
The NHS is broke.  

What are you going to cut?  
 

Paul Lawler 



The evidence base for much   

of our  “good practice “ is 

suspect 
 

This has translated into the 

need for increased staffing 

levels 
 



  Do only what works 

 (Do less)   

 Do what you do properly 

 Rebuild the walls 
 

This is an opportunity for 

review & redesign 
 

 

 



Hello, good morning and welcome... 



If this July when we work out the 

next three year period after that 

three year period we can carry on 

getting real-term rises in the Health 

Service of almost five per cent, then 

at the end of that five years we will 

be in a position where our Health 

Service spending comes up to the 

average of the European Union, i 

David Frost 

 

 “.... <The ex-President of ICS> Dr Mick Nielsen of 

one of our greatest hospitals, the Southampton 

General, Intensive Care Unit <told me> “It is 

staggering for Health Ministers to say that the service 

is coping. Their statements - reassuring the public 

that patients needing intensive care are getting it - 

are total nonsense.....”  
 

BBC Breakfast with Frost 09:04 16 January 2000 



If this July when we work out the 

next three year period after that 

three year period we can carry on 

getting real-term rises in the Health 

Service of almost five per cent, then 

at the end of that five years we will 

be in a position where our Health 

Service spending comes up to the 

average of the European Union, i 

Tony Blair 

 

“.... If this July when we work out the next three year 

period after that three year period we can carry on 

getting real-term rises in the Health Service of almost 

five per cent, then at the end of that five years we 

will be in a position where our Health Service 

spending comes up to the average of the 

European Union....” 
 

BBC Breakfast with Frost 09:07 16 January 2000 



 

“You stole my effing budget” 

Rt Hon Gordon Brown  

Chancellor of the Exchequer 

09:55 16 January 2000 



‘New Statesman’ 

24 January 2000 

‘Astute  

historians 

 ... will mark down  

16 January 2000 

as the single most  

significant date of  

Tony Blair’s  

first  

administration’ 



Ten years later... 

... the party’s over 



Channel 4 News 

3 February 2010 
22% £1.4bn 



FT 

12 February 2010 
£20bn 2-4% 



‘Surgery to the  

NHS threatens  

consultants’  

bonuses,  

a leaked 

document  

reveals’  

Guardian 

28 January 2010 



Foundation Trust Network Red Line 

Proposals 

 
• Reduce number of pay points on A4C Bands 

• Freeze increments on incremental pay   

progression for 2-3 years  

• Extend plain rate time  (07.00 - 22.00) 

• Plain rate only for sick pay 

• New consultants: reduce SPAs 9:1 

• Existing consultants reduce SPAs to 1.5 or 1 

• Cap pensions over £100k 

• Stop CEAs 

 

 

 

 

 

 

 

 

 

Guardian 

28 January 2010 



The Times 

11 March 2010 

The NHS budget  

cut is not a bluff 



So what happened? 
(to Intensive Care) 



25 May 2000 

27 October 1999 



31 October 2000 
 

£142 million 



 

Investment to 

support 

 

‘Critical care 

without walls’ 
 



 Money released 31 October 2000 

 Money must be spent by March 31 2001 
 

 £>0.5M/ICU (hospital) 
 

 Nurses: WTE 5.5/bed 

 No funding for medical staff 
 

 Financial envelope ensured: 

–  maximum political impact (597 beds) 

–  most rapid implementation/investment 

–  shift to High Dependency Care 
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Census date 

Number of open and staffed adult critical care beds on 
the census day 

High dependency

Intensive care

KH03 data set 

1496 

1982 

847 1665 

1270 (+423) 

1670 (+174) 

2343 2940 
3647 



The money must be 

(was) spent 
  

(somehow) 
 

But spent wisely? 
 



2004 
  

Lots of investment 

but NHS output  

hasn’t risen .... 



NHS High Impact 

Changes 
 

Increase performance  

(through put) 

without increasing costs  
 
 

 31 August 2004 





Bundles 

 “A care bundle aims to achieve maximum 

impact by taking a list of recommendations 

and selecting those which are deliverable, 

measurable, supported by strong evidence 

of improving outcomes, and which are 

currently not performed well” 
 

NHS Evidence - emergency and urgent care 

  

 They may also take up time, effort, cost 

money and have a poor evidence base.... 



8. Sepsis bundle 





2010 



2001 2000 1994 





We conclude ... that the use of  

continuous IV sedation <lorazepam & 

fentanyl> is associated with ... the 

prolongation of ... mechanical ventilation 

Kollef et al Chest 1998; 114: 541 



Kress et al NEJM 2000; 342: 1471 

midazolam 

& morphine 

... Midazolam  & morphine have long half lives  

... The dose of propofol was the same  
 

? A single centre study of half lives & a great case 

for propofol? 

or propofol 

& morphine 



If sedation holidays are so good  

why does no one use them? 

 

Germany 34%1 

Canada 40%2 

USA 40%3 

 

 Martin et al Crit Care 2007; 11: R124 

Mehta et al CCM 2006; 34: 374 

Devlin et al  CCM 2006; 34: 556 



...or the trial selects survivors? 

Girard et al  Lancet 2008; 371: 126 



Perhaps a better sedative  

or  

better sedation control  

rather than  

of sedation holidays? 

 
or better staffing? 





‘50’ RCTs..... 

no single strategy  

demonstrates  

clinical benefit 

Kahn et al ICM 2006; 32: 1151 



Winter RA et al ICM; 1989: 15: 479 

Do you need to 

reduce gastric 

pH? 



Faisy et al ICM 2003; 29: 1036 



Is stress ulcer  

prophylaxis 

 warranted? 





2002 2002 1991 



Chlorhexidine: the right stuff.... 

Review 



But the concentration??? 

2% 

2% 

0.05% 

0.25% 

0.5% 



But UK availability & cost  

of 2% chlorhexidine? 





Best in the subclavian vein: 

 avoid the internal jugular & femoral 

veins 



Where do you site your CVCs? 

  Gowardman et al ICM 2008; 34:1046 

102 

279 

208 



Where do you site your CVCs? 

  Gowardman et al ICM 2008; 34:1046 



The right antisepsis (?)  

... but the right site? 



Insertion Site: best in the internal 

jugular vein – or the femoral vein  

Avoid  the subclavian vein  



Does it matter? 



Changes for Improvement 

 

 Bundle Element 1    
Administer low-dose steroids for septic shock in accordance with a standardized 

ICU policy. If not administered, document why the patient did not qualify for low-

dose steroids based upon the standardized protocol. 

 

   Bundle Element 2    
Administer recombinant human activated protein C (rhAPC) in accordance with a 

standardized ICU policy. If not administered, document why the patient did not 

qualify for rhAPC.     

    

   Bundle Element 3    
Maintain adequate glycemic control.  

Click here to see SSC Statement on Glucose Control in Severe Sepsis (2009) 

 

   Bundle Element 4    
Prevent excessive inspiratory plateau pressures on mechanically ventilated 

patients.  

Sepsis Bundles 

www.survivesepsis.org accessed 120210 

http://www.survivingsepsis.org/Bundles/Individual_Changes/Pages/AdministerLow-DoseSteroids.aspx
http://www.survivingsepsis.org/Bundles/Individual_Changes/Pages/AdministerLow-DoseSteroids.aspx
http://www.survivingsepsis.org/Bundles/Individual_Changes/Pages/AdministerLow-DoseSteroids.aspx
http://www.survivingsepsis.org/Bundles/Individual_Changes/Pages/AdministerLow-DoseSteroids.aspx
http://www.survivingsepsis.org/Bundles/Individual_Changes/Pages/admin_rhAPC.aspx
http://www.survivingsepsis.org/Bundles/Individual_Changes/Pages/admin_rhAPC.aspx
http://www.survivingsepsis.org/Bundles/Individual_Changes/Pages/maintain_glycemic.aspx
http://www.survivingsepsis.org/About_the_Campaign/Documents/SSC Statement on Glucose Control in Severe Sepsis.pdf
http://www.survivingsepsis.org/Bundles/Individual_Changes/Pages/prevent_inspiratorypp.aspx
http://www.survivingsepsis.org/Bundles/Individual_Changes/Pages/prevent_inspiratorypp.aspx
http://www.survivingsepsis.org/Bundles/Individual_Changes/Pages/prevent_inspiratorypp.aspx


Lewis JAMA 2010; 303: 777 

Finfer ICM 2010; 36 187 

Reade et al EMJ 2010; 27: 110 



Has it mattered? 

 



The NHS is broke.  

What are you going to cut? 

Do you need to do everything you 

are doing? 

Let’s save money by doing less -  

but better 



6% 3% 

7% 

8% 

22% 

54% 

Staff 54%:  Consumables 22%: Clinical support 8% 

Non clinical support 7%: Estates 3%: Capital 6%  



The NHS is broke.  

What are you going to cut? 

Let’s save money by  

reviewing the services we deliver 



27 October 1999 25 May 2000 



Chapter 3, Reducing costs through flexibility, p79 

‘Critical to Success’: recommendations 



‘Critical to Success’ 
 

References in support of the national recommendation 

to develop outreach 

 
Goldhill DR, Singh S, Tarling M et al. The Patient at Risk team: identifying 

 and managing critically ill ward patients. Paper presented to the conference 

 of the Intensive Care Society. Blackpool 1998. 

 

McQuillam P, Pilkington S, Allan A et al. Confidential enquiry 

 into quality of care before admission to intensive care.  

Brit Med J. 1998; 316: 1853. (comment in Discussion) 

 

Garrard C, Young JD. Suboptimal care of patients before  

admission to intensive care. (Editorial). Brit Med J. 1998; 316: 1841. 

 

Morgan R, Williams F, Wright M. An early warning scoring system for  

detecting developing critical illness.  Clinical Intensive Care. 1999; 8: 100. 

 

Mercer M, Fletcher S, Bishop G. Medical emergency teams improve  care. (Letter). 

Brit Med J. 1999; 318: 54. 



The following recommendations should be implemented  

within the medium term: 

Outreach services need to be developed as an integral part of each 

NHS Trust’s critical care service and will have three essential 

objectives: 

•  to avert admissions 

•  to enable discharges 

•  to share critical care skills 

 

[Paragraph 37] 
 

 Summary of Recommendations: p 24 

‘Comprehensive Critical Care’: 

recommendations 

Nothing about dilution.... 



‘Comprehensive Critical Care’  

 
References in support of the national recommendation 

 to develop outreach 

Goldhill DR, Singh S, Tarling M et al. the Patient at Risk team:  

identifying and managing critically ill ward patients. Paper presented 

 to the conference of the Intensive Care Society. Blackpool 1998. 

 

Morgan R, Williams F, Wright M. An early warning scoring system for 

detecting developing critical illness.  Clinical Intensive  

Care. 1999; 8: 100. 

 

Mercer M, Fletcher S, Bishop G. Medical emergency teams improve 

 care. (Letter) Brit Med J. 1999; 318: 54. 



Lee et al. Anaesth Intens Care 1995; 23: 183 



CCOS: the evidence summarised 

a. Priestley et al. Intensive Care Med 2004; 30: 1398. 

b. MERIT studies investigators. Lancet 2005; 365: 2091. 

c. Bristow et al. MJA  2000; 173: 236. 

Evidence Number  

of studies 

Significant 

effect 

Non- 

significant 

Comment 

Mortality 

(including 

cardiac arrest & 

ICU 

readmission) 

23 10 13 RCTa: single centre;  positive effect 
 

RCTb: multi-centre; no effect  

Three centre studyc: no effect  

LoS 10 3 7 RCTa: single centre;  no effect 

 

Cardiac arrest 12 5 7 RCTa: single centre;  no effect 

Three centre studyc: no effect 

Unscheduled 

ICU admission 
8 3 5 RCTb: multi-centre; no effect 

 

Three centre studyc: positive effect  

ICU readmission 6 2 4 Single centre or small 



Chan et  al. Arch Int Med 2010; 170: 18 



It seemed a good idea 

but....  

 

with a limited evidence base 

should you/can you afford 

an outreach system? 



January  2008 



ACRE collaborators BMJ 2009; 339: b3911  



It seemed a good idea 

but... 

 

do you need  
(to pay for)  

donor liaison nurses? 



Vinsonneau et al.  Lancet 2006;368: 379 

Outcome of 

ARF  

is similar 

whether  

treated with  

IDH or CRRT 



If outcome is similar,  

 is IHD more cost-effective 

than CRRT? 
 

Does  every ICU need to 

be able to undertake 

CRRT? 



Does your ICU contribute 

to the 

cardiac arrest team? 

 

Why? 

 
(Do you need to provide the staff for 

airway care?) 

 



How many fully equipped 

 cardiac arrest trolleys 

are sited outside  

super acute areas? 

 

Why? 

 
(Move the patients) 



Does  your ICU  

contribute to H@N? 

 

Why? 

 
(You don’t clerk routine patients) 



6% 
3% 

7% 

8% 

22% 

54% 

Capital equipment

Estates

Non-clinical support

Clinical support

Consumables (incl
drugs)

Staff (med/nurse/tech)

Our problem: staff costs 



If you are to ensure quality care 

for your patients, is it time to 

review your service commitments? 
 

Is it time to ask yourself: 

what is your core business?  



2010 

Time to 

rebuild 

 the walls 

Targeted Intensive 

Care  

23 March 2010 



SMART & Lean businesses.... 

SMART stands for Specific, Measurable, 

Achievable, Realistic and Timely 

Lean is Toyota’s improvement approach (!): 

getting the right things to the right place, at 

the right time, in the right quantities, while 

minimising waste and being flexible and 

open to change. 

 

Are we open to change? 

 

 



Cutting costs: evidence limited 

services/non core services/new 

developments 

Outreach 

Donor liaison nurses 

Hospital @ Night 

CCRT 

Follow up clinics 

 

 



Cutting costs: evidence limited 

services/non core services: 

capital/revenue 

Cardiac arrest trolleys 

CCRT 

 

 



Cutting costs: staffing 

Consultant time (more for less) 

Trainees (less or more) 

CCPs? 

CCOT (none) 

Donor nurse (none) 

H@N (none) 

F/U clinics (research budget) 

 

 



Care bundles: time to rethink? 

Just big brother watching......? 



Ventilator Care Bundle  
(Stirling) 

 30-450 degree head up tilt 

 Oral antiseptic 

 Sub-glottic suction 

 Sedation break  & weaning 

assessment 

 Tubing management (HME) 

Hawe et al. ICM 2009; 35: 1180 

??DVT, ??Stress ulcer 



Hawe et al. ICM 2009; 35: 1180 

Stirling Royal Infirmary 



2.7/1000 days 

~ 0/1000 days 

Pronovost et al. NEJM 2006; 355: 2725 



Pronovost  et al. BMJ 2010; 340: 309 



Improving outcome from 

critical illness 

 Is that called doing things properly? 

 Is that called stop cutting corners?  

 Is that called staffing levels? 

 Is that called re-deploy?  
 

Might outcome improvement boil 

down to asepsis and antisepsis? 

And EBM? 

 
 



Asepsis  

Lawson Tait 

1860 

Antisepsis 

Lister 

1867 

Relearning old lessons? 



Do less  

Do what works 

Do it properly 

Rebuild the walls 

 
Protect your core business’ staffing levels 

 

This is an opportunity for review & 

redesign 
 

And  perhaps experts should  provide less expert opinion.... 

 



The NHS is broke.   

What are you going to cut? 

Review your services before someone 

does it to you ... 

(and if they haven’t - they will) 

pgl 



‘Gentlemen, beware of the expert: by 

the time he is generally  recognised 

as such, in my experience, he should 

usually be referred to in the past 

tense’. 
 

Roger Altounyan  

Immunologist 

‘Roger Walker’ in ‘Swallows &  Amazons’ 

1922 - 1987 



Rubens 1614 
“The king was overjoyed and gave orders to lift Daniel out of the den. And when Daniel was lifted from 

the den, no wound was found on him, because he had trusted in his God.“ (Daniel 6:1-23) 


