ISSN 2634-1557
volume 2 issue 1 2021

Clinical finance journal

Clinical finance journal
A publication by future-focused finance

How can the NHS account for “Care Correct First Time”						

3

Dr G Caldwell

You’ve improved the process, but do you know how much you’ve saved the NHS?		

10

C Asher

Financial awareness training – Supporting clinicians: The show must go on!!			

13

S Iqbal

The structure of the NHS and how money flows							
S Rowe

2

16

Clinical finance journal: volume 2 issue 1 2021
http:// 10.47113/fffcfj.v2i1.16

Editorial

How Can the NHS Account for
“Care Correct First Time”
Dr G Caldwell
Consultant Physician and Clinical Lead
Lorn and Islands Hospital, Oban

Abstract
NHS Healthcare providers are under constant pressure to make costs savings. There does not appear to be a way to account for
the costs of errors, harms and inefficiencies in patient care. If we could account for these costs, then medium to long term plans
could be created in order to reduce the costs lost in the consequences of errors, harm and delayed or low-quality care of patients.
If we get ‘Care Correct First Time’ then these wasted costs will fall, which could well achieve the 5% savings target within 5 years. I
propose a conceptual framework, which would account for these costs wasted on the consequences of error, harm or delays caused
by opportunity costs in the inefficient way that frontline staff have to provide Patient Care.

Introduction
A few years ago, I was on a ward round in Worthing Hospital.

the processes of care. Ideally, there would have been a push

We needed to get the results of a patient’s CT scan before we

notification for new results so that we would have known the

went to see him. There were four doctors and a Senior Nurse on

scan was not yet reported. However, this would require an

the round. We found that the computer had been left logged

order communication system. In the 27 years since I became

out on another user’s name. We had to reboot the computer

a consultant, the Directors of Finance have repeatedly turned

to be able to login, then load the imaging system, only to find

down business cases for order communications because they

that the CT had not yet been reported. This palaver took 10

are ‘too expensive’. Outside of the NHS, a business which

minutes, meaning that a total of 50 minutes of expensive

did not adopt ‘barn door obvious’ new processes in order to

professional time had added nothing to the patient’s care.

improve the productivity and safety of its main product or

The waste of our time irritated us and left us in a worse state

service would rapidly fail. The failure of the NHS to do just this

of mind for the consultation. The NHS currently has no way

results in inefficiency so incredible that it appears practically

to account for the cost of this type of unproductive time, or

inconceivable to the outside observer.

to use that costing to make a case for investment to improve
Unless otherwise indicated, this work is licensed under a Creative Commons Attribution-ShareAlike 4.0 International License
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Background
Many NHS providers are required to make savings of up to

What does this mean for an
NHS hospital?

5% on their costs for 2021-2022. The only way to achieve this
currently is to reduce services and to reduce staffing. These

I believe that these 5 simple objectives can remind the

are not savings, they are cuts.

Executive Team that the main work of a hospital is its
Obstetrics and Paediatric Services, Accident and Emergency,

What are the products of the
NHS supposed to be?

Acute Inpatients and Outpatients Services, and Palliative
and End of Life Care. The structure and processes within a
hospital must focus on high-quality and safe services within
these 5 areas of work. If there is a choice between funding a
new carpet for the CEO’s office or of 5 new iPads to improve

To talk about productivity, quality and safety, we must be able

communication between the emergency obstetric theatre and

to define the valued products. Fortunately, the NHS England

neonatal intensive care team, then the ultimate purpose of a

Constitution makes these clear. I sum up the purposes of the

hospital must figure in the final decision. When we understand

NHS as the following:

the purpose of the NHS and what it is ‘making’, then anything

1

that can make the work easier and swifter to achieve must be
With regards to expectant mothers and their children:

1.

of ‘Care Correct First Time’.
To support mothers throughout pregnancy, during
delivery, and following delivery, to ensure they may be

2.

considered seriously as an investment to improve the chances

as healthy as possible.

Where does the money go?

To provide excellent care to newborn babies. This

Although the NHS generally provides adequate accounts of

includes supporting children’s physical and emotional

budgetary decisions, its ability to assess value for money other

development, particularly ensuring immunisation

than for expensive new therapeutics through the National

against serious infectious diseases

Institute for Clinical Excellence is severely limited. This means
that if cuts are made the consequences are not always clear.

For all age groups:

3.

4.

5.

For example, as part of a 4% savings plan, a Hospital might
reduce nurse numbers on each shift and superficially appear

For patients with serious acute illnesses, to enable

to save money. However, we know that patients are more likely

early safe diagnosis, timely effective treatment and

to fall and fracture a hip once there are fewer staff members.

restoration of wellbeing to the maximum achievable

Once a patient has fractured their hip, their life is put at risk

by the constraints of the illness

and they require an avoidable complex operation and must
spend many extra days in hospital. There is an undeniable

For patients with long term illnesses, to enable them

risk that the patient may well not make a full recovery, and

to have as much wellbeing as possible and to live

that they may even die. These costs are substantial, and even

independently as long as possible

greater when the requirement to report and investigate every
fall is considered. They become massive if a complaint is made,

To support a calm end of life for those inevitably dying

resulting in an investigation and a legal settlement.
The value of a nurse is therefore far greater than the cost of a

“The value of a nurse is far greater than the
cost of a nurses salary”

nurse’s salary.
It is difficult to see the accounting for the costs of iatrogenic
harm, incident investigations, legal cases and settlements,
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or the costing for the Datix Governance processes in NHS
accounts. The NHS also has no way to account for opportunity
cost. If 20 staff members are involved in the investigation into

The Waste of Inefficiency and
Error in Patient Care

the fall and the fractured hip, the complaint, the meetings and
in producing an action plan, then they are not on the wards

I must explain the process of clinical care for an acutely unwell

attending to patients and potentially preventing another

patient requiring admission to hospital. This is not limited to

fall. If frontline ward staff have to spend an hour completing

the call to 999, the arrival of the paramedics, the transport to

paperwork for each admission – a conservative estimate – then

hospital, the 3h 59min in A&E, transfer to the Acute Medical

that is an hour in which they are not doing the direct work of

Unit, transfer to a General Ward and eventual discharge from

diagnosing and treating a patient, nor are they showing and

the Hospital, although each of these steps is riddled with

doing patient care.

inefficiency and possible error. I wish to explain the processes
from a doctor’s point of view and will probably stray out of my

Failure to get ‘Care Correct First Time’ and inefficient processes

area of expertise into the realms of Nursing, Pharmacy and

which slow down the pace of work therefore cost a significant

other Allied Healthcare professions.

amount of money. A slowed pace of work may not have
devastating consequences in an accountancy department but

When a patient requires acute admission to hospital, the

slowing the work by even a few minutes in A&E may mean

diagnosis is rarely clear. To reach a reliable working diagnosis,

death not life. I believe that with effective, efficient structures

a doctor requires reliable “Background” information.

and processes, we could get ‘Care Correct First Time’ and
work at twice our current pace without feeling hurried or
pressurised.

 What important current and previous medical condition
does the patient have? This is known as past medical
history, or PMH.

Once we get ‘Care Correct First Time’, the costs of incident
investigations, complaints and legal cases will plummet, and
we may achieve the 5% savings required for 2021-22. However,

 What are the current and recent medications that the
patient has taken?

this requires the Director of Finance to understand both the
priorities of a hospital and the structure and processes of care,
and to be allowed to create a 5-year plan rather than a 1-year

 Does the patient have any serious adverse reactions to
prescribed medications?

plan. For such a plan to achieve the required 5% savings, we
must be enabled to see the totality of the expenditure and
be allowed to invest for improvement in the priority areas of

 What important previous blood tests, investigations and
imaging has the patient had, and what are the results?

productivity, and in treating patients in order to make them
better or to maintain their health.

The doctor then needs to be able to give the patient their full
attention, and to listen to the patient’s account of the current
illness, then actively check for other symptoms and examine
the patient head to toe. At this juncture the doctor often
requests - or is given results of - near patient tests such as an

“Once we get ‘Care Correct First Time’, the
costs of incident investigations, complaints
and legal cases will plummet, and we may
achieve the 5% savings required for 2021-22.”

ECG or a urine test. They may then order immediate blood
tests and imaging. Once these are available, the doctor can
establish a working diagnosis in the context of the patient’s
clinical and social background. If the diagnosis remains unclear,
as is often the case, the doctor may write a list of differential
diagnoses. The summary of the case might then be as follows:

A 75y retired teacher presents with a 3-day
history of chest pain and breathlessness with
fever. His background is Type 2 Diabetes Mellitus
5

with retinopathy and kidney impairment, Chronic
Obstructive Pulmonary Disease, Prostate Cancer
and early Dementia, ex heavy smoker. He is known
to have a severe penicillin allergy. On examination
is clearly unwell with low oxygen levels and signs
of consolidation of the left lung. Tests show a
high white cell count, high CRP, raised D Dimer,
low oxygen levels, glucose high at 30 mmol/l. The
differential diagnosis is Pneumonia / Pulmonary
Embolism / Lung cancer with importantly high
glucose levels. Plan because of penicillin allergy
treat possible pneumonia with levofloxacin,
possible pulmonary embolism with full dose
Dalteparin, order a CT chest for tomorrow and give
some insulin now to bring down the glucose.
In an ideal structure and process this could take as little as 30
minutes from door to antibiotic, with all of the information

incredibly difficult unless the two hospitals are in the same

obtained and then verified with the patient. However,

Trust. I currently work in NHS Scotland; if the patient with the

efficiency within the NHS is often so poor that we cannot find

penicillin allergy is a resident of England who falls ill whilst

the background information, so we would not even know about

visiting Scotland, I can access no information about them at all.

the penicillin allergy. Even if the background information is

There is an impenetrable digital barrier between NHS England

found, it cannot be transacted from the GP information system

and Scotland which sets us up for Care Incorrect First Time,

to the hospital system other than by paper or a pdf file. This

and risks all of the subsequent costs.

means that information must be manually rewritten or retyped
into multiple systems, each time with the potential for error. In

However, this is not the only area of concern; even the

an efficient process information such as the patient’s weight,

background information of local patients is not readily

the diagnosis of Type 2 Diabetes Mellitus and the medications

available to the clinicians involved. If a GP attends the

for diabetes, would be transacted digitally from the GP to

penicillin-allergic patient at home, they may handwrite the

the hospital system(s), and error checked with the patient.

background diagnoses and medications. GP information

Once validated and transacted into the hospital system, the

cannot be transacted into the Ambulance Service System

information would then be usable wherever needed without

(ASS) should they be required, so paramedics must elicit a

rewriting or retyping. Each occasion a member of staff rewrites

full PMH, conduct a brief examination and provide immediate

or retypes information is a waste of time, a wasted cost, a delay

treatment. This is then typed into the ASS and a copy printed

in care and a dangerous opportunity to create a transcription

to give to A&E on arrival. A triage nurse in A&E often elicits

error which could result in patient harm. If we could release

the history again, does a brief examination and either writes

staff from this wasted time rewriting and retyping known and

this down by hand, or types it into an A&E system (which,

validated information, then the 4-hour target in A&E could be

should it even exist in the first place, is very unlikely to be able

halved to merely two hours. We would provide ‘Care Correct

to communicate with inpatient systems). The patient is then

First Time’ with fewer harms, incidents, reports, investigations,

treated by an A&E Doctor, who elicits a history, establishes

meetings and legal costs.

the background including medications, examines the patient,
orders tests, and then writes or types this all down. The A&E
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To labour this hypothetical summary with some personal

Doctor then calls for an Acute Medical Unit (AMU) Doctor,

anecdotes; when I worked in England in the 2000s, there was

who also elicits a history, gathers the background information,

no way of finding the background information about a patient

medications etc., and writes or types it all for the hospital

in A&E from GP records. There was also no way of getting

inpatient system. The doctor has to rewrite all the medications

information from a hospital 10 miles away. The development

onto an inpatient prescription chart or computer chart. By

of the NHS England Summary Care Record (SCR) of GP-

now errors are more likely than correct transcriptions, and

held information has led to some improvements, although

the notes are littered with abbreviations because staff soon

sharing information from a neighbouring hospital remains

tire of rewriting and retyping. On the AMU, the nurse assesses

the patient and rewrites or retypes the same information. The

fewer have instigated fool-proof systems which ensure that

pharmacist rewrites or retypes the medications list for their

the responsible clinician receives, reads and acts on the

records. The physiotherapists, occupational therapist, dietitian

results of tests. A two-fold strategy would provide a potential

etc. all have their own paper or computer notes, none of which

solution. Firstly, the results would be sent to an electronic

are able to link with the doctors’ or nurses’ notes.

patient folder, and the next clinician available to access the
folder would read the result and take some form of action

The discharge process brings about yet more instances of

(even if their action is as limited as passing the information

wasted time. The discharge medications often have to be

on to a colleague). Secondly, patients would be offered the

rewritten or retyped into separate discharge documentation,

choice to be sent a copy of each result, rather than hospitals

which does not collect the diagnoses from the inpatient

relying on individual paper requests. Currently, results

documentation nor include any tests results. The summary is

request forms must either be handwritten or have physical

then sent to the GP as hard copy or a PDF file, which cannot

labels typed and then applied – both are examples of waste

be linked into the GP record other than as a digital fax. If

and opportunities for error, in comparison to an electronic

the patient’s medication is changed, this would appear in

system. With an electronic system, the working diagnosis and

the summary without any notification to the GP staff of the

background information would be automictically transacted

change. They must identify a change which may or may not

onto the request, and its progress could be tracked through

exist through comparison with past records, then type the

the relevant department. Push notifications for the recipient

new medications into the GP system and manually deleting

would resolve the uncertainty surrounding the completion

the old one.

and collection of results and would also avoid results being
sent to doctors no longer attached to a particular ward. A

This waste of expensive staff time through simply documenting

closed-loop order communications system would dramatically

known information in multiple places, often creating errors on

reduce wasted time and cost associated with the late reading

the way, is so incredibly inefficient and dangerous that those

or outright loss of results, which is currently unaccountable.

outside of the NHS find it unbelievable. As there is not yet a way

Such a boon would be invaluable to patients, as it would

to account for such waste, it is impossible to offset it against

result in earlier identification and therefore more choices of

the development of a future method through which we may

treatment pathways.

safely transact digital information within a multidisciplinary
team.

The philosophy of our current governance processes has
also contributed towards wasted time and effort. After an

Similar wastes bedevil outpatient care, with the additional

‘avoidable harm’ such as a fall there is an incident report, an

encumbrance of creating clinic letters. Because diagnoses

investigation, a new policy and usually new paper or electronic

and medications cannot be transacted within most

forms to complete. It is undeniable that reducing the number

hospital’s information processes, the patient’s diagnoses and

of falls would result in a reduction in patient harm, and from all

medications are endlessly dictated and typed again each

past investigations we know that having more staff close to the

time the patient attends. Some patients may attend as many

patients reduces harmful falls. However, the NHS “solution”

as three clinics in one week, causing an error on the list of

to falls is to merely introduce a falls risk assessment form –

diagnoses and medications to be almost expected. Often the

and here again, most of the information must be rewritten

list may be omitted just because there is so much effort in the

or retyped rather than fed into the form. Doctors have found

dictation and retyping. If a process existed within hospitals

that the value of this form is negligible in comparison to the

to communicate past diagnoses and medications to present

presence of a qualified nurse, who is able to identify a patient

clinicians, the administrative workload would be so much

at risk of falls in the blink of an eye. What matters most is that

reduced that real time letters could be produced for instant

a nurse or health care assistant (HCA) is near at hand when

validation and then despatched to the GP and the patient.

the patient requires aid. However, as the completion of the
form is currently necessary, every second which a patient-

Another area of massive waste and opportunity for error

facing member of staff spends rewriting known information

within a hospital is the requesting of tests, reception of

behind a desk is a second in which a patient could fall. Once a

results, and the preparation for future action. Of the few

patient falls and has been rescued, there must follows an ‘After

hospitals which have electronic order communications, even

a Fall Huddle’, which takes all the staff away from the at-risk
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patient. The Huddle has to be documented and then the same

length of each attachment and dividing this by the average

information retyped, once again taking staff away from patient

reading speed of an adult will result in a rough estimate of

care. The Senior Nurse of the ward is usually responsible for

how many professional hours per day patient-facing staff

investigating and reporting the incident, confining yet another

are required to spend responding to emails. Given that

member of staff to an office and away from their patients and

staff are advised not to use email for individual patient care

colleagues. Instead of safeguarding patients, the governance

communications, this time can be considered as detrimental

process exacerbates the problem it is meant to solve.

to the top priority purposes of the NHS.

The falls risk form is not the only paperwork necessary, with

A New Philosophy for NHS
Budgeting

each one requiring the patient’s ID and the same repeated
information to be rewritten or retyped. This plethora of
paperwork then makes it very difficult and time consuming to
find basic information about the patient, causing ward rounds
to either take far longer or to not be thorough enough to

Aims to ‘reduce costs by 5%’ for 2021-22 will inevitably fail

ensure safe care and discharge.

unless care practices change, as we must aim to work more
efficiently rather than more quickly. Continuation of current

What should be our next
steps?

systems without advancement will cause patient care to
suffer, with increased errors, harm, incident investigations,
complaints and legal claims ultimately increasing costs and
further reducing frontline resources. ‘Care Correct First Time’
must be presented as a business alternative, which will save

It is possible to work out the costs of staff time using the

both economic and professional costs in the long term. In

publication Unit Costs of Health and Social Care from www.

order to do so, new methods of accounting for the financial

pssru.ac.uk. It then possible to combine this with time

and opportunity costs of wasted effort must be developed,

and motion models in order to estimate the financial and

in order to credit against the initial cost of improvement

opportunity cost of staff activity. These can then be used to

plans. In order to achieve this, senior leaders and managers

identify particular points of congestion within a hospital, and

must acknowledge the outdated, wasteful and error-creating

design new methods to alleviate wasted time and cost. For

processes in current use. Nursing leaders and clinicians must

example, I designed a new ward round trolley which made

be introduced to a new method of digital documentation

it much quicker to find a patient’s hospital notes folder.

rather than handwriting and recopying, to ensure maximum

We counted how often the notes were accessed each day,

working efficiency and to improve ease of information access.

and therefore how much staff time we released to be used
elsewhere. We showed that the cost of the trolley could be
offset within 5 working days by the cost of time released. Those

The way forward

moments could be used for diagnostic thinking, for teaching
and training, or for a few words of comfort to a patient which

The NHS must first account for the costs of incident reporting,

may in turn reduce the risks of complaints. Another example

investigation, governance committee meetings, Significant

of equipment to increase efficiency would be the introduction

Adverse Event Review (SAER) meetings, complaints, legal costs

of dual screen monitors. Many IT applications that are needed

and any insurance costs that are paid. Then, it must be argued

for a clinical consultation must run concurrently due to a of

that anything that improves the efficiency of the processes of

lack of integration of applications. I personally found that a task

patient care will ultimately improve ‘Care Correct First Time’.

which took an hour using one screen could be achieved in 45

This will ensure that targets are met, and that patients are

minutes with two screens. The cost of the second screen could

safely discharged earlier in the long term. As a consequence,

be offset within 8 hours of a consultant using a computer.

errors, harms, complaints and cost of legal proceedings will be
reduced. Staff will therefore be happier, and turnover lowered.

Another significant area of professional waste within the NHS
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is the issue of unnecessary emails. Counting the number of

The initial step that we must take is to account for wasted time

emails which staff receive per day, estimating the average

and effort. This will become credit to be released to get ‘Care

Correct First Time’

Key words
NHS, Cost improvement plans, Error, Harm, Opportunity Costs,
Productivity, Governance, Waste
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case study

You’ve improved the process,
But do you know how much
You’ve saved the NHS?
C Asher
Finance Manager
University Hospitals Coventry and Warwickshire

The NHS is a rich tapestry of professionals from all walks of life, dedicating their working lives to serving the UK population’s health
needs. Everyday there are individuals seeking to make a positive difference, for their patients, for their teams and for their students.
Throw in Brexit or even a pandemic, and the cogs just keep turning.
Initially qualifying as a Chartered Accountant with the National Audit Office, I saw the NHS as a huge set of consolidated accounts
fed into by an overwhelming number of sources. For someone who spent several years undertaking substantive testing at various
NHS bodies - I had a phenomenally poor understanding of its financial inner workings and values. Leaving the financial world behind,
I sought to serve society by studying medicine. It has been a hell of a journey but seeing the passion, dedication and pride exuded
by those working in a hospital (clinical and non-clinical) has been nothing short of awe-inspiring. Sure, it’s a job and it pays the bills.
However, there’s far more than the pay cheque that draws its employees to give everything they can to ensure every patient is
treated with respect and dignity. I have spent the past four years understanding the clinical aspects of the NHS. How various services
feed into each other, following the patient journey and building knowledge of a doctors’ responsibilities are just a few of the things
I’ve learned being on “the other side”.
Many finance colleagues will agree, you never really escape. I started to reflect on my experiences both clinically and financially and
found that the analytical skills I had gained in accountancy were very relevant to those required of a doctor. Though many clinicians
may not realise it, they are making financial decisions every day; deciding on appropriate imaging based on cost, prescribing generic
drugs vs branded ones, for example. I wanted to find a way of combining these two significant aspects of my professional experience
to help drive improvement both in terms of quality and value for money. This is where the familiar term ‘audit’ came into play.
Clinical audits form a significant part of a clinician’s workload and are very different from the external and internal audits I worked
on as a Chartered Accountant. I was, embarrassingly, excited to undertake audits as it was such familiar territory for me and I
understood its importance. The most useful outcome of these audits is the identification of a way to improve compliance with
relevant guidelines by undertaking process improvements. In most cases, when a junior doctor is conducting this work, they are not
thinking of how much money they’re saving the NHS. They’re focussed on improving patient care and meeting compliance indicators.
Unless otherwise indicated, this work is licensed under a Creative Commons Attribution-ShareAlike 4.0 International License
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I began to wonder whether there was a way of quantifying the

the data and produce the necessary analysis. The analysis

process improvements financially, ideally promoting buy-in

showed that by applying the new protocol, efficiency savings

and encouraging others to consider the same.

were made in direct, indirect and overhead cost areas when
calculated per patient. There was an average 89% saving in

As a result of COVID-19, a gap arose in the commercial finance

ward costs and a 58% reduction in length of stay. There were

team for an interim finance manager to help with the added

modest savings in pharmacy costs resulting from moving to

workload. This was an incredible opportunity for me to learn

oral antibiotics- though this move would more impact length

how an NHS Trust financially works and tie it into my clinical

of stay and ward costs due to mode of administration. Overall,

knowledge. The team’s Commercial Finance Manager, who

the new protocol produced an average total cost saving of 40%

was my line manager, is the embodiment of NHS values. She

compared to treating patients under the old protocol. Being

demonstrated strong leadership, dedication to supporting her

able to support protocol amendments with sound monetary

colleagues and a stout advocate for equality and diversity. She

figures meant that the new protocol could be proven to be

was extremely supportive of my vision and gave me projects

more efficient than the previous one.

that would allow me to build an understanding of how the
money mill worked. I was able to build a picture of what occurs

The second piece of work is still on-going, looking at patient

clinically and financially during a patient’s stay; from their

satisfaction and experience after moving from face-to-face

initial presentation all the way through to discharge.

clinics to virtual clinics as a result of the COVID-19 pandemic.
Moving from payment by results to block payments has made

I gained an appreciation for clinical coding, and its complexity,

comparing historical to current income data difficult, however,

by working on a project regarding profitability. The exposure

it has been a useful exercise in developing innovative ways to

to members of different teams gave me an opportunity to

analyse the information available to identify where efficiencies

understand the challenges faced by individuals trying to

have been made. The clinic and waiting areas have been

optimise their roles in such a colossal system. A mixture of

utilised by other teams, senior clinicians have been freed up to

information systems that don’t interface, overflowing inboxes

undertake other activities and the number of non-attendees

and multi-user input means trying to build a comprehensive

has dramatically fallen. It is my vision that all such studies

picture of a particular data aspect, such as costs, becomes

would include some financial cost-benefit analyses to support

overwhelmingly difficult. One can invest a substantial amount

process improvements, eventually establishing toolkits and

of time and effort into collating information; however, gaps

pathways for clinicians to access the necessary financial data

always remain. Importantly, I found like-minded clinicians

and assistance in analysing it.

who had conducted their own projects to gain a similar
understanding and improve the value that their teams could

I had the pleasure of joining the Finance for Clinicians virtual

offer. Most inspiring was a Trauma & Orthopaedics Consultant

event in January 2021. I found the presentations fascinating and

who developed an app to assist with clinical coding. They took

was especially excited by the prospect of a new user interface

the time to develop a detailed understanding of clinical coding

for PLICS. The coding workshop was extremely helpful, and I

and now the procedures that their team conducts are captured

have taken away useful examples of how important language

more accurately, attracting the most appropriate tariffs.

written by clinicians is for correct coding and what a difference

Thus far I have been involved in two pieces of work undertaken
by clinicians. The first was to assess the outcomes of diverging
from the pre-established animal hand bite protocol, where
patients would no longer be kept overnight on IV antibiotics.
The new process entails a thorough wash-out in ED upon
presentation, discharge with oral antibiotics, followed by
planned surgical washout in day theatres the following day.
The newer protocol has resulted in reduced patient length

“The exposure to members of different teams
gave me an opportunity to understand the
challenges faced by individuals trying
to optimise their roles in such a colossal
system.”

of stay, improved patient experience and efficiency savings.
Quantifying this was something they were very much hoping
to do so I offered to contact the relevant individuals, obtain
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it can make in terms of earning the appropriate tariff. I hope
to communicate these messages to colleagues and gradually
improve the terminology we use in our notes and when we
discharge patients.
As I embark upon the first rung of the junior doctor ladder, I
hope to undertake more projects to help clinicians understand
and utilise financial analyses. I aspire to produce toolkits
and run workshops on how to obtain the desired data in a
format in which effective analyses can be undertaken. I want
to contribute to the mission of developing financially astute
clinicians to create an excellent service for our patients and a
sustainable NHS for generations to come. Wish me luck!

Unless otherwise indicated, this work is licensed under a Creative Commons
Attribution-ShareAlike 4.0 International License
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case study

Financial Awareness Training –
Supporting Clinicians:
The show must go on!!
S Iqbal
Network Accountant – Mental Health
Lancashire & South Cumbria NHS Foundation Trust

Abstract
The finance department at Lancashire Care has always delivered financial training to support budget holders, clinicians and managers.
The COVID – 19 pandemic threatened to curtail these important interactions. Understandably financial training wasn’t a priority as
the pandemic manifested but as the months progressed and a sense of routine developed, clinicians reached out to the finance
department to request some financial awareness training. It demonstrated that whilst the NHS has had to cope and manage with
the ‘greatest threat to mental health since the second world war’ (Guardian, Dec 2020), clinical and finance colleagues decided that
the show must go on!
This article describes the training that was delivered and how finance departments can still interact and engage with non-finance
colleagues during these challenging times.

Introduction
Finance departments up and down the country were preparing

major supporting role to play to help remove barriers for the

for the busiest time of the year when the pandemic hit. What

care of patients (Healthcare finance, March 2020).

followed was unprecedented in modern times. Updated
guidance for year-end accounts, amended timetables, the

The LSCFT finance teams response to support front-line staff

temporary suspension of financial/operational planning,

and budget holders was recognised as we were nominated for

contracting and cost improvement programmes (CIPs),

‘Corporate Team of the Year’ in our annual awards ceremony.

and effectively an expenditure led finance regime heading

As we weren’t allowed to have the traditional get together a

into 20/21. Whilst these challenges were relatively small in

certificate was presented virtually as part of the LSCFT Festival

comparison to front-line services, finance teams still had a

of Celebration.
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We reviewed how funding flows into our Trust and its source
(block contracts and non-contract income) and how that is
then allocated to budgets. The training was delivered with
reference to the COVID-19 financial arrangements and how
that has helped clinicians focus on patient care.
The session also focused on budgeting, forecasting and CIPS,
with a discussion on how spending in this year could have an
impact on future years. Whilst CIPs were suspended in 20/21
it was important to highlight in the session that going forward
the NHS will need to deliver sustainable cost improvement
programmes. This will require robust planning and it will be
necessary for clinicians, budget holders and finance colleagues
to work even more closely together. Using opportunities

Engagement with clinicians

like this training allows conversations to start early and also
plant the seed for future planning. A further training session
specifically on budget statements was requested which will be

Finance teams are always looking to engage with clinicians and

followed-up in the new year.

I was delighted when the Associate Medical Director - Older
Adults, Prashant Kukkadapu, contacted me to request some

By mentioning the other functions of the department the

financial awareness training for clinicians. This was identified

medical leadership were sign-posted to other colleagues/

through their medical leadership support group and I agreed

teams in finance with the invitation to take up further

to deliver a virtual session in December 2020.

awareness sessions in the future. We also shared details of
how to access the ‘Free HFMA Bitesize Course’ through the

The presentation focused on:

electronic staff record (ESR) offering further innovative ways
of CPD.

 Commissioning & Income
Prashant provided some feedback following the training:
 Financial Services
 Financial Management
The session was interactive and provided an insight of how
the finance function operates using case studies. I started
the session by highlighting all the different teams and their
functions in the finance department:
 Financial Services
 Financial Management
 Procurement
 Quality & Value Accounting Team (Costing)
 Contracts
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 Income

“There is significant evidence showing Clinicians
involved in management deliver better outcomes
for patient care. Finance awareness is an important
aspect of management skills but Medical
Professionals don’t receive any training in this
crucial aspect. The training session Saki delivered
to our Medical Managers was well received
and helped us to understand how NHS Services
are Commissioned, improved our knowledge of
financial management including responsibilities as
a budget holder, accounts and forecasts, managing
budgets and things to consider when planning
a Service. I feel regular training sessions and
collaborative work between Medical Managers
and Network Accountants is absolutely crucial to
ensure Services are well planned and delivered by
effectively using the resources available.”

The session also prompted our Deputy Medical Director and
Chief Clinical Information Officer, Ayesha Rahim to tweet:
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lockdown, the NHS can look back with immense pride at how
as a community we responded to the pandemic. From frontline staff to corporate teams, NHS colleagues across the board
have demonstrated resilience and adaptability.
Case studies like this show how the NHS has still focused on
business as usual where possible and that it is gearing itself to
get back on track.
Whatever normal looks like in the future, finance teams will
continue to engage with clinicians and it is more important
than ever to ensure relationships are sustained, developed and
supported to collectively meet the challenges of the future.
There is ‘evidence that improving clinical engagement can have
positive financial implications for organisations’ (BMA, 2017).
This engagement will no doubt deliver benefits to patients and
to the financial well-being of NHS organisations.
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Educational

The Structure of the NHS
And how Money Flows
S Rowe
Programme Manager
One NHS Finance

Healthcare receives the largest amount of pre-allocated public money; despite the large amounts of money given to the NHS, this
is still a finite resource.
The NHS grapples with an ever-increasing expenditure commitment due to a combination of an ageing population with increasingly
complex healthcare needs, advancing scientific understanding in medical sciences coupled with increasing pharmaceutical costs. As
this increase in expenditure has not been met by the same rise in allocated funding, the NHS has undergone numerous reforms over
the years (see figure 2) to meet this challenge.
The past year has been the most challenging in the history of the NHS. As recently as February 2021, the latest white paper ‘Integration
and Innovation: working together to improve health and social care for all’ was outlined in Parliament, proposing significant changes
to primary legislation.1 This article sets out to explain the structure of the NHS, how this is changing and how the money flows
through the system.
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of extra funding that was received to fund NHS Test and Trace

Healthcare funding

(around £22bn), the procurement of personal protective
equipment at approximately £15bn, £2.7bn for vaccines5 and

How public money is spent is determined by Parliament and,

funding the independent sector to undertake some planned

more specifically, the Chancellor of the Exchequer. Money

treatment of patients.

allocated to healthcare is determined by the Spending Review,
which would usually occur every 3 years and is amended

Additional funding for 2021/22 of approximately £22bn for the

annually by the Budget report. Due to the uncertainty caused

costs of the pandemic has been planned, including £2.1bn for

by the coronavirus pandemic, it was decided that the latest

maintaining and distributing Personal Protective Equipment

Spending Review in November 2020 would cover April 2021

stocks, £15bn for Test and Trace and £163 million for COVID

- March 2022.

related medicines and therapeutics6. The £22bn includes the
£3bn the NHS will receive to help clear the waiting lists for

The government department responsible for healthcare is

mental health and the elective backlog. As we continue to

the Department of Health and Social Care (DHSC) which has

respond to the pandemic, additional funding will be needed;

the largest amount of pre-allocated public money with an

we cannot yet predict how much will be required and how

annual budget for 2021/22 of £169.1 billion (bn), including

long the pandemic will continue.

£22bn of COVID-19 funding . The DHSC budget is divided into
2

£147.1bn of revenue funding to cover day-to-day running

It is important to note here that the DHSC is not the main

costs such as staff salaries and medicines and £9.4bn of capital

source of public funding for adult social care, though it may

funding to pay for infrastructure and equipment and building

gain some strategic oversight in the new legislation likely to

maintenance costs. Out of the government’s core capital

come into effect in 2022. Local Authorities fund social care via

funding are funding commitments of £3.7bn until 2024/25 to

the Ministry of Housing, Communities and Local Government.

make progress on building 40 new hospitals, and £1.7bn until

7

2024/25 for over 70 hospital upgrades.

pooled budgets with Local Authorities known as the Better

3

Through Clinical Commissioning Groups, the NHS does have

Care Fund; this pooled funding arrangement in local areas
In 2020, the UK was faced with the biggest health crisis in a

supports NHS organisations and local government to plan

generation, and the government promised that the NHS would

and deliver services jointly. The Better Care Fund aims to

have “whatever resources it needs” to deal with the outbreak.

help people manage ‘their own health and wellbeing and live

4

For 2020/2021, there was approximately an additional £58bn

1962
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1948
the NHS is born

independently in their communities for as long as possible.’8
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2021
NHS Bill

Figure 2: Timeline of the Major NHS Reforms
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NHS structure
11 other partner

Parliament
(HM Treasury)

England

ICS

Department of Health
and Social Care (DHSC)

Military
Healthcare

NHS England and
NHS Improvement

Healthcare in the

Clinical Commissioning
Groups (CCGs)

146 Specialised
Services

Primary Care

(e.g. Acute, Ambulance, Mental
Health and Community Services)

Primary Care
Networks

Local

Other local partners
including independent of

Who does what?
Executive agencies

Special health authorities

Part of Department of Health, but
with greater independence than a
section of the department

These are independent bodies
but are still subject to ministerial
direction.

 Medicines and Healthcare
Products Regulatory Agency
(MHRA)

 NHS
Business
Authority

Services

Executive non-departmental public bodies
These are established by primary legislation and have a statutory function. They
operate at arm’s length from ministers and are overseen by a board.
 NHS England and NHS Improvement
 Care Quality Commission (CQC)

 NHS Blood and Transplant
 Public Health England soon to
be National Institute for Health
Protection

 National Institute of health and care excellence
 NHS Resolution
 NHS Digital
 NHS Counter Fraud
 Health Education England (HEE)
 Health Research Authority
 NHS Digital
 Health Education England
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The Care Quality Commission is an independent regulator

NHS Business Services Authority are responsible for providing

who monitor, inspect, and regulate health and social care

platforms and delivering services that support the priorities of

services to ensure that they meet with set quality and safety

the NHS, government and local health economies. In so doing,

standards. The CQC set out the standards of care that are good

they manage around £35 billion of NHS spend annually.13 They

and outstanding, and check that services are not falling below

are responsible for managing the NHS Pension Scheme and

the fundamental standards of care that are expected. They

NHS Prescription Services.

publish findings from inspections and issue ratings to help
patient’s to choose their care. Where poor care is found, the

NHS Blood and Transport manage NHS blood donation and

CQC have powers to take action.

transplant services in England and across the UK.14 They collect
and process donations of blood, care for blood transfusion

Health Education England is responsible for the education

patients, support and care for organ, tissue and stem cell

and training of the Healthcare Workforce. The Chancellor

donors and patients. They also provide research, diagnostic

announced an additional £260 million for Health Education

and therapeutic services in relation to blood transfusion, stem

England to support training and retention of the NHS

cell and organ donation.

workforce.

9

Medicines and Healthcare Products Regulatory Agency
National Institute for Health Protection is replacing Public

regulates medicines, medical devices and blood components

Health England. This new organisation will contain ‘NHS Test and

for transfusion in the UK.15 The MHRA has two funding sources;

Trace’ and the ‘Joint Biosecurity Centre’, alongside absorbing

the DHSC funds the regulation of medical devices, whilst the

the current responsibilities of Public Health England, which

regulation of medicines is primarily financed through fees

include responding to threats from environmental hazards

paid by the pharmaceutical industry. The agency ensures

and infectious diseases, preventing poor health and reducing

that medicines, medical devices and blood components for

health inequalities. The pandemic has really highlighted the

transfusion meet applicable standards of safety, quality and

extent of health inequalities that need to be addressed in this

efficacy, that the supply chain is safe and secure, they educate

country.

the public and healthcare professionals about the risks and
benefits of medicines, medical devices and blood components

Health Research Authority protect and promote the interests

and support innovation and research and development that’s

10

of patients and the public in health and social care research.

beneficial to public health. The February White Paper outlined

The HRA regulate aspects of health and social care research

that the MHRA would be allowed to set up national medicines

ensuring that the research is ethically reviewed and approved,

registries.

promoting

transparency

and

providing

independent

recommendations re the process of patient identifiable data

NHS Resolution manages negligence and other claims against

where it is not practical to gain consent.

the NHS in England on behalf of its members, manages
concerns about practitioner performance, deal with Primary

National Institute for Health and Care Excellence provide

care appeals and supporting the NHS to better understand and

national guidance and advice to improve health and social

learn from claims, concerns and disputes; to help providers of

care. NICE provide evidence based guidance and advice for

NHS care to target safety activity.16
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practitioners, develops quality standards and performance
metrics and provides information to improve outcomes for

Human

Fertilisation

and

Embryology

Authority

people using the NHS and other public health social care

responsible for making sure fertility clinics, and research

services.

centres comply with the law.17 By licensing, monitoring and

are

inspecting fertility clinics, the authority ensures that everyone
NHS Digital are the national information and technology

who steps into a fertility clinic, and everyone born as a result

partner to the health and social care system using digital

of treatment, receives high quality care.

technology to transform the NHS and social care. NHS Digital
12

teams design, develop and operate the national IT and data

Human Tissue Authority ensures that human tissue is

services that support clinicians at work, help patients get the

used safely and ethically and with proper consent.18 The

best care, and use data to improve health and care.

authority regulates organisations that remove, store and use

19

human tissue for research, medical treatment, post-mortem

aims to improve health outcomes, reduce health inequalities,

examination, education and training, and display in public.

improve quality and increase productivity. NHS England and NHS

They also give approval for organ and bone marrow donations

Improvement directly commission many services, including,

from living people.

Dentistry, Community Pharmacy, Primary ophthalmic services,
military healthcare, health services in the justice system (for

NHS Counter Fraud Authority leads the fight against fraud,

healthcare for children, young people and adults across secure

bribery and corruption in the NHS.

and detained settings) and specialised services.
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They use information

from a wide range of sources to build a better understanding
of the fraud risks faced by the NHS and develop creative,

There are 146 directly commissioned specialised services

innovative and proportionate solutions to tackle fraud. The

with a budget of roughly £20.1 billion. They are grouped into

authority also investigate the most serious, complex and high-

six national programmes of care, NPoC, who oversee the

profile cases of fraud, and work closely with the police and the

commissioning of specialised and highly specialised services.21

Crown Prosecution Service to bring offenders to justice.
The role of the NPoC is to provide leadership and oversight
NHS England and NHS Improvement work together as a

of the development and delivery of a comprehensive work

single operating model that has been designed to support the

programme that achieves demonstrable improvements in

delivery of the NHS Long Term Plan. They support the NHS to

the quality, equity, value and outcomes of commissioned

deliver improved care for patients through 7 regional teams.

specialised services. There are six national programmes of
care, each including a Board and then a number of Clinical

The new legislation will see NHS England and NHS Improvement

Reference Groups (CRGs), which are groups of clinicians,

officially merge and be designated as NHS England, which we

commissioners, public health experts, patients and carers.

expect to come into practice in 2022. There will be enhanced
powers of direction for the government over NHS England.

The majority of NHS England and NHS Improvements budget,

NHS England has been at arms-length since 2012 via annual

around £85 billion, is allocated to Clinical Commissioning

mandate with limited powers of intervention from the

Groups (CCGs). There are currently 106 CCGs in England as of

Secretary of State for Health. The new legislation will give direct

April 2021, a number that is decreasing in the move towards

accountability of the NHS to the Secretary of State. There will

Integrated Care Systems; there were 192 at the beginning of

be further measures to enable reforms to the NHS mandate to

2019/20.

allow flexibility in timing, power to transfer functions between
ALBs and removal of time limits on Special Health Authorities.

These groups are clinically led and comprise mainly of GPs,
but also include representatives from nursing, the public

Commissioning

and hospital doctors. CCGs plan and commission services for
their patients, including planned hospital care, rehabilitative
care, urgent and emergency care, community health services,

NHS England and NHS Improvement receives the majority of

mental health, and learning disability services.

the Department of Health budget with funding for 2021/22 of
£139.1bn, including the £3bn of additional COVID-19 funding

Since April 2015, Primary care or GP services are co-

mentioned above. In 2018, then Prime Minister Teresa May

commissioned by NHS England and NHS Improvement and

announced a £20.5bn 5-year settlement for the NHS. The NHS

CCGs. Primary care co-commissioning was introduced to

Long Term Plan that was published in January 2019 sets out

support the development of integrated out-of-hospital services

the key ambitions for the NHS over the next ten years and the

based on local people’s needs.22 The Budget for Primary care

priorities for the additional funding. The plan builds on the

is around £8.8bn.

policy platform laid out in the NHS Five Year Forward View,
which expressed the need to integrate care to meet the needs
of a changing population.20
According to NHS England, “Commissioning is the process of
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planning, agreeing, and monitoring services”. Commissioning

National Programme of Care

Services Covered

Internal Medicine

Covers defined specialised and highly specialised services related to digestion
(colorectal), renal (kidney), hepatobiliary (liver and pancreas) and the circulatory system (heart, lungs and vascular). As well as specialised medical services
in skin, endocrinology and rheumatology, Internal Medicine also includes the
majority of the solid organ transplant services. The Internal Medicine NPoC
consists of a Board and nine Clinical Reference Groups (CRGs) that provide clinical advice and leadership on the specialised services in Internal Medicine.
Includes complex cancer surgery, radiotherapy and chemotherapy. The role
of the Cancer NPoC is to support the commissioning of specialised and highly
specialised cancer services. This involves the development of national commissioning products, such as service specifications and clinical policy, as well
as the provision of expert clinical and commissioning advice to support service
improvement and innovation. The Cancer NPoC team works directly with four
cancer specific CRGs and a National Specialty Advisor for PET-CT and is supported by a Steering Group.
Covers specialised services in traumatic injury, orthopaedics, head and neck
and rehabilitation. It consists of an NPoC Board and seven CRGs.

Cancer Care

Trauma
Women and Children

Blood and Infection Services
Mental Health

Covers services in women and children, congenital and inherited diseases. It
consists of an NPoC Board and ten CRGs which includes specialised surgery in
children, neonatal critical care and specialised women’s services.
Covers specialised services in infection, immunity and haematology. It consists
of an NPoC Board and six CRGs.
Encompasses perinatal and child mental health as well as specialised mental
health and forensic psychiatric services.

Sources of income for CCGs

allowing for strategic commissioning focussing on population
health outcomes and for the ICS to delegate budgets to
the place level, with decisions being made closest to the

CCGs receive their funding allocations from NHS England

communities that the resources serve. From 2021/22, both

based on weighted capitation formulas, where the population

capital and revenue resources will be allocated at ICS level.

size is adjusted based on health needs and reflect regional
cost variations.23 The formula used for allocations means
that deprived areas or areas with an older population receive

Sources of income for GPs

more money than they would if it was based on population
alone. Once CCGs have received their allocations, it is up to

GP practices are funded through several different income

them to plan and buy services for their population based on

streams. Around half of its income comes from the global

local needs. CCGs also have a responsibility to monitor the

sum payment which includes out of hours and additional

quality of care they have commissioned from hospitals for

services. The payment is based on an estimate of a practice’s

their population.

workload and certain ‘unavoidable costs’ the additional costs
of serving a rural or remote area or the effect of geography on

In the move to Integrated Care Systems, funding is increasingly

staff markets and pay, rather than on the actual activity that is

being allocated at the system level as a system envelope,

carried out.24
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The average practice list size is 9,085, and the list is weighted

Primary Care Networks – member practices receive a

based on the Carr-Hill formula (which accounts for factors such

participation payment.

as age and gender). The value per patient rate for 2021/22
is £97.28, which is paid monthly. The payment is reviewed

Other funding streams for GP practices include:

Sources of income for
providers

Quality Outcomes Framework (QOF) – a point based incentive

The majority of a trust’s income comes from commissioning,

scheme for GP practices that is voluntary for practices to

mainly from CCGs/ICSs but also partly from NHS England via

opt into. Payments are made for good performance against

Specialist Service Commissioning. Other sources of income

indicators that include common chronic conditions, public

include private patients, leasing of property, car parking

health concerns and preventative services.

charges, retail and catering facilities and education, training

quarterly to account for changes to the practice population.

and research.
Local / Designated Enhanced Services – services agreed

22

nationally (DES) or locally (LES) that supplement core services,

Once a commissioner agrees to a contract with a provider, the

this is also voluntary. They cover such things as Learning

contract determines the payment mechanism by which the

Disability Health Check, minor surgery and de-registered

services are paid. There are many different payment systems

patients.

for providers, some of which are outlined in figure 3.

Premises Funding – practices are reimbursed by the CCG for

During the pandemic, providers received payment on a block

water rates, clinical waste and rent if the property is leased or

basis to provide financial certainty during the crisis. This will

mortgage payments if owned.

continue into the first 6 months of 2021/22 (H1) for providers

Block

A “lump-sum” payment to cover a specific or range of services, with no dependency on the quantity of demand or supply. Example: Community services

Capitation

A “lump-sum” payment linked to size and “complexity” of population served by a
provider. Example: GP services

Pathway of care

A single payment to cover activity related to aspects of a specific pathway of care.
Example: Hospital maternity services

Pay for performance

Payment linked to the delivery of specific performance targets. Example: GP
Quality for Outcomes (QOF) - Commissioning for Quality and Innovation
(CQUIN) in Acute, Community and Mental Health Services

Per diem

A “lump-sum” payment per patient per day of care. Example: Excess bed days in
the acute sector

Care based

Activity based reimbursement based prospectively on complexity of diagnosis/
treatment/patient characteristics. Example: National tariff based payments in
acute and mental health services

Pass through

Cost of service delivery paid by commissioning body. Example: High cost
chemotherapy drugs
Drawn from Appleby et al., (2012) - Figure 3 outlines some of the traditional payment systems used in the NHS

along with any Covid-19 allocations. Acute providers may also

It is likely that funding will increasingly be distributed at the ICS

receive funding through the Elective Recovery Framework for

level with commissioning on a more strategic basis. The impact

any elective activity that is carried out above the threshold

of COVID-19 has accelerated many of the changes needed to

value of activity and acute, mental health and community

work effectively as a system and delayed some timelines as

providers may receive service delivery funding to enable

attention remains on COVID support and managing our exit

delivery of Long Term Plan priorities.

from the pandemic.

The block payments include CQUIN payments, and

Another key aspect of the Long Term Plan was the creation

commissioners are not currently withholding payment for

of Primary Care Networks or PCNs. PCNs are made up of

non-achievement of CQUIN. Payments for patients visiting

neighbouring general practices covering a population of

from another commissioner area (NCAs) are also included

between 30,000-50,000 people. PCNs’ build on existing

within the system envelope and therefore charging NCAs is

primary care services and enable a greater provision of

also suspended during H1 of 2021/22.

proactive, personalised, coordinated and more integrated
health and social care for people close to home.’27 £1.8bn of

As we move to the system working, there will be a change in

the £2.8bn promised over five years in The NHS long term plan

payment systems and a shift towards whole system contracts.

will come through the network contract rather than directly to

NHS England and NHS Improvement have been developing a

individual practices.

new payment system for the future, which is anticipated to be
a blended payment model.

Summary

For more information on NHS Payment Systems, please read
‘Payment Systems in the NHS’, which can be found in issue one

In summary, £1 in every £5 of government spending is spent

of this journal.25

on healthcare. The money flows from Parliament via the
Department of Health and Social Care and NHS England and

Moving to integrated care
and system working

NHS Improvement and in the most part Clinical Commissioning
Groups to the organisations that provide patient care.
However, there are many organisational changes coming with
a shift to system working with integrated care becoming the

In 2015, England was divided geographically into 44 areas,

default as outlined in the White Paper setting out legislative

each with an average population of 1.2 million, though it

proposals for a Health and Care Bill.

ranges from 300,000 to 2.8 million. NHS organisations and
local councils were asked to collaborate and develop plans

Integrated care is based on the concept of population health,

on how they would meet their populations’ health and social

where ICSs are responsible not just for the treatment of their

care needs. These groups are known as Sustainability and

population but also to keep them healthy in the first place.

transformation partnerships or STPs.

The legislative changes that we expect to come into place in
2022 will be the biggest changes to the health service since

STPs have now evolved into Integrated Care Systems or ICSs,

the 2012 Lansley Reforms.

which are alliances of providers such as hospitals, community
services, mental health services, GPs and may even include

There will still be a role for commissioners in the world of

independent or third sector organisations that decide to

integrated care, but it will look different and 2021/22 will be a

work together to deliver care rather than compete. ICSs will

key year to start to see what these changes look like – and how

not improve population health or the health inequalities that

COVID affects this.

have been highlighted in the pandemic without involving
local government. The goal is to facilitate ‘joined up care for
everyone in England’, ensuring all parts of the NHS, public

Key words

health and social care system connect and collaborate.26
NHS, Cost improvement plans, Error, Harm, Opportunity Costs,
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Productivity, Governance, Waste

References:

medicines-and-healthcare-products-regulatory-agency
16. https://resolution.nhs.uk/
17. https://www.hfea.gov.uk/

1.

2.

https://www.gov.uk/government/publications/workingtogether-to-improve-health-and-social-care-for-all

18. https://www.hta.gov.uk/

https://assets.publishing.service.gov.uk/government/

19. https://cfa.nhs.uk/

uploads/system/uploads/attachment_data/file/966868/
BUDGET_2021_-_web.pdf p.32

20. The NHS Long Term Plan Explained, The Kings Fund
https://www.kingsfund.org.uk/publications/nhs-long-

3.

November 2020 Spending Review, NHS Providers,

term-plan-explained

https://nhsproviders.org/media/690572/november2020-spending-review-final.pdf

21. https://www.england.nhs.uk/commissioning/specservices/npc-crg/

4.

https://www.bbc.co.uk/news/av/uk-politics-51791165
22. About Primary Care co-commissioning, https://www.

5.

November 2020 Spending Review, NHS Providers,

england.nhs.uk/commissioning/pc-co-comms/pc-

https://nhsproviders.org/media/690572/november-

comms/

2020-spending-review-final.pdf
23. NHS Funding Allocations:Clinical Commissioning Groups,
6.

https://www.gov.uk/government/publications/

House of Commons Library Briefing Paper September

spending-review-2020-documents/spending-review-

2019, Rachel Harker

2020#departmental-settlements
24. https://www.kingsfund.org.uk/publications/gp-funding7.

https://www.nuffieldtrust.org.uk/news-item/who-

and-contracts-explained

organises-and-funds-social-care#england
25. http://www.clinicalfinancejournal.co.uk/index.php/
8.

https://www.england.nhs.uk/ourwork/part-rel/

home/article/view/13

transformation-fund/better-care-fund/about-the-bettercare-fund/

26. Integration and Innovation: working together to improve
health and social care for all by the Secretary of State for

9.

November 2020 Spending Review, NHS Providers,

Health and Social Care, February 2021, p.7

https://nhsproviders.org/media/690572/november2020-spending-review-final.pdf

27. https://www.england.nhs.uk/primary-care/primary-carenetworks/

10. https://www.hra.nhs.uk/about-us/what-we-do/
11. https://www.nice.org.uk/about
12. https://digital.nhs.uk/
13. https://www.nhsbsa.nhs.uk/what-we-do
14. https://www.nhsbt.nhs.uk/

24

15. https://www.gov.uk/government/organisations/

Unless otherwise indicated, this work is licensed under a Creative Commons
Attribution-ShareAlike 4.0 International License

