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Alan Brooking NHS Travel Fellowship – Final report 
 

Executive summary 
 

Health systems across the world have their own strengths and weaknesses. It is 
crucial for the NHS staff to have the opportunity to get exposed to the working of 
these various health systems for their own professional development and their 
organisations. Alan Brooking NHS travel fellowship offers such an opportunity and 
enables NHS management staff to visit health care institutions either in the UK or 
abroad to observe good practices and bring these back to benefit their own 
organisations and the wider NHS. I was successful in securing the fellowship in 2006 
to visit two major institutions in Chicago and Ohio as a part of the Health Finance 
Management UK USA exchange programme. My main objective was to learn the 
cost containment principles and practices in the American system that can be 
adopted in the NHS. This report provides an overview of my exposure and 
experiences. I have tried to summarise my reflections as general strategic pointers, 
and specific operational issues in the form of two case studies. Wherever possible I 
have tried to analyse how my observations are applicable to the National Health 
Service. There is also a list of web resources provided at the end of the report for the 
interested reader.  
 
The strategic pointers can be expressed in four alphabets; MMIT. These are 
Management, Market model, Information and Intelligence and Technology. In the US 
health system there is a lot of emphasis, importance and investment in the 
management teams and there is a culture of supporting and celebrating good 
managers and their teams. The market model including physician enterprises helps 
to improve quality and reduce costs by promoting competition and the concept of free 
enterprise. There are systems in place to provide timely and accurate information 
and intelligence enabling decisions to be based on evidence. Finally technology is 
exploited by contracting with the private providers in various areas of the health 
sector. All the above, working in tandem promotes efficiency and increases the 
quality of health care.  
 
Two operational issues covered in this report are utilisation management using 
“Interqual” and provision of community based care in the form of SeniorLink, a part of 
Program of All-inclusive Care for the Elderly (PACE). Utilisation management is the 
evaluation of the appropriateness, medical need and efficiency of health care 
services procedures and facilities according to established criteria or guidelines. I 
observed a specific tool “Interqual” being used to implement utilisation management.  
SeniorLink provides comprehensive services for those aged over 55 years including 
medications, rehabilitation therapy, meals, transportation, household help and 
hospitalization expenses if necessary. More detailed information and their potential 
applicability to the NHS are provided in the body of the report. There is also a picture 
gallery at the end where I have included pictures that might be of relevance to the 
report.  
 
The NHS is currently undergoing major transformation with newer and novel 
initiatives. These include Practice Based Commissioning (a form of physician 
enterprise), Payment by Results (ability to account for and control resources), Patient 
Choice and plurality of providers (a form of market economy and free enterprise), 
development of dr.foster intelligence (private sector partnership in the provision of 
intelligence and information) and connecting for health (exploiting technology to 
improve efficiency & quality). 
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There are major strengths in the NHS and there are weaknesses in the American 
health system. The major weakness of the US health system is the number of people 
who are uninsured or underinsured. This figure has reached over 45 millions and 
continues to grow. This leads to limited and or lack of access to health care for a 
sizeable section of the community. On the contrary this is the greatest strength of the 
NHS as it offers free care at the point of delivery irrespective of the ability to pay and 
access is only determined by clinical need. The other strength of the NHS admired by 
the American colleagues is the transparent and explicit clinical prioritisation systems 
and mechanisms both nationally and in the local health economies. Hence both the 
health systems have some thing to learn from each other. 
 
It is the fond hope of the author of this report that some of the issues raised here 
would be of potential use and interest not only to the NHS management teams but 
also to other colleagues be in provider trusts, Primary Care Trusts, Strategic Health 
authorities or at the Department of Health. The NHS is a great British institution and 
the author strongly believes that the NHS will adapt and adopt good practices from 
anywhere in the world and continues to shine as the Beacon among health services 
for the whole world to admire and envy.   
 
It may be worth recalling here the words of Aneurin Bevan, the architect of the NHS, 
during the second reading of the NHS bill in the spring of 1946. 
 
“When it is carried out, it will place this country in the forefront of all countries of the 
world in medical services. I myself, if I may say a personal word, take very great 
pride and great pleasure in being able to introduce a Bill of this comprehensiveness 
and value. I believe it will lift the shadow from millions of homes. It will keep very 
many people alive who might otherwise be dead. It will relieve suffering. It will 
produce higher standards for the medical profession. It will be a great contribution 
towards the wellbeing of the common people of Great Britain”. 
 

 
The author of this report would strongly recommend to NHS colleagues to apply for 
the Alan Brooking NHS Travel fellowship as the experience gained has been very 
informative, rewarding and useful. Colleagues are more than welcome to contact the 
author through email if they need to discuss about their proposed application. The 
author’s email is p.badrinath@.nhs.net  
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Alan Brooking NHS Travel Fellowship – Final report 
 
 

Introduction:  The Allan Brooking NHS Travel Fellowship supports NHS managers to 
travel to institutions in the UK or abroad so that they can explore innovative 
healthcare management practices, which will benefit themselves and the wider NHS. 
The Fellowship was set up as a memorial to Allan Brooking the Regional 
Administrator for the South Western Regional Health Authority, following his tragic 
demise in a motor accident on 30 December 1980. The fellowship provides an 
opportunity to explore first hand how various health care management issues are 
tackled in other settings and provides invaluable insight into these issues. According 
to Ms. Ros Clarke, honorary secretary at the charity above & beyond which offers the 
fellowship. “The Fellowship has been running since 1980 and to date over 100 NHS 
managers have benefited from the award. Feedback from managers who have 
undertaken the Fellowship has been excellent and individuals often comment on how 
valuable the experience has been".   
 
The Fellowship offers NHS managers up to £3,000 to cover travel and cost of the 
accommodation. NHS managers interested in the Fellowship can be from any 
discipline but must agree their leave in advance with their employer. Applications can 
be made at any time of the year and the closing date and further information can be 
found on the charity’s web site (1).In brief any one interested in applying for the 
fellowship should send a short CV, together with a one page proposal including 
detailed costings, explaining what they would like to examine, its benefit to the NHS, 
where they propose to visit and why they have chosen this particular destination. 
They should also provide written confirmation from their employer that they will 
support the applicant by giving leave for the purpose of the visit. All fellows should 
produce a written report of their research for the Trustees that can be shared with 
others in the NHS.  
 
Proposal of Dr.Badrinath : In the last few years there has been an increasing 
emphasis on the financial health of the NHS. Reports of deficits in various NHS 
organisations began to appear and the government declared that NHS needs to 
become more efficient and at the same provide the best quality service for our 
communities. Health care managers including clinical directors have a key role to 
play in this task and need to understand the principles and practices of cost 
containment in order to succeed. As a clinician manager I proposed to learn these 
principles by visiting appropriate organisations in the USA. Moreover many of the 
new initiatives in the NHS have been adopted partly from abroad including the USA. 
 
In the UK the approach to cost containment is not well developed and the term is 
considered as a taboo in many circles. However, in the USA centres for cost 
containment are funded by the state and they play a key role in promoting high 
quality affordable health care. These centres include Pennsylvania cost containment 
council and Arizona health care cost containment system to name a few. The Journal 
of managed care which is published from the USA showcases cost containment 
strategies and features case studies. Various managed care organisations have 
adopted techniques to control the cost health care. The fellowship provided me with 
an opportunity to observe some of these initiatives and techniques first hand. 
 
Centres visited: I spent two weeks in the USA in the summer of 2006 supported by 
the fellowship. As per the requirement of the fellowship committee I took part in the 
HFMA US-UK Exchange “The Unfolding Healthcare Horizon: Improving Quality, 
Efficiency and Patient Satisfaction”. There were three components to the fellowship; 
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three day conference in Chicago, two day visit to University of Illinois Medical Centre 
(3), Chicago and a week visit to Trihealth Corporation in Cincinnati (4).  
 
Learning points : This was an excellent opportunity to meet with clinicians, clinical 
leaders and health care managers including directors of finance and chief executives 
of large US health care organisations. Through the fellowship I learnt both strategic 
and operational issues which could be of relevance and use in the NHS. I will briefly 
describe these below and attempt to discuss their applicability and relevance in the 
context of the NHS.   
 
Strategic pointers: I found that US health system is more built around the “market 
model” i.e. competition driving up quality and keeping the cost down. The terms 
factory line, flexibility, bonus and “to raise capital” which were unfamiliar to the NHS 
till recent times are common place across the Atlantic. US health system tends to 
value “management and managers”. There is a culture of “celebrating managers” and 
they are provided with good training and all have reputable job titles. Some of the 
titles include Director, business planning and decision support, Coordinator – 
medication use policy, and Vice President, corporate affairs to name a few. When 
this issue of “NHS manager bashing” came up during our discussion my American 
hosts asked me “How can your run a service as complex as the NHS without 
investing resources in management and supporting the current and future health care 
managers? According to them it defies all logic not to invest in in house management 
teams. In the US system a team of good managers helps in project development and 
implementation support appears to be a key function in the organisations. This 
enables busy clinical teams to see the projects through and reap the efficiency 
savings. Information and intelligence is the heart of every organisation I visited and 
both clinicians and managers have real time intelligence and information which 
enables them to take informed decisions. This reduces waste and increases 
efficiency.  
 
Last but not the least they have invested heavily in technology both in clinical care 
provision and for the smooth running of the health care management machinery. 
Although the NHS information and intelligence provision market has just been 
opened up to private providers this concept has not been fully embraced by many 
organisations due to a variety of reasons. Finally the health care organisations bring 
in external management experts for short period of time to accomplish specific 
projects and they are very closely monitored and managed to ensure value for 
money. These experts are not sent from the top but work to the local health teams to 
help and solve their specific issues or to bring about a change. The external experts 
need to show they have made a difference and not just passive providers of 
information. The concept “you eat what you kill” was mentioned to me many times i.e. 
you produce results and the rewards are shared between the external consultants 
and the host organisation.  
 
Concept of “physician enterprise” where physicians are supported to develop and run 
their own services enables the system to be efficient as they are allowed to keep part 
of the rewards and savings. Although Practice Based commissioning (PBC) is closely 
related to the physician enterprise idea unless it flourishes and takes root it is hard to 
see the gains to the system at least in the short term.  
 
A related concept is the “economic accountability” of the clinical teams. Supply 
expenses are closely tagged with point of use inventory. The whole clinical team is 
educated about the cost and they are aware of the resource impact along the patient 
pathway. Cost of each unit of activity is calculated and bench marked. For example 
cost of inpatient bed day, emergency department visits, every birth and individual 
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procedure in the operating room. Organisations have a “float pool” by speciality and 
the workforce is deployed very flexibly and agency staff are used only as a last 
resort. In the NHS although there are moves to create department and clinical 
directorate budgets still these are in early stages and mostly limited to few trusts.  
 
At the organisational level the finance team has major clout and the head of finance 
occupies a key position and there is a close link between finance and performance 
team. Depending on the organisation’s financial performance there is personal 
monetary reward for employees across the board up to junior management teams. 
This acts as a personal motivator and ensures that financial success stays at the top 
of the agenda. Although the NHS has few personal incentives scheme it is not clear 
how closely they are related to financial success and how far down the organisation it 
applies.  
 
I also found more open and closer relationship between the top management and the 
patients. For example the CEO goes on rounds just like the physicians to see for 
themselves any issues that need to be sorted or good practice that needs to be 
rewarded and widely adopted.  
 
Another key difference between the NHS and the US health care organisation is the 
freedom enjoyed by the top management. Both the organisations I visited are 
independent local entities and are free of any central control. More over as the 
funding streams are varied they are devoid of local political and media scrutiny and 
decisions are taken in the business interests of the organisation. As the NHS is a tax 
funded system, invariably there is huge media and political interests and lot of 
management time is spent on dealing with these which could have been spent on 
running the local health care organisation. As the two systems are built so differently, 
one has to be careful while comparing the performance of health entities on either 
side of the Atlantic.  
 
The major difference that struck me between the two health care systems is the 
implication for the end user i.e. the users and carers of the health system. NHS 
provides care at no cost to the population at point of delivery the only criteria being 
“need” defined as the ability to benefit. However in the US system individual’s 
insurance status is the key in the ability to access health care. In 2004 there were 
45.8 million uninsured (5) and the proportion insured in the population is shrinking 
fast. The cost of health care is also rising rapidly with the estimated expenditure in 
2006 of $2.2 trillion, or $7,129 a person. Although various factors are responsible for 
this one of the major drivers of medical inflation include how rapidly Americans 
embrace new drugs and technology, which are often more expensive than older 
treatments. Public demand is a big factor. In the USA I was told patients generally 
want the newest treatment, equating new with "better," even before solid proof 
becomes available. My American colleagues spoke very highly of some of the 
systems we have in place including the National Institute of Health and Clinical 
Excellence (6). When I explained the clinical prioritisation mechanisms employed in 
our Primary Care Trust (7) they were impressed and showed a keen interest in this 
area.  
 
Operation pointers: I was exposed to many specific operational issues/projects that 
are helping the American health system to keep the costs down. These span from 
health improvement initiatives to end of life care. There appears to be a joined up 
approach with the whole patient path way from preventive care to palliative care 
geared towards reducing the overall cost of health care and improving efficiency. I 
will present two examples below which I consider could be adopted for the NHS; 
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“Utilization management and review” and Care of elderly in the community in the 
form of “Senior Link”. 
 
Utilization management & review: (8-10) This began in the USA in the context of 
managed care. Utilization management is the evaluation of the appropriateness, 
medical need and efficiency of health care services procedures and facilities 
according to established criteria or guidelines and under the provisions of an 
applicable health benefits plan in the US setting. Typically it includes new activities or 
decisions based upon the analysis of a case. Utilization management describes 
proactive procedures, including discharge planning, concurrent planning, pre-
certification and clinical case appeals. It also covers proactive processes, such as 
concurrent clinical reviews and peer reviews, as well as appeals introduced by the 
provider, payer or patient. Utilization management is forward looking and intends to 
manage health care cases efficiently and cost effectively before and during health 
care administration. Utilization review is more backward looking considering whether 
health care was appropriately applied after it was administered.  
 
In the USA private firms offer specific tools and software to undertake utilization 
management. One such firm is McKesson and the tool offered is “Interqual”. 
According to McKesson “advances in medical technology, an aging population and 
rising patient expectations are all converging to challenge healthcare organizations to 
improve quality and become more efficient. These changes call for managing care 
processes and resources in a way that fosters evidence-based practice and ensures 
patient safety while controlling medically unnecessary care”. Interqual products 
provide decision support systems to ensure care is provided in the right setting and 
to the right level without compromising patient safety. InterQual Level of Care 
products cover the continuum of care, from acute settings through home care and 
outpatient treatment. The richness of clinical detail allows for consideration of an 
individual patient's severity of illness, comorbidities, and complications, in the review 
process in real time. InterQual Criteria sets for inpatient rehabilitation, subacute and 
skilled nursing facilities contain objective endpoints for service, allowing one to 
perform reviews of discharge or transfer readiness with built-in checkpoints to identify 
progress, plateau or achievement of goals. Because all of these level-of-care criteria 
sets support decisions based on the individual's clinical needs, the clinical review 
process guides the reviewer toward the safest and most efficient level.  
 
During my visit I met many care management reviewers who tend to be nurse 
colleagues. Using information found in the medical record they determine whether a 
patient’s clinical status matches the criteria for a specific intervention or placement at 
a specific level of care. When there isn’t a match, they work with the attending 
physician to decide on an appropriate course of action. They are supported by 
physician advisors as necessary. I have included relevant references at the end of 
this report on “Interqual”. In my opinion NHS could benefit a great deal from adopting 
this approach. This would enable patients receive the right level of care in the right 
setting and nothing more or less. This could also aid in any proposed service 
reconfiguration and address the under/over capacity issues in the acute sector. I was 
struck by the standardisation of care and the importance given to utilization care 
managers and their influence over attending physicians. Primary Care Trusts could 
adopt this approach and build these into their contracts/service level agreements with 
the provider trusts. NHS is already appears to be moving in this direction. The 
recently published DH document (11) “Care and Resource Utilisation – ensuring 
appropriateness of care” aimed at key NHS players an entire chapter (chapter 6, 
other techniques – utilisation management”) is devoted this concept and it also links 
to the model contract (12).  
 



 

Alan Brooking NHS Travel Fellowship – Final report of Dr.P.Badrinath, 2006 Alan 
Brooking NHS Travel Fellow  
 

9 

Senior link: It has been well documented that as we get older we use more of health 
care resources. At any given time a large proportion of NHS beds are occupied by 
those over 60 years of age. Hence it is essential that we manage the care provision 
of our senior citizens in order to ensure they receive the best possible care in the 
right setting by the right professionals. Recognising the importance of this issue, in 
the US they have developed the PACE initiative (13).  
 
PACE: “The Program of All-inclusive Care for the Elderly (PACE) model is centred 
around the belief that it is better for the well-being of seniors with chronic care needs 
and their families to be served in the community whenever possible. The programme 
serves individuals who are aged 55 or older, certified by their state to need nursing 
home care, are able to live safely in the community at the time of enrolment, and live 
in a PACE service area.  Not the whole country is covered by PACE. Although all 
PACE participants must be certified to need nursing home care to enrol in PACE, 
only about seven percent of PACE participants nationally reside in a nursing home.  
The PACE programme provides the following services.  

·  Delivering all needed medical and supportive services, the program is able to 
provide the entire continuum of care and services to seniors with chronic care 
needs while maintaining their independence in their homes for as long as 
possible.  Care and services include: 

·  Adult day care that offers nursing; physical, occupational and recreational 
therapies; meals; nutritional counselling; social work and personal care 

·  Medical care provided by a PACE physician familiar with the history, needs 
and preferences of each participant 

·  Home health care and personal care 
·  All necessary prescription drugs 
·  Social services 
·  Medical specialists such as audiology, dentistry, optometry, podiatry, and 

speech therapy 
·  Respite care 
·  Hospital and nursing home care when necessary 

SeniorLink (14) initiative offered by TriHealth provides both day health centre and 
home based options. The services offered by SeniorLink include Health includes 
medications, rehabilitation therapy, meals, transportation, household help and 
hospitalization expenses if necessary. There is a big incentive for all to be healthy 
and avoid hospital admissions. SeniorLink provides transportation to and from home 
and the centre as well as to appointments with specialists and other activities. 
SeniorLink's Day Health Centres provide participants the following: a safe place to 
visit during the day, a physician or nurse practitioner, an on-site nurse, hot meals, 
rehabilitation services and social activities intended to promote a healthier life. Home-
Based Team offers SeniorLink services to appropriate participants without requiring 
attendance at one of the SeniorLink day health centres. The team includes a 
physician, nurse, social worker, dietician, and physical, occupational and recreational 
therapists. The team considers many factors when assessing potential participants 
for the Home-Based program, including mental status, psychosocial issues, medical 
situation, and the needs and interests of each person and his or her family. I held 
detailed discussions with the Director of Senior Health at TriHealth and learnt the 
operation and the benefits of the scheme. I was also given both a DVD and a 
videocassette produced to promote the initiative.  
 
Although some of these concepts are already in operation in the NHS there is a great 
potential for further integration. In the new world of plurality of providers and 
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contestability this could be an ideal project for practice based commissioners, social 
enterprise organisation or private health care providers and PCTs and local 
governments could be jointly commissioning these services. The impending Joint 
commissioning framework for health and wellbeing (15) might provide some answers. 
There is a possibility that clients could use the “individual budgets” to procure these 
services if they are developed and become available.  
 
Concluding remarks : Ten days is a very short period to understand the American 
health system and the levers it uses to control health care costs. However the visit 
gave me an opportunity to interact with frontline clinical and managerial staff and 
personally experience some of the on going projects that is aimed at keeping the 
overall cost down. My fellowship involved meeting with key players in these 
organisation and ask them specific questions. I also had the privilege of visiting 
various hospitals and community facilities. These included emergency departments, 
pharmacy, diagnostic facilities and physician offices. My impressions on the 
American health care system’s efforts to control health care costs can be 
summarised in four alphabets – MMIT 
 
Management (investing and valuing the managers and the management teams) 
 
Market model (Using a free enterprise model various providers are encouraged to 
compete with an intention to reduce costs and improve quality) 
 
Information (timely access to high quality information and intelligence so that 
decision are taken based on facts and figures and the best evidence that is made 
available to decision maker at both operation and strategic levels) 
 
Technology (American health care system exploits the technology to improve 
performance and reduce costs. This include life tracking of hospital bed status, 
constantly updated balance score cards, electronic patient records and use of 
utilization management tools such as “Interqual”. 
 
The above issues are already being addressed in the NHS both at the national and 
local level. Central initiatives include Connecting for health implementing the National 
Programme for Information Technology (16), availability information and intelligence 
providers such as dr foster intelligence (17), the productivity metrics project from the 
NHS Institute of Innovation and Improvement (18), Foundation Trusts initiative (19), 
plurality of providers in the NHS (20), Practice Based Commissioning (21) and 
Payment by Results (22). However these reforms take time to embed and in such a 
huge and complex service like the NHS their implementation has to be managed 
carefully and professionally to avoid perverse incentives and clash of interests. The 
NHS is a strong British institution with committed and dedicated team of clinicians, 
managers and clinician managers. It has lasted for 50 years and I am sure it will 
continue to evolve by adapting and adopting good practices from any where in the 
world. It is certain to rise up to the new challenges it faces and continue to prosper 
and deliver quality and value for money for its clients and the tax payers who provide 
the needed resources. Let us sincerely hope that NHS continues to shine as a 
beacon among health services and is always there for us when we need it.   
 
Epilogue: In the American model there are many strengths and also major 
weaknesses. One of the major weaknesses is the limited or lack of access to health 
care to the uninsured and the underinsured. The major strength is its business model 
with free enterprise and huge amounts of local flexibility as there is very little central 
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control. There are also no central initiatives and sanctions and more local control 
over resources. The strength of the NHS is its ability to provide health care free at the 
point of delivery the only determining factor being clinical need. The other major 
strength is the explicit clinical prioritisation mechanisms both at the central level in 
the form of NICE and various local systems operating across the county.  
 
The NHS is currently going through major reforms with newer and novel initiatives 
including Payment by Results, Practice Based Commissioning, Foundation Trusts, 
Plurality of providers and Independent sector treatment centres, provider 
commissioner split and possible major service reconfigurations in some local health 
economies. It is possible that the management teams have to operate in a market 
economy with a business model with the constraints of the public sector during this 
transition. This would require deploying all the skills and experience the management 
teams can muster. However in the long run, the NHS is likely to come out unscathed 
and even stronger once these reforms have been fully and properly implemented. It 
may be worth recalling here the words of Aneurin Bevan, the architect of the NHS 
during the second reading of the NHS bill in the spring of 1946 (23). 
 
“When it is carried out, it will place this country in the forefront of all countries of the 
world in medical services. I myself, if I may say a personal word, take very great 
pride and great pleasure in being able to introduce a Bill of this comprehensiveness 
and value. I believe it will lift the shadow from millions of homes. It will keep very 
many people alive who might otherwise be dead. It will relieve suffering. It will 
produce higher standards for the medical profession. It will be a great contribution 
towards the wellbeing of the common people of Great Britain”. 
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http://www.institute.nhs.uk/PriorityProgrammes/DeliveringQualityAndValue/  
 

19. NHS Foundation Trusts, Department of Health, 
http://www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/SecondaryCare/
NHSFoundationTrust/fs/en  

 
20. Delivering the NHS Plan. Plurality & Diversity. 

http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolic
yAndGuidance/PublicationsPAmpGBrowsableDocument/fs/en?CONTENT_ID
=4097252&amp;MULTIPAGE_ID=4912346&amp;chk=ATTyC2  

 
21. Practice Based Commissioning (PBC), Department of Health. 

http://www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/Commissioning/
PracticeBasedCommissioning/fs/en  

 
22. Payment by results. Department of Health. 

http://www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/FinanceAndPla
nning/NHSFinancialReforms/fs/en  

 
23. Bevan’s speech on the second reading of the NHS bill. 

http://www.sochealth.co.uk/history/secondread.htm  
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Picture Gallery  
 

 
 

Insurance matters in US health care 
 

 
 

COPAY is common place in US health systems 
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Promoting health, the American model 
 

 
 

Technology at the bed side 
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Ultra modern American hospitals 
 

 
 

Electronic bed board  
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Importance of end of life care 
 

      Inside and outside of a hospice  
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The inevitable – American game 
 

 
 

After all that hard 
work – time to 

relax 


