
Financial planning at a System level

Welcome

17 September 2024



Financial Recovery

Mark Mansfield, NED Chair of the Finance and Performance Committee at 
University Hospitals Birmingham NHS FT (and Former Regional Director of 

Finance for the Midlands)



Financial Recovery : Some Thoughts 

Mark Mansfield
17  September 2024



What’s in a Name ?

• Financial Reset
• Financial Retrenchment
• Waste Reduction Programme
• Financial Transformation Programme
• Cost Reduction Programme
• Financial Recovery Programme
• Financial Turnaround
• ….and many others.



An Historical Perspective !!

“ In practice, FRPs are the formal expression of how an organisation
plans to deal with a “cumulative deficit position”. The aim of a FRP 
is to demonstrate a well structured, well planned and practical way 
forward that will achieve financial balance and sustainability. Out of 
context this may sound fairly straightforward. However, given the 
critical importance of financial stability and delivery……FRPs are 
rarely straightforward in practice.”

( p10 “Financial Recovery Plans in the NHS” HFMA 20??)



“The Past is a foreign country, they do things 
differently there”.
• The “drivers of the past” included :

• Structural Imbalance
• Demand and “over-trading”
• Supply and “under-trading”
• Staff Costs
• “Delayed Transfers of Care”
• Low Productivity
• Weak Financial Management
• Focus on short term fixes rather than systematic change
• Lack of Leadership
• Failure to Deliver

• Some of that might sound familiar !!



Mark Twain

“History doesn’t repeat itself but it does often rhyme”.



What I’ll try to cover

• How you might be approaching SYSTEM recovery
• Some of the dilemmas systems and organisations are facing and 

how these might be being resolved.
• ….some of it from my new-found Non-Exec status ! How it feels to 

wear that hat during financial recovery !

• I will not be talking about “the how” (because you are the experts) 
but we can discuss that !!



The “Three Phases”

• ST Stabilisation and developing the plan

• Delivery and consolidation

• Steady State 



“You May be Needing” for phases 1 and 2
• A pathway to deliver 2024/5 ! (? Partly “divorced” from the following….).
• A medium term financial plan (for the System) – a direction of travel, 

even if it is lab based. As realistic as possible.
• An agreed list of places to look for transformation, efficiency, savings.
• A project structure to deliver the above.
• A project team
• Leadership of the above 
• “Rules of the Game”.
• Clear view on “governance”.



A word on the Project Structure 
• Most programmes will contain : “The Traditional”, “The 

Transformational”, and “ The Strategic”. They tend to need different 
approaches.

• Most programmes will contain – over 3 to 5 years - increasing 
amounts of collaboration rather than traditional “silos”. (And 
some provider collaboratives are acknowledging the financial 
implications of this too).

• For the collective projects a full time, dedicated (but small !) 
project team might be sensible.  NOT necessarily a PMO !

• The project oversight of everything MIGHT be best done 
collectively…..



A Further word on Project Structure

• The key question around “degree” of collaboration and “how tight”.
• Close/ Loose/ “Medium-Loose”.
• Not about “recovery” alone
• It links to governance.
• It feels very complicated ! 



A word on Leadership

• Strong and collective CEO leadership is often a prerequisite
• A TD (or a FRD or a group of TDs) is unlikely to replace engaged 

CEOs.
• Do not make a “TD” a panacea.
• A collective Project Executive Team is likely to be essential for a 

SYSTEM approach. 
• The PET needs to involve a range of disciplines.
• Be prepared to change this between phase 1 and phase 2.



Rules of the Game (1)

• It may be best to decide explicitly how this should be done (more 
difficult if it implicit perhaps).

• Attempts to determine : Who Owns ? (Target attribution and 
“ownership” of outcomes).

• Controls : 
• Essential but not sufficient ?
• Linked to “traditional” and “salami sliced” elements ?
• A question of “how” and “how systemised” ? 
• Pay/ Non-Pay/ Other (business case controls)



Rules of the Game (2)

• Traditional – Usually organisationally owned. Question of 
transparency ?

• Transformational – Many (but not all) projects will have a collective 
element. (Might be best if explicit, open and shared).

• Strategic – Collective and will need “collective agreement” (inc for 
some “traditional” areas – eg Shared Services

• Governance structures – Role of organisational and system 
Finance committees ?



A word on system infrastructure…

• Financial Recovery approaches have to “go with the grain” of other 
system arrangements.

• The system infrastructure has to be supported by/ support the 
agreed “rules of the game”.

• The system infrastructure should not impede the recovery 
approaches to project management.

• System infrastructure can (and perhaps needs to) go beyond 
“organisational assurance”.



Finally….Planning

“Having something in front of you, a map, a plan, a list of 
treatments, even if it isn’t completely right, is better than nothing.”

(Quoted in “The Premonition” – Michael Lewis).

“An idiot with a plan can beat a genius without a plan.”
(Warren Buffett).



Value and system-based health and care

Lee Outhwaite, Chief Finance Officer at South 
Yorkshire ICB



Value and system based health and 
care

Lee Outhwaite, SY ICB CFO
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1. Me
2. Health and Care Act and Value based healthcare
3. Darzi Review
4. “Quality” Improvement
5. Virginia Mason Institute and VMI Pilots – Leeds Way and UCHWi
6. If the NHS Finance Profession isn’t interested in process mapping,  

process optimisation and waste reduction why not? – EVO.
7. The changing nature of our savings/transformation approach
8. Further Questions

Content



Lee joined South Yorkshire ICB as CFO in June 2022. His 
role covers Finance and Estates.  Prior to this he was 
Director of Finance at Chesterfield Royal NHS FT and 
Derbyshire Community Health Services NHS FT.  He was 
also the Finance Lead for Joined Up Care Derbyshire (the 
Derbyshire ICS).  Lee has worked in the NHS, since 1993, 
in a number of finance roles, and has been a Director of 
Finance since 2008.  

Lee qualified with, and now sits on the Council of, the 
Chartered Institute of Public Finance and Accountancy 
(CIPFA) and is Chair of their Public Policy and Reform 
Faculty Board.  He is also Vice President of the Healthcare 
Financial Management Association (HFMA) and chairs their 
Policy and Research Committee.  

In addition, he recently completed a Professional Doctorate 
in Public Policy and Management from Keele University.  
He is a member of QSIR college and is interested in how 
we implement the NHS Impact framework well in systems.

Biography – Lee Outhwaite – South Yorkshire ICB CFO



• “The Bill will overwrite the current local structure of the NHS, where local 
Clinical Commissioning Groups pay NHS trusts and others to provide care 
in what is meant to be a competitive “internal market”. 

• Instead, under clauses 12 to 25 of the Bill, representatives of trusts, GPs 
and councils will sit together on the boards of “Integrated Care Systems” 
responsible for overseeing health services in 42 regions. Each of these will 
also have a wider partnership committee making plans for greater 
cooperation across health and social care.” 

Nuffield Trust   (2021)   Briefing: July 2021 - Second Reading of the Health and 
Care Bill   The Nuffield Trust

2022 Health and Care Act - Doing what?



• “The NHS does not need a distracting and unproved reorganisation 
that, for all the rhetoric about devolution, leaves unchanged, or even 
strengthened, the capacity for the centre to micromanage the service 
into the ground.  What is required is a fundamental rethinking of the 
relationship between central government and the NHS.”

Smith J, Walshe K. and Hunter DJ   (2001)  BMJ   The "Redisorganisation" 
Of The NHS: Another Reorganisation Involving Unhappy Managers Can 
Only Worsen the Service   British Medical Journal , Dec. 1, 2001, Vol. 323, 
No. 7324 (Dec. 1, 2001), pp. 1262-1263

Oh no, not again; or big opportunity?
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How the “old” finance regime attributed provider and commissioner 
roles

From the beginning of the 20th century, England experienced continuous improvements in life expectancy but from 
2011 these improvements slowed dramatically, almost grinding to a halt.  For part of the decade 2010-2020 life 
expectancy actually fell in the most deprived communities, outside London, for women and in some regions for 
men.  For men and women everywhere the time spent in poor health is increasing. . . . . Put simply, if health has 
stropped improving it is a sign that society has stopped improving.  

Research into the precise causes of disease and ill-health actually shows that the contribution of the healthcare 
service itself, in terms of quality and access to care, is a relatively low contributing factor at around 20% of overall 
health and well-being.  The wider causes of ill-health relate to health behaviours, socio-economic factors and the 
built environment.  This is shown in the Figure, above.  This Robert Wood Johnson Foundation research (which is 
part of the Harvard University – School of Public Health).

The case for change socially determined disease 
and Marmot



Three multi-disciplinary challenges the NHS faces – the “what”
• How do we get primary and secondary care to work 

differently together to alleviate failure demand and 
deliver more proactive and responsive care, like 
Kaiser Permanente or the Valencia model?

• How do we get health and social care to work 
differently together to alleviate the strain by more 
appropriately managing chronic disease and frailty 
delivering smoother transitions between different 
settings of care?

• How do we really start to deliver a health and 
wellbeing (not illness) service by really addressing and 
tackling the broader determinants of disease working 
differently within each broader health and care 
partnership?



Integrated Care System Architecture – Who does 
what?

Integrated Care Board (ICB)
Integrated Care Boards (ICBs) will 
be new statutory organisations, to 
lead integration within the NHS 
and social care. They will bring 
the NHS together locally to 
improve population health and 
establish shared strategic 
priorities within the NHS, 
connecting to partnership 
arrangements at system and 
place.

Integrated Care Partnership (ICP)
The Integrated Care Partnership 
(ICP) will align the ambitions, 
purpose and strategies of partners 
across each system.  ICPs are: 
• a forum for NHS leaders and 

local authorities to come 
together with stakeholders from 
the system & community. 

• responsible for generating an 
integrated care strategy to 
improve population health, 
address inequalities and the 
wider determinants of ill health

Place at Scale (City and County)
Population Health: Places should focus on 
improving the health and wellbeing for the 
population, preventing ill health and addressing 
health inequalities. 
Integration: Improve the quality, co-ordination 
and accessibility of health and care services and 
build coalitions across a range of community 
partners. 

Provider Collaborative
Partnership arrangements 
involving at least two trusts 
working at scale, with a shared 
purpose and effective decision-
making arrangements 
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How the “old” finance regime attributed provider and commissioner 
roles

Muir Gray has identified different layers of 
measuring value in healthcare, shown in Figure. 
• productivity and the need to drive down the 

costs of delivery of healthcare outputs
• cost of outcomes to define the next layer of 

efficiency
• the need to ensure we are utilising services 

well and not over or under treating patents, 
and

• the need to ensure that patients and 
citizens that are in receiving value-adding.

The internal market in health made the provider 
organisations concentrate mainly on 
productivity, whilst commissioning and local 
government have tried to champion the wider 
value of healthcare.  However, this separation 
may not have led to services being delivered 
optimally.
To progress as an ICS we need a common 
definition and view on value that we can all 
deploy and utilise.

Value based healthcare – a common set of definitions



Darzi Review

Where are we?

What should we do next?

How did we get here?



In “Quality and the NHS: Fair-weather Friends or long lasting relationship?”, Millar, Waring and Lani (in The NHS at 

75-the state of UK health policy, edited by Exworthy, Mannion and Powell) it is observed that the quality 

framework for the NHS has often been developed due to high profile lapses in the quality of care in the English 

NHS. Issues around Bristol cardiac surgery, Harold Shipman, Mid Staffs and ongoing maternity failings have given 

rise to a “patchwork of quality responses”.

Millar, Waring and Lani also define quality through a number of lenses including:

1) Safety

2) Effectiveness

3) Patient centred.

4) Timely

5) Efficient

6) Equitable

They then go on to pose the question, however, about whether or not 5) efficiency should be included in this list, 

(or is it an independent objective outwith quality); and whether or not 6) equity of access, should be included in 

this list, from a narrower quality definition perspective – it is possible to have high quality services, but they may 

not be equally or equitably shared.

Quality Definition



There is a long history of quality interventions in the English NHS, which they go onto describe including:

1989 - “working for patients” introduced a definition of quality improvement.

1990 onwards - Concepts around total quality management, statistical process, control, and PDSA cycles 

were introduced.

1998 – “first class service” introduce the concept of clinical governance and quality accountability to 

organisational CEOs.

2001 – the modernisation agency was introduced.

2003 – the Dr Foster Hospital guides, including HSMR were introduced.

2005 - the NHS Institute for innovation was introduced, including the productive series.

2013 - the Berwick review introduced the need for a NHS wide quality improvement approach.

2017 - a quality improvement partnership with five Trusts and the Virginia Mason Institute was introduced.

2023 - the NHS launched “NHS impact” which reinforced the need for a strong quality improvement 

approach.

Quality Improvement



NHS Impact Framework



The Virginia Mason Story
1. Gary Kaplan CEO
2. Hitatchi and Toyota (Jerry Liker)
3. A production system for healthcare
4. Everyone is employed to improve the work as 

well as do the work
5. Kaizen – Continuous Improvement
6. Standard Work, Visual Control and Production 

Boards
7. Psychological Safety and non hierarchical 

approaches to ideas generation for 
improvement

8. On the Genba



Psychological Safety
The importance of trust and inclusion on the nature of high performing teams and healthcare organisations, and 

healthcare systems, can’t be underestimated.  The Five Dysfunctions of a Team is a business book by consultant and 

speaker Patrick Lencioni was raised. It describes many pitfalls that teams face as they seek to "grow together".  He noted 

the need for teams to trust each other to enable them to engage in necessary disagreement, before giving shared 

commitment to accountability and then the delivery of results.  He cites the Dysfunctions as:

Absence of trust: unwilling to be vulnerable within the group

Fear of conflict: seeking artificial harmony over constructive passionate debate

Lack of commitment: feigning buy-in for group decisions creates ambiguity throughout the organization

Avoidance of accountability: ducking the responsibility to call peers, superiors on counterproductive behaviour 

which sets low standards

Inattention to team results: focusing on personal success, status and ego before team success

At a macro level the psychological safety for NHS managers can be questioned, and this needs to be addressed for the 
NHS to adopt the NHS Impact Framework well.  As Ed Smith, former chair of NHS Improvement, lamented “If you live in 
a country, where the firing squad is the basis of encouraging people to step up and take risk, you’re not going to get 
people appearing to innovate, wanting to improve because they know what’s coming.”



Virginia Mason



WBS – Leeds Way and UHCW and EVO

Leading change across a healthcare system:
How to build improvement capability and foster a 
culture of continuous improvement
Lessons from an evaluation of the NHS-VMI 
Partnership1,2
Extended summary findings - Spring 2022 –
Warwick Business School

The Leeds Improvement Method aims to reduce 
variation and waste, empowering staff to use 
small-scale tests of change to continuously 
improve the quality of care we provide to our 
patients and their careers.



The Finance 
Role in QI 
and QSIR



Jan Feb Mar

Key Packages of Planning Work for 2024/5  

Work Package 

Outline Efficiency Ambition
Review,  Evidence and 

Benchmark
Efficiency Plans agreed 

across Providers and ICB
I  Provider &  ICB 

Efficiency

Activity and cost  reflected 
in provider plans 

Benefits impact estimated, 
assessed and reviewed 

Identified priorities defined 
and evidenced  

II  Place 
Transformation

III   Collaboratives/ 
Alliances  

Transformation

Collaboratives/ Alliances  
Transformation

Collaboratives/ Alliances  
Transformation

Collaboratives/ Alliances  
Transformation

VI  Difficult Choices   
Commissioning difficult 

choices  work shared   
Provider difficult choices 
proposals  work shared  

Activity and costs reflected 
in provider plans      

V  Decommission 
Low Value     

Information from 
commissioning for value 

reviewed     

Decommissioning 
Proposals from providers  

agreed 

Activity and costs reflected
in provider plans

IV Population Health 
Ambitions  

First cut population health
segmentation for place  

Efficiency priorities
validated by segmentation

data

Monitoring approach and
infrastructure agreed

Organisational 
Plans placing 
reliance on 
whole system 
change

Steps to underpin a robust whole system change plan
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Key Packages of Planning Work for 2024/5  

Work Package 

Outline Efficiency Ambition
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Benchmark
Efficiency Plans agreed 
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Decommissioning 
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Ambitions  

First cut population health
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Efficiency priorities
validated by segmentation
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Monitoring approach and
infrastructure agreed

Organisational 
Plans placing 
reliance on 
whole system 
change

Will our blend of savings/transformation on these themes change over time?



• The extent to which you can get sustainable change in the NHS without having a 

real clarity around strategic goals at all levels of systems.

• The nature of the current fatigue, and potential alienation of the NHS workforce 

and whether this could provide the preconditions for sustainable change.

• How we manage the tension between top-down policy development and the need 

for bottom-up engagement in improvement ideas and approaches.

• We identified the clear need for a QI methodology, good strategic alignment, and a 

resultant QMS.

• We observed the usefulness of the NHS impact framework.

Is the derivation of strategic goals for the English NHS acting as an impediment to the 

VMI approach. The focus of a unitary organisation like VMI gave perhaps greater 

freedom to act than within the English NHS.  The strategic goal setting in the English 

NHS has i) a national dimension, ii) a health and care system dimension, and iii) an 

organisational dimension, unlike at VMI.  These three layers in England need to be 

reconciled to ensure the strategic goal setting is clear.

Questions from One NHS Finance VMI Visit



Costing

Hayley Ringrose, Senior Policy Manager at HFMA and Scott 
Hodgson, Head of Clinical Accounting and Costing 

Transformation at Nottingham University Hospitals NHS 
Trust



Finance planning at system level
Making use of costing data

Hayley Ringrose

Senior policy manager

hayley.ringrose@hfma.org.uk



HFMA

Who we are
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#costingforvalue

The Institute: 

Purpose, objectives and themes

Purpose 
statement 

The Institute supports the NHS to improve costing, turn data into powerful 
patient-level information, champion multi-disciplinary engagement, and 
ultimately drive value across patient pathways 
 

Objectives a) promote the concept of value in healthcare, as a means of supporting 
healthcare decision making  

b) support the NHS to improve costing, turning data into powerful patient-level 
information 

Themes Confident costing 
Translating data 
Driving value 
Innovation 

 



HFMA

Why do patient level costing?
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System Finance Event

PLICS at NUH

Scott Hodgson – Head of Clinical Accounting & 

Costing Transformation

Scott.Hodgson2@nhs.net 

mailto:Scott.Hodgson2@nhs.net


NUH PLICS Timeline

2010 Implemented PLICS in October – clinicians involved in selection process

2011 Steady roll out across all Directorates
 Established PLICS Board and Data Quality Panel – clinician led

2012 Focussed on data quality rather than roll out
 Increased the number of data feeds (e.g. Therapies)

2013 HFMA Costing Award Winners
 Financial Management engagement (key to Directorate buy-in)
 Moved to monthly PLICS (August 2013)

2014 MAQS gold was the aim of DQP – used this to target resources
 Specific Roll out plan targeting business analysts and clinicians – scorecards

2015 Launch consultant-built app with intuitive reporting
 Change culture – knowledge workers – leadership programme

2016 Further automation of feeder systems led to quicker and improved reporting

2017 Linked up with Service Improvement – NUH WAVE team as main clinical 
 engagement vehicle

2018 Set up programme 12 Specialty WAVEs per year with bespoke PLICS dashboards

2020 COVID changed the focus but was still able to with Elective specialties 

2022 HFMA Costing Award winners for 2nd time – Working with WAVE
 System Costing Group quarterly meetings arranged

2023 Adrian Kwa - HFMA Clinician of the Year award for GIRFT High Volume Low Complexity 
work with Cataract Surgery

2024 System WAVE in Urology with Sherwood Forest Hospitals



WAVE

Governance

Operational

Finance

Strategy/Service 
Improvement



Overview of key activities, expectations & outputs

Set-up & Plan Discovery Design & Trial
Implement & Roll 

out
Embed & Sustain

Define & 
Scope

Kick-Off and Data Cleanse
6 weeks

Waste & Quality Improvement 
6 weeks (incl. 1 week DLT C&C1)

Build project plans 3 
weeks

Execution of Agreed Projects
 - up 2 years

Governance – weekly progress meetings facilitated by Finance Transformation Team

Training – PLICS/Model Hospital/GIRFT

OUTPUT:

Clinically led 

Specialty 

data 

dashboard

OUTPUT:

Confirm & 

Challenge #1 

Pack

OUTPUT:

Confirm & 

Challenge #2 

Pack

OUTPUT:

Prioritised 

projects 

loaded onto 

Matrix

OUTPUT:

Exec Confirm 

& Challenge 

Pack

OUTPUT:

Projects 

delivered and 

benefits 

realised

Data 

Packs

Data 

cleansing

DLT

C&C2

PMO – supportPLICS - support

Analyse 

data

Identify 

long list 

for review

/approval

Refine and 

prioritise list 

and 

associated 

benefits for 

review

/approval

Finalise 

list of 

prioritised 

projects

Setup 

projects in 

Matrix

Finalise 

papers for 

final review

/approval 

including 

resource 

required to 

deliver

DLT C&C2
1 week

EXEC C&C
1 week

 

DLT

C&C1

Specialty 

led 

delivery 

of 

projects

Exec

C&C



Programmes/Projects Outcomes – last 12 months

• Development of Business cases and funding approved for 

– Paediatric Medical Day Case Unit

– Renal Home Therapies rightsizing

– Breast 2ww pathway 

• Design and development of new MRI Express pathway

• Funding for play specialist intervention in GA MRI 

• Development of new nurse led discharge protocol & training within 

Paeds Day Case surgery

• SDEC both Adults & Paeds 

• Genomics Nanopore Technology 

• Mobile Stroke Unit

• Virtual Wards 

• Reducing Health Inequalities for ‘Was Not Bought’ in Paeds OP

• ‘Trigger Tool’ for Palliative Care Patients

• Combined Hand Surgery Service (T&O & Plastics)



The Data Grief Cycle



PLICS Dashboards



PLICS – SDEC (1)

• Highlights where specialties are performing against SDEC targets

• Shows data by the Ambulatory Emergency Care Scenarios

• Full drill down to patient detail – Sankey charts showing flow



PLICS – SDEC (2)

• Show opportunity in days against each scenario

• Full drill down to patient detail



PLICS – High Volume Low Complexity

• Highlights where specialties are performing against GIRFT targets and Peer 

Benchmarked Trusts

• Shows data by the GIRFT HVLC Scenarios



PLICS – HVLC Dashboard (1)

• Shows GIRFT pathway by month and %DC achieved against target and Peers

• Filters for Specialty, Location, POD, Year and Month

• Full drill down to patient detail



PLICS – HVLC Dashboard (2)

• Dashboard showing GIRFT pathway by procedure

• Filters for Location, Year and Month

• Full drill down to patient detail



PLICS – BADS Dashboard (1)

• Dashboard showing Specialty and procedure highlighting areas for improvement

• Full drill down to patient detail



PLICS – BADS Dashboard (2)

• Dashboard showing potential bed cost savings by specialty and procedure

• Full drill down to patient detail



Audiology - Is the current patient journey optimised?



Audiology - Is the current patient journey optimised?

Discovery

• Multiple patient pathways

• Lost patients

• Interaction with ENT not efficient

Solutions

• Audiologists Transformation into Primary Care Model – ICB 

• Optimisation of Best Practice Pathways 

• Within NUH

• New Nationally Commissioned Services

• Improved Systems & Processes

• Online ordering of spare parts & Online hearing tests

• Patient initiated Follow-ups

• Skill mix improvements



HCOP – Right Patient, Right Pathway (Bed)

Comparison between HCOP and Cardiology on the top four cardiac type conditions that 
present in HCOP:

Initial findings show elderly patients currently in HCOP beds with a frailty score 1-5 with the same 
primary condition but in a Cardiology bed have a lower length of stay, lower readmission rates & lower 
mortality. 

A solution being explored, to optimise patient care is to create a Cardio-Geriatrician service or a HCOP 
in-reach program to support treatment of higher frailty patients with cardiac conditions.



HCOP – Right Patient, Right Pathway (Bed)

• Patient journey

• Frailty Scores

• Is the patient in the right place

• Hypothesis – inpatients admitted to HCOP

a) Outside of their definition for the service (being over 74 and having a frailty 

score of at least ‘6. Moderately frail’)

b) Presenting with a primary condition which would be better treated with the 

associated specialty. For example, Heart Failure patients to be better 

managed in Cardiology. Primary condition, not age.

• Exploring the data to support the three ideas to optimise inpatients in HCOP

1) Getting patients to the right place, first time

2) Variation in outcomes, by discharging specialty, primary condition, age and 

frailty score

3) Variation in HCOP wards



Cost of Medically Fit patients (1)



Cost of Medically Fit patients (2)



Frequent Attenders



HFMA

What does good costing look like?

66

Ten tests for what good looks like for costing in the NHS

1. Cost data is regularly used in decision-making to drive improvements in value in the NHS.

2. Costing supports the future information requirements of the NHS.

3. Cost data from the national cost collection is fed back in a timely manner to local health economies in a way that supports them to improve value.

4. There are a set of national costing standards to ensure a consistent approach to patient-level costing. The standards are proportionate, 

achievable, and easy to understand.

5. There is a single version of cost data that can be used both locally and nationally.

6. Local leaders ensure that there are robust data governance processes in place for the non-financial data required for costing.

7. The role of cost accountants includes creating cost data and supporting their local health services to use the data to improve value.

8. Local and national costing teams are adequately resourced with staff who have the right skills, knowledge and experience.

9. Decisions made about changes to the national costing approach are transparent.

10.The development of the national costing approach is done in close partnership with local teams.



Case Study: Cambridgeshire and 
Peterborough

Nicci Briggs, Chief Finance Officer at Cambridgeshire & 
Peterborough ICS



www.cpics.org.uk

C&P ICS NoF4 to 
surplus 

17th September 2024



www.cpics.org.uk

SOF 4 to HFMA Finance Team of the year

Leadership 
& 

relationships

Change the 
narrative

Planning & 
Process

System 
clarity & org 
commitment

Targeted & 
collective 

interventions

Build track 
record of 
delivery



www.cpics.org.uk

Leadership & Relationships

• Unified system with unified leadership

• Invest time in relationships, values and behaviours

• One fails all fail – can’t succeed at the expense of another

• Clean slate

• Transparency and collective understanding

• Security to be able to challenge

• Informal space

• Get into habit of solving our own problems together

• Move debate out of finance and into collective system/ clinical responsibility



www.cpics.org.uk

Change the narrative

• Moves away from 7/8 years of failing to deliver financial plans (either providers or system)

• Clean slate

• Showcase the positive achievements

• Builds confidence across the system that financial performance is achievable

• Set out the benefits – credibility, incentives, historic debt write off

• Builds sense of system performance

• Changes the external perceptions



www.cpics.org.uk

Planning & Process

• Big data, population, evidence base and data driven

• Clear focused plan

• Flat cash approach

• Focus on bigger picture & cost (collective £4bn vs arguing about the marginal changes in 
planning)

• Credible profile around efficiencies

• Build in time for internal challenge & wider exec discussion

• Transparency – feel equal challenge even on ringfenced areas (e.g. BCF)

• Commitment – it has to mean something and be owned



www.cpics.org.uk

System clarity & org commitment

• System first, clear it is system funding not a collection of provider totals especially capital.  
Champion C&P but support providers in totality

• Clear and transparent decision making across all spend inc ringfenced

• Organisations investment is for organisation to subsidise not system problem

• Orgs only take what they need.  Provider making surplus so didn’t take capacity funding and 
provider only taking need from IA not entitlement.

• Grip and control and benchmark – org responsibility but system to share/ highlight 
opportunities

• Maximised elective opportunities
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Targeted & collective interventions

• System first
• Clear funding is for whole system so prioritisation must be based on system priority
• Complexity of £4bn system vs £2bn C&P allocation (NET INFLOW)

• Recognise levers and sign off required at ICB
• Big capital programmes
• New Hospital programme
• EPR

• Simplified set of priorities

• Bold decisions to drive integration (High intensity users, CVD approach, dentistry)

• Engagement vs commissioning e.g. dermatology



www.cpics.org.uk

Build track record of delivery

• Recovery began in 2022/23 and started in earnest the flat cash cost focused approach.

• Recovery achievements, shared learning across providers

• Delivered surplus in 22/23 and 23/24 and write off historic deficit.  Sold as way of protecting 
investment in patient services.

• When risks are raised seen as credible

• Confidence & trust

• Opportunities and freedom to make bold decisions and innovate



www.360assurance.co.uk @360Assurance
www.audityorkshire.nhs.uk @AuditYorkshire
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