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The aim of this presentation is to build a common 
understanding of the position from a CCG and system 
perspective 

 

More specifically, we will look at: 

 the funding available in 2018/19 

 where it may have already been committed 

 what we need/want to invest in 

 the need to make savings in order to fund the investment 

 how we should prioritize both investment and savings decisions; and 

 our approach to meeting the financial challenge in the Oxfordshire 
health system 

 



So – what can we expect? 

The NHS National Perspective 
- Set out in the NHS Five Year Forward View 





2017 Autumn Budget Statement 

£335m to support urgent care resilience this winter 

£1.6bn in 2018/19 – comment that this is to be for 
A&E performance, Cancer and Elective waiting 
times (RTT) 

£850m in 2019/20 

 
“The difficult decisions that clinical 
commissioners and their colleagues 
across the system are having to make on 
a daily basis are already starting to 
become impossible choices – it must be 
acknowledged that the level of support 
offered by today’s budget won’t change 
this” Julie Wood, Chief Executive NHSCC 

“The additional money for the NHS is a 
welcome shot in the arm as the service 
struggles to meet rising demand…But it 
is still significantly less than the £4bn we 
estimate the NHS needs next year” 
Richard Murray, Director of Policy Kings 
Fund 



CCG Funding 
 Oxfordshire’s NHS services are funded based on historic 

demand adjusted over time for ‘fair shares’ determined by 
formula 

 Oxfordshire as a whole receives the amount of funding it 
should do based on the needs formula; but: 

 CCG services are under target 

 Primary Medical Services and Specialised Services are 
both are over their funding target 

 The impact of this is that OCCG receives the minimum level 
of CCG uplift for 2018/19 i.e. is not moved any closer to its 
target level 
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The majority of our allocation growth will be 
consumed by inflationary pressures.  The ability 
to meet pressures or fund investment beyond 
this has to be matched with the delivery of 
savings within the system. 



Financial Planning Assumptions 

1% increments on the prescribing budget 
add £900k 

 National planning guidance suggests a range of 
4-7% 

1% on acute spend adds £4.2m 

 National tariff uplift, 0.8%, net of provider 
efficiency? 

1% on CHC adds £330k 

 Ability to pass on NHS national efficiencies in a 
pressures market? 



But we have recently committed to investing some 
money and will likely need to commit more… 

Streaming 
in A&E 

18 wk 
RTT plan 

Mental 
Health Anything 

else? 

Prevention 

Locality 
Plans 

Urgent 
Treatment 

Centres 

Calls on our 
funds 



We need to save money somewhere before we can invest. The Savings 
Framework we agreed last year might come in handy… 
 
 



So, why can’t we handle things the same way 
as we have for the past few years? 

 Ability of providers to bear risk and stand alone in their regulatory 
environment is much reduced. 

 OUH 

 Have enforcement action on RTT 

 Have to deliver A&E improvement over Q3-4 

 Have one of the largest surplus control totals of any provider in 
England 

 Delivery of their control total surplus on a recurrent basis requires 
c£40m of efficiency/productivity that is not available to the 
Oxfordshire system but would be used to offset the national position 

 



 Oxford Health FT 

 Reference cost consistently around 90 – 10% more efficient than 
national average 

 Operate under block contracts and therefore hold the risk of activity 
demand 

 Oxfordshire Mental Health spend 

o 2016/17 CCG MH spend per registered population - OCCG £103, 
ranked 204th % spend of allocation 

o MH 5YR FV – Oxfordshire requires an additional £18.5m FY18-
FY21 of which £8.4m is in FY19. We need to gain consensus of 
what is funded through CCG allocations, STF and National 
Programmes. 

 Primary Care 

 Funded on a per patient basis and therefore hold demand risk where 
demographics, disease prevalence and patient behaviour act to 
increase the consultation rate per patient. 



A Recommended Approach 
 
 

 this cannot just about passing a problem onto   our 
providers and other parts of the system 

 demand and affordability of demand is a joint problem 

Why not just use contractual approaches 
  For    Against 

Yes, can have incentives (and penalties) But… have they worked recently? 
And we can’t afford the cost and volume 
contract anyway 

So, how about this instead…. 
• Continue collaborative risk-share 
• Dove-tail bilateral contracts to complement patient flows 

across organisational boundaries 
• Look at prime provider models? 
• Shadow ASC agreements/Memoranda of Understanding to 

facilitate system open book approach to finances 



 This approach is being proposed in anticipation that the system will be unable to produce 
plans which fit within the available financial envelope for the system, or where the 
resultant plans are highly unlikely to be deliverable due to efficiency/demand 
management plans that far exceed the levels normally achievable; 

 

 The available financial envelope comprises the CCGs’ allocations, adjusted for the CCG 
and provider control totals and any STF funding; 

 

 The process will require the system to agree deliverable expenditure plans which will 
remain within that envelope and are underpinned by contract mechanisms and demand 
management/savings plans that materially de-risk the delivery of the plans; and 

 

 The process is likely to require conscious choices about value-based prioritisation and de-
prioritisation of proposed expenditure to live within the required envelope, and it will 
involve clear articulation of the impact of these decisions on the scope and quantity of 
services available to the local population. No decisions will be taken which compromise 
patient safety; 

 

 NHS Improvement and NHS England will be informed ad appraised of the approach. It is 
the intent of the system to explore any flexibility within control totals, drawdown and 
business rules as mitigations. 

 

 



Choices 
 Current and forecast activity is unaffordable unless 

something changes. There are two options; activity is 
reduced, productivity and efficiency are improved. 

 Work with clinicians to identify areas where demand or 
supply can be reduced. 

 Decisions to be evidence based and quality impact 
assessed. 

 For the activity that needs to be done plan how to deliver it 
in the most productive and efficient way possible. 

 Incentivise the system and organisations to take cost out. 

 Agree how to manage financial and regulatory risk as a 
system. 

 



Value to population 
(Clinical Outcomes) 

• Population health 
 
 
 

• Population coverage 
 
 

• Health inequalities 

Value 
Components 

Value to CCG/system   
(compliance/sustain

ability) 

Value Criteria Value Metrics 

Revenue funding 

• Constitutional targets 
• Strategic fit 
• Affordability and sustainability 

 

• Meets the health needs of the 
local population. Improved health 
outcomes and/or improved access 
to services.  

• Reach/impact (% of Oxfordshire 
population / # of patients 
affected) 

• Health inequalities reduction 
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Capital funding 
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• E.g. A&E target; 18 wk RTT target 
• Fit with OCCG and system 

strategies 
 
 
 
 

• Capital costs of 
facilities/equipment 

• Capital requirement and rate of 
return (ROI > 2:1) 
 

DECISION 
How to allocate available funds between 
competing priorities to maximise value? 

• Revenue cost (including revenue 
impact of capital investment) 

• Rate of return (> 2:1) 
• Payback period (< 18m) 



Summary & Next Steps 

 

 

 

 

 

 The first cut financial plan for 2018/19 indicates a significant 
affordability gap for the CCG, up to £30m if everything were to be 
funded. 

 As a system this challenge gets bigger with the requirement of 
providers to deliver the national efficiency requirement (2.0%), meet 
inflationary pressures and deliver their control totals. 

 The additional funding announced in the budget is welcome as it can be 
used to target improvements in RTT and A&E performance but it is not 
sufficient to fund all areas e.g. mental health, primary care, prevention. 

 The NHS organisations in Oxfordshire need to come together to 
manage within the available funding, agree our priorities for savings 
and investment and to manage risk; building on the significant step 
forward that is the 2017/18 System Risk Agreement. 

 

 

 


