - female

Cap™

“faginal Ring

Natural Family Planning
Pregnancy test™

Pregnancy test (Self-Mgt)y
Pregnancy test (Simple)
Pregnancy test (TOPs Referral)
EHC

Smear test

Consultation (Ho Method)®
USUDAmplant Std Check-Up*

TOTAL Std CaSH
LARC Procedures
Implanon Insertion 144 M7 144 17
Injection 68 4 45 25|
wo
Standard Insertion (IUD) 94 73 94 73
Complex Insertion (LD} 170 154 170 154
s
Standard Insertion (IUS) 126 110 126 110
Complex Insertion (US)
IUSAUDAmplant Removal m
Standard Removal (IUS/ IUDY Implant) 136 110
Complex Remowval (IUS/AUDAmplant) 208
TOTAL LARC Procedures
Complex RSH (Consultant Led)™*
Complex contraception (No procedure) 160 160 176 176
Complex centraception (Procedure)
Bleeding problems & pain (t'ment or VS, 187 211
Bleeding problems & pain (procedure)
Bleeding problems & pain (referral) 142 142 181 181
Medical Gynaecolegy (Procedure) 125 125 166 166
Medical Gynascology (Referral) 10 110 135 135
Medical Gynaecology (Painkillers) 110 110 138 138
HRT/ PMS (Mo procedure) 112 112 147 147
HRT/ PMS (Procedure)
Complex RSH F-up (No procedure) 33 45 45
Complex RSH F-up (Procedure)
TOTAL Complex RSH
Counselling *
Medical Peycho-Sexual Assessment (drf 7T 59 77 59 103 79 103 i)
Counseling (Initial assessment by coung 81 T8 81 T8 100 95 100 06
Counseling (Ongeing) 81 45 81 45 101 55 104 55
TOTAL Counselling
TOTAL RSH

(G ev-rc-s |
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Table 11. Pricing List for the Sexual Transmitted Infection Pathways

BN M R LN am

CTA

c1z

cdl

c7e

G.
Al 1
C10418
C108 17
C11418
C11818

P

W o= 0

-
w

14
15

(= ]

10
11
12
16
17

5T1 Management Pathways

5TINon-5T1 Diagnosis®
Chlamydia Test

Chlamydia Test (Self-Mgt)
Chlamydia Test Index
Gonorrhoea Test™

HIV Test

Syphilis Test

Hepatitis Test

Herpes Test

Examination only (no testitm)
Consultation (no examine)
TOTAL 5td STI Mgt

Uncomplicated Treatments*
Chlamydia - uncomplicated adult
Gonorrhoea- Uncomplicated{excluding
Epidemiological treatment of Chlamydia
Anaerobic/Bacterial vaginosis

Other Vaginosis/Vaginitis/Balanitis
Ancgenital Candidosis(lab confirmed)
Urinary Tract infection (culture positive
Epidemiclogical treatment of Gonorrhoe:
Mellugcum contagicsum

Uncomplicated NGU/MNSU in male
Epidemiological treatment of PID/INSU
Trichomoniasis

Epidemiological treatment of C8 & CV
Scabies

TOTAL Uncomplicated Treatments

Complicated Treatments
Syphiliz-Primary az 24 3z 24 42 a1
Anogenital Herpes simplex- 1st attack{culture positive
Ancgenital Herpes simplex- Recurrence
Anogental Wart- 1st atack e = Y
Anogenital Warts-Recurrence (Interval free 3 months

TOTAL Complicated Treatments

TOTAL 5TI Mat
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The total volume of contacts was analysed in the extracted Pilot Site's data. We estimated a
total of 45,651 element of care components, of which 25% were for SRH (Table 12).
Thirteen percent of the SRH components were for LARC procedures, five percent for
complex SRH, three percent for Counselling and the remaining three quarters for Standard
SRH pathways. Among STI EOCs, over 80% were for testing and diagnosis.

Table 12. Summary Activity Profile (Primary vs. Additional EOC Weighting)

Currency Total EOC % EOC Components of % EOC Comp
Components Grouping (SRH or STI) of Total

Standard SRH 8,871 78% 19%
LARC Procedures 1,468 13% 3%
Complex SRH 599 5% 1%
Counselling 367 3% 1%
SRH Currency 11,305 100% 25%
Standard STI Testing/Diagnosis 28,368 83% 62%
Uncomplicated STI Treatment 4,768 14% 10%
Complicated STI Treatment 1,210 4% 3%
STI Currency 34,346 100% 75%
Total SRH + STI 45,651 100%

Demand Filters

The activity volume was used to estimates Demand Filter 1 (Table 13 and Table 14), which
gave appropriate weightings for first versus follow-up contact. This generated an average
cost per contact at the primary and additional pathway level (Table 15 and Table 16).

Next, we used Demand Filter 2 (Table 17 and Table 18) to weight by the proportion of
primary versus additional pathways.

Pathway Analytics
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Table 13. Demand Filter 1: Profiles for Sexual & Reproductive Health Pathways:
First versus Follow-Up Weighting

First Contact Follow-up Contact
Primary (%) Additional Primary (%) Additional
(%) (%)
A. Standard CaSH
1 Condom - male 49% 49% 51% 51%
1.1 Condom Only (Self-Management) 40% 40% 60% 60%
1.2 Condom Only 50% 50% 50% 50%
2 Combined Pill 50% 80% 50% 20%
21 CoOC 50% 80% 50% 20%
2.2 POP 50% 80% 50% 20%
3 Other Contraceptive Activity 50% 50% 50% 50%
3.1 EVRA 50% 50% 50% 50%
3.2 Condom - female 50% 50% 50% 50%
3.3 Cap** 50% 50% 50% 50%
3.4 Vaginal Ring 50% 50% 50% 50%
3.5 Natural Family Planning 50% 50% 50% 50%
4 Pregnancy test*** 84% 72% 16% 28%
4.1 Pregnancy test (Self-Mgt) 60% 60% 40% 40%
4.2 Pregnancy test (Simple) 80% 80% 20% 20%
4.3 Pregnancy test (TOPs Referral) 90% 90% 10% 10%
5 EHC 70% 70% 30% 30%
6 Smear test 80% 80% 20% 20%
7 Consultation (No Method)* 75% 75% 25% 25%
8 IUS/IUD/Implant Std Check-Up* 0% 0% 100% 100%
B. LARC Procedures
1 Implanon Insertion 100% 100% 0% 0%
2 Injection 50% 50% 50% 50%
3 IUD 100% 100% 0% 0%
Standard Insertion (IUD) 100% 100% 0% 0%
Complex Insertion (IUD) 100% 100% 0% 0%
4 IUS 100% 100% 0% 0%
Standard Insertion (IUS) 100% 100% 0% 0%
Complex Insertion (IUS) 100% 100% 0% 0%
5 IUS/IUD/Implant Removal 50% 50% 50% 50%
Standard Removal (IUS/ IUD/ Implant) 50% 50% 50% 50%
Complex Removal (IUS/IUD/Implant) 50% 50% 50% 50%
TOTAL LARC Procedures 71% 71% 29% 29%
C Complex SRH (Consultant Led)****
Complex contraception (No procedure) 100% 100% 0% 0%
Complex contraception (Procedure) 100% 100% 0% 0%
Bleeding problems & pain (treatment or IUS) 100% 100% 0% 0%
Bleeding problems & pain (procedure) 100% 100% 0% 0%
Bleeding problems & pain (referral) 100% 100% 0% 0%
Medical Gynaecology (Procedure) 100% 100% 0% 0%
Medical Gynaecology (Referral) 100% 100% 0% 0%
Medical Gynaecology (Painkillers) 100% 100% 0% 0%
HRT/ PMS (No procedure) 100% 100% 0% 0%
HRT/ PMS (Procedure) 100% 100% 0% 0%
Complex SRH Follow-up (No procedure) 0% 0% 100% 100%
Complex SRH Follow -up (Procedure) 0% 0% 100% 100%
TOTAL Complex SRH 90% 90% 10% 10%
D Counselling *
Medical Psycho-Sexual Assessment (dr/n) 100% 100% 0% 0%
Counselling (Initial assessment by counsellor) 100% 100% 0% 0%
Counselling (Ongoing) 0% 0% 100% 100%
TOTAL Counselling 67% 67% 33% 33%
Pathway Analytics
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Table 14. Demand Filter 1: Profiles for Sexually Transmitted Infection Pathways:
First versus Follow-Up Weighting

First Contact Follow-up Contact
Primary (%) Additional (%) Primary (%) Additional (%)

E. STI/Non-STI Diagnosis*

1 Chlamydia Test 91% 40% 9% 60%
1.1 Chlamydia Test (Self-Mgt) 40% 40% 60% 60%
1.2 Chlamydia Test Index 95% 75% 5% 25%
2 Gonorrhoea Test** 95% 95% 5% 5%
3 HIV Test 80% 80% 20% 20%
4 Syphilis Test 80% 80% 20% 20%
5) Hepatitis Test 80% 80% 20% 20%
6 Herpes Test 80% 80% 20% 20%
7 Examination only (no test/tm) 60% 60% 40% 40%
8 Consultation (no examine) 60% 60% 40% 40%
TOTAL Std STI Mgt 88% 82% 12% 18%

F.  Uncomplicated Treatments*
8 Chlamydia - uncomplicated adult 5% 5% 95% 95%
1 Gonorrhoea- Uncomplicated(excluding rectal/throat 5% 5% 95% 95%
9 Epidemiological treatment of Chlamydia 5% 5% 95% 95%
13 Anaerobic/Bacterial vaginosis 5% 5% 95% 95%
14 other vaginosis/Vaginitis/Balanitis 5% 5% 95% 95%
15 Anogenital Candidosis(lab confirmed) 5% 5% 95% 95%
19 Urinary Tract infection (culture positive 5% 5% 95% 95%
5 Epidemiological treatment of Gonorrhoea 5% 5% 95% 95%
6 Molluscum contagiosum 5% 5% 95% 95%
7 Hepatitis B Immune 5% 5% 95% 95%
10 yncomplicated NGU/NSU in male 5% 5% 95% 95%
11 Epidemiological treatment of PID/NSU 5% 5% 95% 95%
12 Trichomoniasis 5% 5% 95% 95%
16 Epidemiological treatment of C6 & C7 5% 5% 95% 95%
17 scabies 5% 5% 95% 95%
2 Gonorrhoea-Rectal 5% 5% 95% 95%
3 Gonorrhoea-Throat 5% 5% 95% 95%
4 Gonorrhoea- Uncomplicated 5% 5% 95% 95%
18 pediculosis pubis 5% 5% 95% 95%
20 Other conditions requiring treatment 5% 5% 95% 95%
21 Other conditions not requiring treatment 5% % 95% 95%
TOTAL Uncomplicated Treatments 5% 5% 95% 95%

G. Complicated Treatments

1 Syphillis-Primary 100% 100% 0% 0%
16 Anogenital Herpes simplex- 1st attack(culture positve ~ 100% 100% 0% 0%
17 Anogenital Herpes simplex- Recurrence 0% 0% 100% 100%
18  Anogenital Warts- 1st attack 100% 100% 0% 0%
19 Anogenital Warts-Recurrence (Interval free 3 months 0% 0% 100% 100%
TOTAL Complicated Treatments 30% 30% 70% 70%
Pathway Analytics
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Table 15. Output from Demand Filter 1: Pricing List for Sexual & Reproductive
Health Pathways (average cost per contact), with and without dependent

variable
Without Dependent With Dependent Variable
Variable
Primary cost  Additional cost  Primary cost  Additional cost
per contact per contact per contact per contact
A. Standard CaSH
1 Condom - male 16 3 21 4
1.1 Condom Only (Self-Management) 3 1 6 1
1.2 Condom Only 17 3 22 4
2 Combined Pill 36 17 45 20
21 CoC 33 15 42 18
2.2 POP 44 22 57 27
3 Other Contraceptive Activity 70 55 80 60
3.1 EVRA 67 52 76 55
3.2 Condom - female 45 32 56 36
3.3 Cap** 47 28 57 32
3.4 Vaginal Ring 228 213 237 216
3.5 Natural Family Planning 39 27 57 39
4 Pregnancy test*** 29 9 35 12
4.1 Pregnancy test (Self-Mgt) 3 2 6 2
4.2 Pregnancy test (Simple) 24 11 32 15
4.3 Pregnancy test (TOPs Referral) 35 20 43 24
5 EHC 35 20 44 24
6 Smear test 36 25 45 29
7 Consultation (No Method)* 24 4 33 6
8 IUS/IUD/Implant Std Check-Up* 24 11 32 14
B. LARC Procedures
1 Implanon Insertion 144 117 163 128
2 Injection 56 33 73 42
3 IUD 106 90 137 113
Standard Insertion (IUD) 94 78 122 99
Complex Insertion (IUD) 170 154 217 194
4 IUS 144 128 174 150
Standard Insertion (IUS) 126 110 154 130
Complex Insertion (1US) 245 229 286 261
5 IUS/IUD/Implant Removal 152 124 183 148
Standard Removal (IUS/ IUD/ Implant) 136 110 165 131
Complex Removal (IUS/IUD/Implant) 241 208 285 245
© Complex SRH (Consultant Led)****
Complex contraception (No procedure) 160 - 176 -
Complex contraception (Procedure) 319 - 364 -
Bleeding problems & pain (treatment or IUS) 187 - 211 -
Bleeding problems & pain (procedure) 240 - 276 -
Bleeding problems & pain (referral) 142 - 181 -
Medical Gynaecology (Procedure) 125 - 166 -
Medical Gynaecology (Referral) 110 - 135 -
Medical Gynaecology (Painkillers) 110 - 138 -
HRT/ PMS (No procedure) 112 - 147 -
HRT/ PMS (Procedure) 264 - 312 -
Complex SRH Follow-up (No procedure) 33 - 45 -
Complex SRH Follow -up (Procedure) 236 - 277 -
D Counselling *
Medical Psycho-Sexual Assessment (dr/n) 7 59 103 79
Counselling (Initial assessment by counsellor) 81 78 100 96
Counselling (Ongoing) 81 45 101 55
Pathway Analytics
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Table 16. Output from Demand Filter 1: Pricing List for Sexually Transmitted
Infection Pathways (average cost per contact), with and without dependent
variable

First Contact Follow-up Contact
Primary (%) Additional (%) Primary (%) Additional (%)

E. STI/Non-STI Diagnosis*

1 Chlamydia Test 41 34 49 37
1.1 Chlamydia Test (Self-Mgt) 33 31 37 32
1.2 Chlamydia Test Index 42 35 50 38
2 Gonorrhoea Test** 42 3 50 4
3 HIV Test 50 28 69 30
4 Syphilis Test 57 29 70 30
5 Hepatitis Test 49 20 62 21
6 Herpes Test 53 24 66 26
7 Examination only (no test/tm) 28 7 37 9
8 Consultation (no examine) 24 4 33 6
F.  Uncomplicated Treatments*
8 Chlamydia - uncomplicated adult 30 16 36 17
1 Gonorrhoea- Uncomplicated(excluding rectal/throat 69 44 76 47
9 Epidemiological treatment of Chlamydia 30 16 36 17
13 Anaerobic/Bacterial vaginosis 16 10 24 15
14 Other Vaginosis/Vaginitis/Balanitis 34 15 42 18
15 Anogenital Candidosis(lab confirmed) 19 13 27 18
19 Urinary Tract infection (culture positive 15 10 23 14
5 Epidemiological treatment of Gonorrhoea 69 44 76 47
6 Molluscum contagiosum 44 25 53 30
7 Hepatitis B Immune - - - -
10 yncomplicated NGU/NSU in male 36 26 44 31
11 Epidemiological treatment of PID/NSU 30 21 38 25
12 Trichomoniasis 27 18 35 23
16 Epidemiological treatment of C6 & C7 75 60 83 65
17 scabies 37 18 46 21

G.  Complicated Treatments

1 Syphillis-Primary 32 24 42 31

16 Anogenital Herpes simplex- 1st attack(culture positive - - - -

17 Anogenital Herpes simplex- Recurrence 82 54 99 60

18  Anogenital Warts- 1st attack 69 38 86 45

19 Anogenital Warts-Recurrence (Interval free 3 months 65 39 82 46
Pathway Analytics
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Table 17. Demand Filter 2: Primary versus Additional Demand Weightings within
Stand-Alone Currencies, for Sexual & Reproductive Health Pathways

Standard CaSH

Condom - male

Condom Only (Self-Management)
Condom Only

Combined Pill

coc

POP

Other Contraceptive Activity
EVRA

Condom - female

Cap**

Vaginal Ring

Natural Family Planning
Pregnancy test***

Pregnancy test (Self-Mgt)
Pregnancy test (Simple)
Pregnancy test (TOPs Referral)
EHC

Smear test

Consultation (No Method)*
IUS/IUD/Implant Std Check-Up*

LARC Procedures

Implanon Insertion

Injection

IUD

Standard Insertion (IUD)

Complex Insertion (IUD)

IUs

Standard Insertion (IUS)

Complex Insertion (IUS)
IUS/IUD/Implant Removal

Standard Removal (IUS/ IUD/ Implant)
Complex Removal (IUS/IUD/Implant)
TOTAL LARC Procedures

Complex SRH (Consultant Led)****
Complex contraception (No procedure)
Complex contraception (Procedure)

Bleeding problems & pain (treatment
or lUS)
Bleeding problems & pain (procedure)

Bleeding problems & pain (referral)
Medical Gynaecology (Procedure)
Medical Gynaecology (Referral)
Medical Gynaecology (Painkillers)
HRT/ PMS (No procedure)

HRT/ PMS (Procedure)

Complex SRH Follow-up (No
procedure)
Complex SRH Follow -up (Procedure)

TOTAL Complex RSH
Counselling *

Medical Psycho-Sexual Assessment
(Dr/Nurse)

Counselling (Initial assessment by
counsellor)

Counselling (Ongoing)

TOTAL Counselling
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Total
EOC
Compo
nents

2,202
220
1,981
2,905
2,179
726
349
105
105
52
35
52
1,213
294
391
528
367
489
1,040

306

245
367
245
208
37
122
104
18
489
416
73
1,468
599

61

92
73
12
61
31
12
73
31

31
31
599
367

122

122

122
367

%

% EOC Path

Comp

25%
2%
22%
33%
25%
8%
4%
1%
1%
1%
0%
1%
14%
3%
4%
6%
4%
6%
12%
3%

17%
25%
17%
14%
3%
8%
%
1%
33%
28%
5%
100%
100%
15%
10%

15%
12%
2%
10%
5%
2%
12%
5%

5%
5%
100%
100%

33%

33%

33%
100%

way
split

10%
90%

75%
25%

30%
30%
15%
10%
15%

20%
40%
40%
0%
0%
0%
0%

85%
15%

85%
15%

85%
15%

15%
10%

15%
12%
2%
10%
5%
2%
12%
5%

5%
5%
98%

33%

33%
33%

Total No.
Primary

2,199
220
1,979
2,905
2,179
726
349
105
105
52
35
52
763
117
117
528
147
245
1,040

199

245
367
245
208
37
122
104
18
489
416
73
1,468
599
92
61

92
73
12
61
31
12
73
31

31
31
599
367

122

122

122
367

%
Primary

28%
3%
25%
3%
28%
9%
4%
1%
1%
1%
0%
1%
10%
1%
1%
7%
2%
3%
13%
3%

17%
25%
17%
14%
3%
8%
7%
1%
33%
28%
5%
100%
100%
15%
10%

15%
12%
2%
10%
5%
2%
12%
5%

5%
5%
100%
100%

33%

33%

33%
100%

Total

No.
Add't

O O O O O O O o o N OoODN

450
176
274

220
245

O O O O 0O 0O O O o o o o o o o

O O O O O o o o

o O o o o

oo o

%
Add't

0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%

49%

19%

30%
0%

24%

21%
0%
0%

Primary
% of
total

100%
100%
100%
100%
100%
100%
100%
100%
100%
100%
100%
100%
63%
40%
30%
100%
40%
50%
100%

100%

100%
100%
100%
100%
100%
100%
100%
100%
100%
100%
100%
100%
100%
100%
100%

100%
100%
100%
100%
100%
100%
100%
100%

100%
100%
100%
100%

100%

100%

100%
100%

Add't
% of
total

0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%

3%

60%

70%
0%

60%

50%
0%
0%

0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%

0%
0%
0%
0%
0%
0%
0%
0%

0%
0%
0%
0%

0%

0%
0%
0%
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Table 18. Demand Filter 2: Primary versus Additional Demand Weightings within

Stand-Alone Currencies, for Sexually Transmitted Infection Pathways

E. STI/Non-STI Diagnosis

1 Chlamydia Test

11 Chlamydia Test (Self-Mgt)

1.2 Chlamydia Test Index

2 Gonorrhoea Test

3 HIV Test

4 Syphilis Test

5 Hepatitis Test

6 Herpes Test

7 Examination only (no test/tm)

8 Consultation (no examine)

8 Chlamydia - uncomplicated adult

1 Gonorrhoea- Uncomplicated(excluding
rectal/throat

9 Epidemiological treatment of Chlamydia

13 Anaerobic/Bacterial vaginosis

14 Other Vaginosis/Vaginitis/Balanitis

15 Anogenital Candidosis(lab confirmed)

19 Urinary Tract infection (culture positive

5 Epidemiological treatment of
Gonorrhoea

6 Molluscum contagiosum

7 Hepatitis B Immune

10 Uncomplicated NGU/NSU in male

1 Epidemiological treatment of PID/NSU

12 Trichomoniasis

16 Epidemiological treatment of C6 & C7

1 Scabies

2 Gonorrhoea-Rectal

3 Gonorrhoea-Throat

4 Gonorrhoea- Uncomplicated

18 Pediculosis pubis

20 Other conditions requiring treatment

2 Other conditions not requiring treatment

1 Syphillis-Primary

16 Anogenital Herpes simplex- 1st
attack(culture positive

17 Anogenital Herpes simplex- Recurrence

18 Anogenital Warts- 1st attack

19 Anogenital Warts-Recurrence (Interval
free 3 months
Total STI

Pathway Analytics

Total

EOC % EOC
Compo Comp

nents

8,638 23%
924 2%
7,714 21%
4,033 11%
7,260 19%
7,260 19%
1,613 4%
605 2%
403 1%
1,008 3%
740 2%
202 1%
454 1%
975 3%
147 0%
824 2%
293 1%
145 0%
167 0%
- 0%
979 3%
243 1%
227 1%
- 0%
28 0%
- 0%
- 0%
- 0%
- 0%
- 0%
- 0%
121 0%
121 0%
121 0%
121 0%
726 2%
37,456

%
Path
way
split

0%
10%
90%

0%

0%

0%

0%

0%

0%

0%
15%

4%

8%
21%
3%
18%
5%
2%
2%
0%
14%
4%
3%
0%
0%
0%
0%
0%
0%
0%
0%
10%
10%

10%
10%
60%

Total No.
Primary

6,926
370
6,557
4

36

403
1,008
148
40

91
195
29
165
59
29

33

196
49
45

121
121

121
121
726

10,683

%
Primary

65%
3%
61%
0%
0%
0%
0%
0%
4%
9%
1%
0%

1%
2%
0%
2%
1%
0%
0%
0%
2%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
1%
1%
1%
1%
%

1,712
555

1,157
4,029
7,224
7,253
1,612
604

592
162

364
780
118
659
234
116

134
783
195

182

22

26,773

6%
2%
4%
15%
27%
27%
6%
2%
0%
0%
2%
1%

1%
3%
0%
2%
1%
0%
1%
0%
3%
1%
1%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%

Primary
% of
total

95%
40%
85%
0%
1%
0%
0%
0%
100%
100%
20%
20%

20%
20%
20%
20%
20%
20%

20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
100%
100%

100%
100%
100%

Add't %
of total

5%
60%
15%

100%
100%
100%
100%
100%

0%

0%
80%
80%

80%
80%
80%
80%
80%
80%

80%
80%
80%
80%
80%
80%
80%
80%
80%
80%
80%
80%
80%

0%

0%

0%
0%
0%
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Currency Proposals

The outputs of using Demand Filter 2 are the currency pricing proposals, ranked by resource
group (Figure 13). The currency proposals include five main currencies for sexual and
reproductive health, plus two stand alone currencies for Chlamydia screening and
Chlamydia treatment of under 25s carried out as part of the National Chlamydia Screening
Programme (NCSP). These currency proposals would be used if there was a contact with
one type of currency.

Figure 13. Output from Demand Filter 2: Currency Pricing (Primary Currency)-

Ranked by Resource Groupings

£250 -
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@With Dependent Variable
@ Without Dependent Variable
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Treatment Screen Only Management Procedures

The primary and additional currency pricings are given in Error! Reference source not
found. without dependent variable (all currencies summarised in Table 19). As some of the
pathways were assumed to be only primary pathways, there was no costing as an additional

pathway.
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Figure 14. Integrated Pricing: Currency Additional Pricing Enabling Calculation of
Integrated Tariffs
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@ Primary Pricing £179
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Chlamydia Chlamydia SRH Standard STI Counselling LARC SRH Complex
Treatment Screen Only Manangement Procedures

Table 19. Tariff Currency Groupings

Currency grouping Primary Additional Primary Additional
pricing Pricing pricing (with | Pricing (with
(without DV) (with DV) DV) DV)

SHR complex 179 211
LARC procedures 118 144
Counselling 80 101
STI Diagnosis / Treatment 63 25 74 28
SHR Standard 45 18 57 22
Chlamydia screening (NCSP) 41 34 49 37
Chlamydia Treatment (NCSP) 30 16 36 17

Application of the Pricing Proposals

The proposed currencies can then be combined into a number of integrated currencies/
tariffs. This is done by taking the currency in the highest resource grouping, allocating that
as primary, and then taking the additional pricing of the less expensive currency. In this way
the SRH and STI currencies can be combined; some examples of integrated
currencies/tariffs are given in Table 20.

For example, If an STl is delivered along with Standard SRH, then the primary pricing for an
STI (E63) would be added to the additional pricing for a Standard SRH (£18), and the total
price of this Standard Integrated Tariff would be £81 (without dependent variable). If a
Standard SRH was delivered with a Chlamydia Screen, then one would use the Standard
SRH primary pricing (E45) and the additional pricing for a Chlamydia Screen (£34), which
totals £79 (Basic Integrated Tariff). There might also be a Complex Integrated Tariff
(Complex SRH and an STI diagnosis/treatment) or a LARC Integrated tariff (LARC
procedure plus a STI diagnosis/treatment).

Pathway Analytics
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Table 20. Examples of Combined Currency Groupings

Integrated Currencies

Primary pricing Primary pricing

(without DV) (with DV)
Standard Integrated Tariff; STI Diag/Tx + Standard SRH 81 95
Basic Integrated Tariff; Standard SRH + CT Screen 79 94
Complex Integrated Tariff: SHR Complex + STI Diag/Tx 205 239
LARC Integrated Tariff; LARC procedure + STI Diag/Tx 144 171

Note: DV - Dependent Variable, Diag/Tx - Diagnosis & Treatment, CT- Chlamydia

If currencies are to be combined to come up with a single integrated sexual health tariff as
per the examples in Table 20, then the blend of currencies becomes increasingly important.
For example, if we had two different services, once providing an integrated STI/SRH service
and the other a traditional CaSH service, then their demand profiles would look very different
(Figure 15 and Figure 16). In an integrated service (Figure 15), 83% of the activity is
delivering standalone currencies, of which 55% are a STI diagnosis/treatment currency;
hence these would attract standalone tariffs. The remainder (17%) would attract integrated
tariffs. By weighting by the demand, the overall tariff for this service would be £77.

Figure 15. Example of a Proposed Tariff: Integrated STI/SRH Service.

STI/RSH Service Demand Contacts ‘,:-Iirg; Income

SRH Complex a 4% 1,000 179 179,000
LARC Procedures ] 8% 2,000 118 236,000
Counselling ] 2% 500 80 40,000
STI Diagnosis / Treatment e 155% 13,750 63 866,250
SRH Standard el 12% 3,000 45 135,000
Chlamydia Screening only 12% 500 41 20,500
Chlamydia Treatment only 0% % 30 =
Standalone Tariffs Avg. ‘ ] 83% 20.750 71 1,473,250
STI D/T + SRH Standard — 1% 2,750 81 222,750
LARC Procedures + STI D/T 4% 1,000 144 144,000
LARC Procedures + CT Screen 12% 500 152 76,000
Integrated Tariffs Avg. —117% 4,2500 104 442,000
Blended Tariff 25,000 £77 £1,919.500

To compare this to traditional CaSH service (Figure 16), the demand profile is mainly
comprised of standalone currencies, of which the vast majority are SRH Standard (77%) and
LARC procedures (15%), and less than 4% of the demand is for a chlamydia screen plus
either a SRH Standard, Complex or a LARC procedure. Based on this demand profile
weighting, the overall tariff for this service would be £59.
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Figure 16. Example of a Proposed Tariff: SRH Service with Chlamydia Screening

Traditional CaSH Service Demand Profile Contacts w.l;:rg:[ Income
SRH Complex | 1% 250 256 64,000
LARC Procedures L_]15% 3,750 118 442 500
Counselling | 1% 250 80 20,000
SRH Standard | | 77% 19,250 45 866,250
Chlamydia Screening [] 1.5% 375 41 15:375
Chlamydia Treatment | 0.5% 125 30 3,750
SRH Avg. | 9% 24,000 58 1.392.000
SRH Complex + CT Screen | 0.1% 25 291 7,275
LARC Procedure + CT Screen | 0.5% 125 152 19,000
SRH Standard + CT Screen [ 3% 850 79 67,150
SRH Integrated Avg. D 4% 1000 93 93.000
Blended Tariff 25,000 £59 £1.505.300

While it is possible to create one tariff by combining currencies, the wide variation in service
delivery means that this higher level aggregation may not be appropriate, as it yields very
different tariff estimates (Figure 17). Therefore, this final step is not recommended at this

stage.

Figure 17. Proposed pro-forma sexual health service demand profiles

Exampie of Proposed Tariffs in action (1)
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Example of Proposed Tariffs in action (2)
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Discussion
General

This Technical Document presents the methodology behind the proposed Integrated Sexual
Health Pricing and Currencies. The currencies were estimated using a robust top down and
bottom up methodology, based on extensive consultation with clinicians, primary data
sources and published best practice. The Pilot Sites have been involved throughout the
process, and the pathways presented are based on a series of Workshops in which detailed
information was collected.

Pathways to be included in the Pathway Pricing Model were selected based on the available
clinical activity data to create a demand profile. However there were many other pathways
that were not included, as they were not explicitly recorded in the activity data. They could
be re-incorporated into the currencies if so desired, provided there is data to support them.

The currencies presented here were chosen based on both clinical meaningfulness and
cost. However, more discussion with stakeholders is needed to decide if these currencies
are appropriate for an integrated sexual health tariff. This is beyond the scope of this project;
however the model is flexible enough to incorporate any changes to the currencies that are
required.

The proposed tariffs are lower than the current GUM tariff of £139 and £82 (first and follow-
up contact). The difference in price between the proposed SH and GUM tariffs could be
explained by several reasons. Firstly, GUM services are likely to have a different clinical
staffing profile, with more doctors/consultants than a community SRH clinic. That mix of
grades means that in practice, each pathway profile for SRH would contain an overall lower
grade of staff, which would be less expensive than a GUM blend of staff. The average cost
per minute would likely be higher in GUM versus a SH clinic, as there may be less available
clinical time due to increased training requirements in acute settings. In a GUM setting there
are additional Level Ill STI pathways that were not included in these currencies. These
pathways are likely to be more complicated and costlier than the STI pathways already
included, therefore their inclusion might increase the overall currency and tariff cost.

Initial discussions in the Workshops flagged up the need to account for a dependent variable
that captures the extra time for certain contacts. However, there was no consensus as to
whether or not this should be included as part of the currency proposals. The model is able
to include or exclude it, and as such sensitivity analyses of its impact on the overall payment
to a service could be done, based on its client mix (i.e. which clients might attract a
dependent variable payment for which EOCs and how this might affect their overall costs).
Similarly, the issues around training and how it impacts on the pathway cost could be
explored further.

Some of the further questions to address in future work are detailed in Table 21.

Pathway Analytics
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Table 21. Questions to address

Structure of Tariff
1 How should a service apply tariffs in practice:
o from a menu of currencies OR
0 as a single tariff OR
o atan EOC pricing level?
This is heavily dependent on the degree of
demand profiles => the higher the aggregation i.e. the more filters applied to the EOC pricing
list, the greater the potential for error if there is a difference in the EOCs delivered

1 Currency proposals: are these sensible groupings? For example, STI Diagnosis/ Treatment is
currently one currency proposal, should this be split into three currency proposals: STI
Diagnosis, Uncomplicated Treatment, Complicated Treatment?

1 Integratedtarif f s: currency baskets have been ranke
with the highest priced currencies taking on primary costings, and lower priced currencies taking
on additional costings; is this appropriate?

1 Currency components: EOCs have been grouped into currency baskets based on the concept
of 6are they clinically meaningful ?6,; is thi
concept of O&6épricing levelsd?

1 First to Follow-Up: is it necessary to split the tariff and charge differential pricing for first versus
follow-up contacts in line with the GUM model? Or, in light of there potentially being 5/7
currencies plus the integrated currencies and limited informatics, could this be too complex to
manage? Note: all pathways with first versus follow-up differential profiles have been priced up
individually e.g. COC has a first and a follow-up price in the EOC Pricing List to reflect the
different costing profiles (these have been aggregated via Filter 1 into one average cost per
contact)

Other issues

1 Dependent Variable: should this be included in tariff? Note: the purpose of a dependent variable
is to account for factors that significantly change a pathway profile, notably time per step; many
factors were identified in the brainstorming session in Workshop I, mainly to reflect PCTs with
highly diverse populations

f Training: include the 6giving of trainingb |
charge a co-payment? Note: clinicians receiving training is accounted for in the tariff calculation
via the clinical available time model, and training costs on provider budgets have been
incorporated into the indirect costing profile

1 GUM versus Integrated Tariff: how to model the impact of this? How to manage the
commissioning perspective/ delivery models?

I Current informatics: can this cope with currency proposals? Collection of shadow data?

Pathway Analytics
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Further Work

This work was the first step in a four step process leading to implementation. The next step
in the work is to validate and road test the proposed pathways and currencies. This will
ensure that the work is valid for a larger range of services, and also to flag up any
inconsistencies or issues raised if the currencies/tariff are implemented. A wide range of
stakeholders should be involved on both the provider and commissioning side to assess
affordability of the proposed currencies. Issues surrounding data collection and comparability
across sites also need to be addressed during this phase. The proposed pricings need to be
road tested to ensure that they work on a practical level. This means that there needs to be
a way to trigger the appropriate payments for a clinical consultation. IT will need to be
closely involved, as will data managers.

The third phase is to shadow the proposed tariff. During this phase, the tariff will be collected
as if it were actually in place. The final phase is implementation.

This work has been done for London SH services. The pricing included in the pathways are
for London-based staff, and hence include London weighting. A national tariff would need
adjusted salaries. For this to be implemented at a national tariff level, there are a set of steps
according to the PbR guidelines to be followed.

This work is being done alongside a Contraceptive Tariff, an HIV Outpatient Tariff and
Chlamydia Testing and Diagnosis pricing, and hence the results of each need to be aligned.

Detailed proposed plans for the next steps are highlighted in the document "Project Plan"
(www.pathwayanalytics.com).
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Definitions

Terminology
Additional EOC

Description

Additional EOC delivered to a client in a clinician contact e.g. Oral
contraception & straight forward pregnancy test delivered to client in one
contact, of these two EOCs, the clinician spent marginal time on the
pregnancy test therefore this is the additional EOC

CaSH Contraceptive and Sexual Health Service

Contact One client b6s c omperKEC60 defmitidn br K&31 definitioni ¢
(income trigger in the current model)

Currency Grouporobasket 6 of EOCs; basis for tari

Dependent Variable

Some service users have needs that mean that the consultation takes longer.
For example English is not their first language and an interpreter is required.
Conducting a consultation with a interpreter takes longer and therefore this
needs to be accounted for

Direct Pathway
Costs

Clinical cost to deliver EOC. Includes: direct cost of client-facing staff time to
deliver EOC plus associated paperwork plus direct cost of drugs, consumables
& pathology required to deliver EOC

EOC Element of Care e.g. Combined oral contraception delivered to a client as
defined by the clinician

Fully Loaded Indirect costs as a proportion of Direct Pay, fully loaded onto clinical cost per

Pathway Costs minute

GUM Genito-Urinary Medicine clinic

Indirect Costs

Includes: indirect staff pay (non-client facing), indirect provider costs (e.g.
stationary, training), facilities & estates, PCT Mgt Overheads

LSHP London Sexual Health Programme (Hong Tan, director)

Primary EOC Primary EOC delivered to a client in a clinician contact e.g. Oral contraception
and straight forward pregnancy test delivered to client in one contact, of these
two EOCs, the clinician spent the majority of their time on oral contraception
therefore this is the primary EOC

RFA Reason for Attendance e.g. Combined Oral contraception is requested by the
client

SHR Sexual Reproductive Health (includes contraception, smears, pregnancy tests,
TOPS referrals, EHC)

STI Sexually Transmitted Infection (includes examination, diagnosis [e.g. genital
warts, GC, TV], uncomplicated treatment (KC60 definitions), a few complicated
treatments (KC60 definitions)

STI/SHR Integrated sexual health service
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