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PURPOSE OF THE REPORT 

To provide the Board of Directors with the Memorandum of Understanding for the South Yorkshire and 
Bassetlaw (SY&B) Integrated Care System (ICS).  
 
 
KEY POINTS 

The final version of the Memorandum of Understanding (MoU) for the SY&B ICS for 2018/19 has been 
developed in negotiation with NHS England (NHSE) and NHS Improvement (NHSI), ahead of the go live 
level 2 date of 1 October 2018.   
 
The MoU for 2018 builds on the MoU signed by the SY&B ICS Chief Executive on behalf of the system 
last year.  It covers: 
 

 The national NHS priorities and deliverables (the NHS Constitution standards). 
 The financial framework (all Governing Bodies and Boards previously agreed the framework). 
 The ICS priority areas (also previously agreed).   

 
The one area within the MoU yet to be finalised, is the revised operating model and governance 
arrangements for 2018/19 which is currently being worked through by the SY&B ICS, both as part of a 
wider system governance review and with NHSE and NHSI regional colleagues to ensure the ICS is 
empowered and enabled to deliver its responsibilities as a level 2 ICS.  This will be taken forward through 
a process of enabled due diligence.  
 
 
IMPLICATIONS2 

AIM OF THE STHFT CORPORATE STRATEGY 2017-2020 TICK AS APPROPRIATE 
1 Deliver the Best Clinical Outcomes  
2 Provide Patient Centred Services  
3 Employ Caring and Cared for Staff  
4 Spend Public Money Wisely  
5 Deliver Excellent Research, Education & Innovation  
 
RECOMMENDATIONS 

The Board is asked to note the MoU and direction of travel.   
 
 
APPROVAL PROCESS 

Meeting Date Approved Y/N 
Board of Directors 27/11/18  
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Memorandum of Understanding 
 

SOUTH YORKSHIRE AND BASSETLAW 
INTEGRATED CARE SYSTEM 

 
PRIVATE 

 
October 2018 

 

Author(s)  

Will Cleary-Gray, Chief Operating Officer, South Yorkshire and Bassetlaw 
Integrated Care System 

Sponsor  

Sir Andrew Cash, Chief Executive, South Yorkshire and Bassetlaw Integrated 
Care System 

Is your report for Approval / Consideration / Noting 

 

Noting 

Links to the STP (please tick) 

 
Invest and grow Treat the whole 

Reduce Join up health         primary and person, mental 
inequalities and care community care and physical 

Standardise Simplify urgent 
acute hospital and emergency Develop our Use the best 

care care workforce technology 

 
Work with 

Create financial patients and the 
sustainability public to do this 

Are there any resource implications (including Financial, Staffing etc)? 

 

Summary of key issues 

 

The final version of the Memorandum of Understanding for South Yorkshire and Bassetlaw ICS for 
2018/19 has been developed in negotiation with NHS England and NHS Improvement, ahead of 
the go live level 2 date of 1 October 2018. 

 
The MOU for 2018 builds on the MOU signed by the SYB ICS Chief Executive on behalf of the 
system last year. It covers: 

 

 The national NHS priorities and deliverables (the NHS Constitution standards) 

 The financial framework (all governing bodies and boards previously agreed the framework) 

 The ICS priority areas (also previously agreed) 



The one area within the MOU yet to be finalised is the revised operating model and governance 
arrangements for 18/19, which we are currently working through, both as part of a wider system 
governance review and with NHSE /I regional colleagues to ensure the ICS is empowered and 
enabled to deliver its responsibilities as a level 2 ICS. This will be taken forward through a process 
of enabled due diligence. 

Recommendations 

 

The Board/Governing Body is asked to note the Memorandum of Understanding and direction of 
travel. 
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Memorandum of understanding for Integrated Care Systems 

Dear Andrew, 

We are writing to confirm South Yorkshire and Bassetlaw’s status as an Integrated 

Care System (ICS), subject to collective agreement of all the leaders in your system, 

and to describe the terms of this relationship with the national leadership bodies. 

In order to enable the further development of the ICS approach in 2018/19, this 

document sets out the national expectations of ICSs, the freedoms and flexibilities 

that these systems will gain in return and how we will work to support system 

leaders and their teams.  

1. Objectives

ICSs are systems in which NHS commissioners  providers, NHS England and NHS 

Improvement, working closely with GP networks, local authorities and other 

partners, agree to take shared responsibility (in ways that are consistent with their 

individual legal obligations) for how they use their collective resources to improve 

quality of care and health outcomes. They are expected to make faster progress 

than other health systems in transforming the way care is delivered, to the benefit 

of the population they serve.   

ICSs will: 

• re-design and integrate clinical and care pathways to better meet the needs of 
the local population, incorporating use of prevention and self-care where 
appropriate;

• develop population health management approaches that facilitate

the integration of services focused, in the first instance, on populations that are 
most at risk of developing acute illness and hospitalisation;

• work with key system partners and stakeholders including patients and 
residents and their democratic representatives, health and care staff, local 
government and the voluntary sector;

• take collective responsibility for managing financial and operational 
performance, quality of care (including patient/user experience) and health and 
care outcomes;

• implement new methods of payment that support integration of services and 
population health management approaches, whilst enabling delivery of a shared 
system control total; 
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• create more robust cross-organisational arrangements to tackle the systemic

challenges that the health and care system is facing;

• act as a leadership cohort, demonstrating what can be achieved with strong local

leadership, operating with increased freedoms and flexibilities; and

• commit to developing and disseminating learning, together with the national

bodies, so that other systems can develop ICSs.

2. National NHS priorities and deliverables

The NHS guidance for refreshing 2018/19 plans confirmed the priorities set out in Next 

Steps on the Five Year Forward View.  These include to: 

 improve investment in, access to and the quality of mental health services as 
defined in Implementing the Five Year Forward View for Mental Health and the 
planning round refresh;

 promote better prevention and earlier diagnosis of cancer, as well as increasing 
access to innovative and timely treatments that improve survival, quality of life and 

patient experience;

 stabilise general practice, ensuring measures are in place to maximise GP retention 

and recruitment,  and support the development of primary care networks that 

improve access and share assets and workforce. In time these networks will 

collaborate to expand the range of services available in the community, including 

proactive services aimed at keeping people well and/or prevent acute 

deterioration;

 redesign and strengthen the urgent and emergency care system through successful 

implementation of the UEC transformation programme.  This includes delivering 

national operational standards, the 2018/19 ambitions on “Reducing long stays in 

hospital - to reduce patient harm and bed occupancy”   and urgent and emergency 

mental health care for people of all ages;

 transform the treatment, care and support available to people of all ages with a 
learning disability, autism or both so that they can lead longer, happier, healthier 
lives in homes not hospitals; and

 continue to make maternity services in England safer and more personal through 
the implementation of the Better Births guidance. 

The national deliverables that underpin these priorities are set out in Annex 1 of this 

document for ease of reference.  

We are also expecting ICSs to go further than other systems in driving improvement 

across the clinical priority areas including:  

 reaching 100% coverage of self-identified primary care networks (PCNs) by the

end of 2018/19. We expect PCNs to be: functionally sharing assets and

workforce and consistently delivering care through integrated teams to high risk

https://www.england.nhs.uk/publication/next-steps-on-the-nhs-five-year-forward-view/
https://www.england.nhs.uk/publication/next-steps-on-the-nhs-five-year-forward-view/
https://www.england.nhs.uk/wp-content/uploads/2016/07/fyfv-mh.pdf
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groups; making use of data to understand their populations, identifying variation 

in resource use and outcomes, and guiding clinical decision making; acting as a 

core partner in system decision making. We will work with each ICS over the 

summer to agree the level of primary care network maturity that systems expect 

to achieve by March 2019, and that would represent a step change in the delivery 

of integrated primary care during 2018-19. We will also co-produce with ICSs 

appropriate measures to assess progress and impact, aligned with the national 

Primary Care Network Programme; 

 enhancing resilience of systems before next winter, for example by improving 
system-level working across urgent and emergency care and improving 
resilience in care homes through implementation of the Enhanced Health in Care 
Homes framework;

 working in partnership with the National Mental Health Team to develop and 
implement actions to improve system-level working across all local partners for 
Mental Health delivery in 2018/19, and work towards a  system-wide mental 
health investment strategy, and credible mental health workforce plan for 
2019/20;

 working through, and as an active member of your Cancer Alliance, and in 
partnership with the National Cancer Programme, to implement the National 
Cancer Taskforce’s recommendations1. 

1
 http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-

_a_strategy_for_england_2015-2020.pdf 

http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf
http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf
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3. Integrating care

In addition to making progress on these core priorities, ICSs will lead the way in 

integrating health and care services at the population and person level, including in the 

following ways. 

 Analysing patterns of need, health and care utilisation, cost and other metrics

by population segment. These analyses should help ICSs identify population

groups that should receive proactive care with the objective of preventing

illness or hospitalisation and reducing inequalities. Nationally we will work

with ICSs to design a mechanism that can provide a common and consistent

source of data to support benchmarking, peer learning and improvement.

 Using these analyses to redesign care with a view to providing proactive

services to at-risk population groups and coordinating different services for

them.  We will support ICSs with practical learning derived from the new care

models programme as well as other models used internationally.

 As population analytical methods will initially be snapshots, ICSs will

increasingly need to build the digital infrastructure that allows for real-time

analyses, patient ‘tracking’ and actionable insight. We will provide ICSs with

advice on interoperability, information governance and, where necessary and

appropriate investment.

 With support from the national team, ICSs will be required to make significant

progress from baseline assessment towards full maturity of the three

population health management capabilities and develop a system-wide plan

setting out locally determined population health priorities.
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4. Local priorities and deliverables

As well as delivering the priorities outlined in our system operating plan, the ICS 

leadership commits to take responsibility for developing a shared system strategy and 

plan to oversee transformation delivery in the following high priority deliverables in 

2018/19:  

Summary: 

 The next stage of building and strengthening primary care networks

 Building capacity and capability for population health management

 Implementing the next stage of the hospital services review and 

corresponding SYB out of hospital strategy

 Implementing a system efficiency approach together with governance 
arrangements and efficiency boards. 

ICS Function Priority Area Actions  

Strategy, Planning 
and 
Transformation 

Governance arrangements  
Build on existing partnership 
arrangements to establish 
robust arrangements for level 
2 ICS governance which are 
inclusive and transparent.  

 Review of governance arrangements 
for ICS at level 2 moving to level 3 by 
2019/20

 Including the future role of provider 
Committees in Common, and the Joint 
Committee of CCGs

 Develop and implement Accountable 
Care Partnership (ACP) Integration 
Agreement within the ICS and each of 
its five Places 

SYB ICS strategy 2018/19 – 
2019/20  
Refresh SYB system plan  

 Refresh STP plan to create strategy to
deliver level 3 ICS by April 2019

 Working with each of the five places,
develop Out of Hospital/ Shift left
strategy in parallel with Hospital
Services Review next stage

Patient and public 
involvement  

 Undertake Hospital Services Review
communications / engagement
/consultation in line with Strategic
Outline Case and Outline Business
Case process

Strengthening capacity and 
capability  

 Develop Human Resources
Framework for ICS

Provider 
development  

Hospital Services Review – 
next stage 

Successful implementation of 
next stage of the Hospital 
Services Review (HSR)   

 Agree collective response to the HSR.
 Develop Strategic Outline Case and

OBC (following the national assurance
process)

 Develop Pre-Consultation Business
Case / Decision Making Business Case

 Meet change assurance process
 Procurement arrangements with

ACPs
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Population health 
and primary care 

Integrated primary care 
networks  
Take forward development of 
primary care at scale and 
integrated primary care 
networks    

 Support ACPs to deliver national
requirements

 Develop ICS out-of-hospital model
 Develop SYB population health plan

for 2019/20

Population health 
management 
Building and strengthening 
population health 
management capability in 
each place and across the 
system 

 Develop population health capacity 
and capability in partnership, with 
each of the five ACPs making good 
progress towards being a middle 
range system by 2019/20

 For each of the five ACPs, enable all 
local care networks to achieve a level 
of maturity that ensures consistent 
coverage of new models of integrated 
primary care underpinned by 
population health management

 Adopt integrated ways of working 
within the five localities that bring 
together local networks, including 
community services, with secondary 
care redesign – to support whole 
place-based care 

Finance, 
contracting, 
capital and estates 

Finance 
Building on finance strategy 
and making best use of 
resources   

 Develop financial strategy, governance
and mechanisms underpinned by the
national financial framework for ICSs
and aligned with system-wide
provider /commissioner finance and
efficiency plans and payment reform

Estates and capital planning 
Strengthening capital and 
planning capability and 
capacity  

 Develop estates strategy and capital
plans to support system
transformation

 Review capacity and capability and
requirements for 2018/19 and
beyond

Contracting 
Establishing system approach 
to contracting 

 Implement ‘system commissioning’
lead contracting models and new
(outcomes based) payment
mechanisms

 Develop outcomes-based contracts
(i.e. alliance, ICP contract model) to
incentivise quality of care and
population health management

System efficiency 
Establishing a system 
approach to improving 
efficiency  

 Implement SYB ICS Efficiency Board to
oversee system efficiency programme

 Implement priorities for 2018/19 and
develop priorities for 2019/20

Integrated 
assurance and  
improvement   

Single assurance framework 

Establishing a mutual 
accountability model and 
integrated assurance 
approach 

 Work with the regions and central
sponsor to establish how the ICS will
be enabled to have a shared oversight
role

 Develop and implement mutual
accountability model building on
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existing work and approaches 
 Deliver integrated ICS System

Operational Plan
 Develop 2019/20 system plan and

priorities via the local planning round
with the five Places
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5. Transformation funding

ICSs have been given transformation funding delegated to a host CCG on behalf of an ICS 

to support the implementation of integrated care and the local priorities set out above. 

This transformation funding package is set out in Annex 2. We will also be taking steps 

where possible to increase the flexibility of transformation funding streams dedicated 

to specific priorities from 2019/20 and beyond.  

Financial governance arrangements 

Definitive allocations are subject to NHS England and NHS Improvement approval for 

ICSs to go live. Prior to the release of any of the additional devolved funding included in 

this package each ICS will need to demonstrate:  

 Governance and accountability arrangements so it is clear how decisions are 
made and who is accountable for delivering value for money from the 
expenditure.

 A value based allocation process for determining the use of the funding.

 Arrangements for oversight and reporting of expenditure and tracking of 
benefits realisation. 
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6. Managing collective resources

i) System improvement plan

You have committed to operating as a live ICS and as such, you are required to 
work within your system improvement plan as detailed below. You have been 
given the flexibility, on a net neutral basis, and in agreement with NHS 
England and NHS Improvement, to vary individual control totals during the 
planning process and to agree in-year offsets of financial over-performance in 
one organisation against financial under-performance in another.

ii) Incentive scheme

You have selected the 50% partial PSF/CSF Option as set out in NHS England 
and NHS Improvement’s letter of 15 May 2018.

The tables in Annex 3 set out the organisation control totals, system control 
total and Provider Sustainability Funding allocations for your system. They 
also set out the quarterly phasing of the Provider Sustainability Funding by 
type for each organisation, which will reflect the incentive scheme you have 
chosen.

As you have agreed a system improvement plan, Annex 3 also shows the 
calculation of the starting point for your system improvement plan and the 
level of performance at which you will begin to ‘earn back’ lost PSF.

The calculation for the amount of PSF to be earned-back is below. 

The maximum amount of PSF that can be earned-back will be capped at the 

lost PSF from the ICS's share of the £650m, which in SYB's case is £2,363,000. 

Earned-back PSF will be paid at the financial year-end based on full year 

financial performance. 

Trust Finance PSF is linked to the delivery of individual control totals and 

System PSF is linked to the delivery of the system improvement plan.  

Trust A&E PSF is linked to delivery of A&E performance at acute trust level, or 

where the acute trust does not achieve - at A&E Delivery Board level, provided 

the trust has met its individual control total, subject to any agreed net-neutral 

changes or in-year offsets between organisations. For trusts without an A&E, 

the PSF associated with this element (30% of the total) will be paid based on 

individual control total performance (as is the case for non-ICSs) and is shown 

under Trust Finance PSF. 
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Where the quarterly system improvement plan value as per Table 4 is not 

achieved, the ICS will lose System PSF (finance) at a rate of £1.50 per £1 of 

system underperformance compared to the system improvement plan value. 

This will be lost pro rata in each trust up to the maximum System PSF 

(finance) available in that quarter (as per Table 2), unless an alternative 

distribution is agreed between the ICS and NHSE/I, prior to the quarter end.  

 Any lost System PSF can be recovered in later quarters if the system recovers 

its cumulative position to achieve its system improvement plan value. 

Similarly, lost Trust PSF (finance) can also be recovered in later quarters if the 

trust achieves its cumulative individual control total. However, lost Trust PSF 

(A&E) cannot be recovered.  

 Where the ICS earns its System PSF (finance) allocation in one quarter, but 

then goes off-plan in subsequent quarters the funds it has previously received 

will not be clawed back.  

System PSF (finance), Trust PSF (finance) and Trust PSF (A&E) will be paid 

quarterly and phased in the same way as for non-ICSs in line with the 

applicable PSF/STF guidance. 

iii) Single system operating plan

In the 2018/19 planning round, you set out a single system operating plan 
that aligns the activity and financial plans of CCGs and providers. We expect 
you to collaborate to manage income and expenditure as a system openly 
across commissioners and providers, working together to ensure you live 
within your agreed system improvement plan value during 2018/19.

iv) Capital and estates

As for STPs, you developed a system-wide estates and capital plan for 
submission in July. We asked that this should include sufficient focus on out-

of-hospital schemes. This STP capital process is the main channel for access to 
strategic capital in 2018/19. 
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7. Oversight

We will progressively look to systems to manage and improve their own performance, 

as well as transforming services to ensure they are clinically and financially sustainable. 

We will develop an oversight model that empowers your system to take a shared or 

leading role in decisions about oversight of trusts and CCGs, supported as necessary by 

NHS England and NHS Improvement, and with a commitment to minimising the 

administrative burden placed upon systems.  

Regional teams will agree with ICSs how this oversight model will operate, taking into 

account the maturity of system working, including governance and financial 

management. This will include: 

 establishing a single governance forum, (led and hosted by the ICS, but with

input from regional teams) to review both system performance and the

performance of individual providers and CCGs.

 agreeing an accountability framework setting out how oversight will work in

practice.

 agreeing a work programme and timetable which identifies specific and tangible

changes that will be made to the relationship between NHS England, NHS

Improvement, the ICS and local trusts and CCGs.

General principles 

In order to support system working and as the oversight model develops, all parties 

agree to work by the following principles: 

 The ICS will interact with a single regional director, acting on behalf of both NHS

Improvement and NHS England. We are working towards having fully integrated

regional teams, as part of our wider plans for joint working.

 Where underperformance is identified, the ICS will generally be responsible in

the first instance for working with local organisations to address the issue,

supported by regional teams of NHS England and NHS Improvement. Any NHS

England or NHS Improvement intervention required will, wherever possible, be

identified in consultation with and agreed with the ICS.

 Any regulatory decisions e.g. to put a trust or CCG into special measures, will, as

now, be made by NHS England and NHS Improvement, but wherever possible in

consultation with and taking into account the views of the ICS.

 NHS England/NHS Improvement will not generally engage with individual

providers or CCGs without the knowledge of the system and an invitation to

participate in the discussion.

 National programmes will, wherever possible, work through and with the ICS to

ensure that challenge and support is in line with the needs of the system. Where



12 

there are national support offers focussed on systems, these offers will be agreed 

with the ICS. 

 NHS England/Improvement will minimise ad hoc data and information requests.

Where additional data or information is sought, the ICS will be consulted before

the request is issued. Where additional data or information is being sought from

CCGs or trusts, we will, wherever possible, agree whether the request should

come from NHS England/NHS Improvement or the ICS.

 These principles support a single route of communication, seek to enable the

system to focus on improving and transforming quality and efficiency of care and

reduce duplication of effort across our organisations. They also start a change in

the way the system operates which starts to enable resources to be utilised

differently both locally and in the regions.

 establish a governance mechanism, in discussion with the regions and the national

team, to support this process

 agree the principles and terms of reference which will guide the Enabled Due

Diligence process.

 commit to defining through the accountability agreement:

‒ How the ICS will relate to a single regional director 

‒ Which functional accountabilities and responsibilities will empower the 

ICS 

‒ The identification of any active interventions and their status 

‒ How the ICS will be enabled through a single integrated assurance and 

improvement delivery team 

‒ How the ICS will be enabled to be assured once, as a system, for delivery 

of the NHS Constitution, mandate and quality  and financial performance 

‒ How the ICS gives wider assurance to the system 

‒ How the ICS is enabled though data and systems 

‒ How the ICS is enabled through access to improvement capacity from NHS 

England and NHS Improvement team 

SYB, during its shadow phase, has started to test ways of working which start to model 

the new assurance framework.   

Specific additional agreements made between the region and the ICS 

In addition to abiding by the above general principles, the regional team and the ICS also 
commit to the following specific actions: 

Agreeing that the ICS will not create an additional layer for organisations or the system 

A process of Enabled Due Diligence, together with the Regions (NHS England and NHS 
Improvement) and dedicated senior sponsor from the national team to:   
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We commit to continue to build on this over the next year and as part of our due 

diligence process would aim to strengthen and add clarity what we have begun to test: 

Integrated Assurance 

The SYB ICS through the ICS Chief Executive lead will interact with the single regional 

director.  The ICS lead will be supported by an integrated regional team from NHS 

England and NHS Improvement. 

Within the ICS, the ambition is for the assurance system to be led by a single integrated 

team and Director.  The Director will be responsible for the conduct of the NHS England 

and NHS Improvement regulatory and assurance functions within South Yorkshire & 

Bassetlaw, and will report to the ICS lead.  

SYB ICS will have flexibility in how the process of assurance is delivered, locally.  NHS 

England and NHS Improvement will be supportive of any SYB assurance process which 

does not conflict with national frameworks but encourages improved outcomes and 

improved system management; operational and financial. 

SYB will be assured once, as a system, for delivery of the NHS Constitution, mandate, 

and quality as set out in its Single Operating Plan (April 2018). 

The draft SYB ICS Single Assurance Framework sets out how the ICS plans to carry out 

its assurance process.  

There will be a separate assurance process for financial performance, linked to the 

system control total and described in section 6. 

The ICS leader will advise NHS England on the annual assessment of each individual 

SYB CCG, against the Improvement & Assessment Framework.  NHS England will retain 

responsibility for the publication of the CCG annual assessment.   

Regional Oversight 

If SYB ICS performance is outside of  a set of agreed triggers described, it will set out for 

the regional team its proposal for improvement including: 

 Improvement plan

 Monitoring of the standard at increased frequency

 Any requirement for improvement support from the integrated regional team

If SYB ICS performance is outside of the agreed thresholds, then NHS England and / or 

NHS Improvement retain the right to intervene in the system or individual organisation, 

with the support of the ICS. 

If SYB ICS wishes NHS England or NHS Improvement to exercise their wider powers of 

intervention, the ICS will provide reasons and evidence to the Regional Director. 
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An agreed suite of performance reports will be made available by NHS England and NHS 

Improvement to SYB ICS, including on-line access to the relevant databases.  This will 

be under-pinned by a data sharing agreement. 

The ICS will have access to improvement capacity from the NHS England clinical 

networks and the NHSI improvement team.   

Planning 

On an annual basis, NHS organisations are required to develop an Annual Operating 

Plan.  For organisations and places within SYB, the assurance of these plans will be the 

responsibility of the ICS.   

The ICS will submit a single operating plan in line with national planning guidance and 

the ICS strategy.  This will be an integrated plan between providers and commissioners 

based on “place” as the unit of planning. 

The single operating plan will include specialised services and NHS England’s other 

direct commissioning responsibilities in SYB. 

The integrated assurance team will provide advice on the aggregate achievement 

expected at SYB ICS level to contribute to the NHS plan as a whole. 
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8. National support

NHS Improvement and NHS England will continue to support ICSs. We will: 

Facilitate learning between systems including convening a regular ICS leads 

development day. We will also continue to convene learning groups on specific topics 

such as primary care development, population health and communications and 

engagement. In addition, in 2018/19 we intend to start convening other professional 

groups such as ICS programme directors.  

Dedicate a senior ‘sponsor’ from the national team to support the ICS working with the 

regional team to help source national expertise and help coordinate and control the 

demands placed on local systems. This sponsor will also be able to provide hands-on 

help in solving problems or removing barriers that inhibit ICS development. 

Provide bespoke support to leadership teams drawing on the King’s Fund, NHS 

Confederation and others. In addition to re-procuring leadership support similar to that 

which we provided last year, we will expand our development offer in 2018/19 to 

provide, for example, clinical leadership teams with a facilitated programme that builds 

on Surrey Heartland’s Clinical Academy and Frimley’s 2020 programme. 

Mobilise teams with specific expertise or tasked with solving common problems faced by 

ICSs and other systems. For example, we already have teams assisting many systems 

with the rollout of primary care networks. In 2018/19, we will provide hands-on 

expertise around population health management approaches, engagement and 

communication, and system financial management, resources and staff in our clinical 

networks and improvement support from NHS Improvement. Other workstreams will 

be developed in consultation with ICS leaders.  

Continue to develop national strategy and policy with ICSs. The ICS community provides 

an invaluable source of expertise on which we will draw in developing policy, for 

instance on national financial architecture and incentives, the operating model for 

integrated regional teams, and how national bodies should oversee and support 

systems as they mature. 

Promote a collaborative and open approach, working with the ICS community to 

collectively solve problems and set future direction for the NHS. We commit to 

communicating openly with you, providing support where we can and doing so at a 

pace that supports the development of ICSs.  
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Andrew Cash confirms collective agreement of South Yorkshire and Bassetlaw system 

leaders

Matthew Swindells on behalf of NHS England and Kathy McLean on behalf of NHS 

Improvement
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Annex 1: 2018/19 Deliverables 

Reminder of 2018/19 deliverables – drawn from ‘Next Steps on the NHS Five Year Forward View’ 

published in March 2017 

The NHS already has two-year priorities, set out in last year’s Planning Guidance and the March 2017 publication of the Next Steps 
on the NHS Five Year Forward View. This Annex confirms these deliverables for 2018/19. 

For national targets we will, where appropriate, provide disaggregated STP and CCG-level improvement targets and templates to 
ensure plans are completed on a consistent basis. 

1. Mental Health

Overall Goals for 2017-2019 
We published Implementing the Mental Health Forward View in July 2016 to set out clear deliverables for putting the 
recommendations of the independent Mental Health Taskforce Report into action by 2020/21. The publication of Stepping Forward 

to 2020/215 in July 2017 provides a roadmap to increase the mental health workforce needed to deliver this. Making parity a reality 
will take time, but this a major step on the journey towards providing equal status for mental and physical health. These ambitions 
are underpinned by significant additional funding for mental health care, which should not be used to supplant existing spend or 
balance reductions elsewhere. 

Progress in 2017/18 

• On track to ensure an extra 35,000 children and young
people are able to access services this year.

• 70 new or extended community eating disorder services
funded and commissioned.

• 81 new beds for Children and Adolescent Mental Health

Services (Tier 4) and at least another 50 beds will open by

Deliverables for 2018/19 
Additional funding has now been built into CCG 2018/19 
allocations to support the expansion of services outlined in this 
planning guidance and the specific trajectories set for 2018/19 to 
deliver the Five Year Forward View for Mental Health. Progress 
to be made against all deliverables in the Next Steps on the 
NHS Five Year Forward View and the Implementing the Mental 

5 
Stepping Forward to 2020/21: Mental Health Workforce Plan for England (Health Education England). 
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end of March 2018. 

• Expanded specialist perinatal care with over 5,000 
additional women accessing these services between April 
and December 2017. Contracts awarded for four new Mother 
and Baby Units. 

• Continued to meet the waiting time standard for early 
intervention in psychosis. 

• Physical health checks and interventions for patients with 
severe mental illness in secondary care, with 60% of people 
in inpatient settings and 42% in community mental health 
teams receiving this to date. 

• Health Education England (HEE) expects to provide over 600 
training places for Improving Access to Psychological 
Therapies (IAPT) practitioners. At least 800 practitioners in 
primary care settings by March 2018. 

• 10 mental health new care models up and running and an 
additional 7 go live by April 2018. 

• CCGs have continued to meet the dementia diagnosis 
standard, which was at 68.3% by December 2017. 

• Seven Global Digital Exemplar Mental Health Trusts, 
funded to identify trusts which they will partner with as ‘fast 
followers’. 

Health Forward View in 2018/19 with all CCGs and STPs 
required to: 

• Each CCG must meet the Mental Health Investment 
Standard (MHIS) by which their 2018/19 investment in 
mental health rises at a faster rate than their overall 
programme funding. CCGs’ auditors will be required to 
validate their 2018/19 year-end position on meeting the 
MHIS. 

• Ensure that an additional 49,000 children and young 
people receive treatment from NHS-commissioned 
community services (32% above the 2014/15 baseline) 
nationally, towards the 2020/21 objective of an additional 
70,000 additional children and young people. Ensure 
evidence of local progress to transform children and young 
people’s mental health services is published in refreshed 
joint agency Local Transformation Plans aligned to STPs. 

• Make further progress towards delivering the 2020/21 waiting 
time standards for children and young people’s eating 
disorder services of 95% of patient receiving first definitive 
treatment within four weeks for routine cases and within one 
week for urgent cases. 

• Deliver against regional implementation plans to ensure that 
by 2020/21, inpatient stays for children and young people 
will only take place where clinically appropriate, will have the 
minimum possible length of stay, and will be as close to 
home as possible to avoid inappropriate out of area 
placements, within a context of 150-180 additional beds. 

• Continue to increase access to specialist perinatal mental 
health services, ensuring that an additional 9,000 women 
access specialist perinatal mental health services and boost 
bed numbers in the 19 units that will be open by the end of 
2018/19 so that overall capacity is increased by 49%. 
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• Continue to improve access to psychology therapies 
(IAPT) services with, maintaining the increase of 60,000 
people accessing treatment achieved in 2017/18 and 
increase by a further 140,000 delivering a national access 
rate of 19% for people with common mental health 
conditions. Do so by supporting HEE’s commissioning of 
1,000 replacement practitioners and a further 1,000 trainees 
to expand services. This will release 1,500 mental health 
therapists to work in primary care. Approximately two-thirds 
of the increase to psychological therapies should be in new 
integrated services focused on people with co-morbid long 
term physical health conditions and/or medically 
unexplained symptoms, delivered in primary care. Continue 
to ensure that access, waiting time and recovery standards 
are met. 

• Continue to work towards the 2020/21 ambition of all acute 
hospitals having mental health crisis and liaison services 
that can meet the specific needs of people of all ages 
including children and young people and older adults; and 
deliver Core 24 mental health liaison standards for adults in 
50% of acute hospitals subject to hospitals being able to 
successfully recruit. 

• Ensure that 53% of patients requiring early intervention for 
psychosis receive NICE concordant care within two weeks. 

• Support delivery of STP-level plans to reduce all 
inappropriate adult acute out of area placements by 
2020/21, including increasing investment for Crisis 
Resolution Home Treatment Teams (CRHTTs) to meet the 
ambition of all areas providing CRHTTs resourced to operate 
in line with recognised best practice by 2020/21. Review all 
patients who are placed out of area to ensure that have 
appropriate packages of care. 
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• Deliver annual physical health checks and interventions, in 
line with guidance, to at least 280,000 people with a severe 
mental health illness. 

• Provide a 25% increase nationally on 2017/18 baseline in 
access to Individual Placement and Support services. 

• Maintain the dementia diagnosis rate of two thirds (66.7%) 
of prevalence and improve post diagnostic care. 

• Deliver their contribution to the mental health workforce 
expansion as set out in the HEE workforce plan, supported 
by STP-level plans. At national level, this should also 
specifically include an increase of 1,500 mental health 
therapists in primary care in 2018/19 and an expansion in the 
capacity and capability of the children and young people’s 
workforce building towards 1,700 new staff and 3,400 
existing staff trained to deliver evidence based interventions 
by 2020/21. 

• Deliver against multi-agency suicide prevention plans, 
working towards a national 10% reduction in suicide rate by 
2020/21. 

• Deliver liaison and diversion services to 83% of the 
population. 

• Ensure all commissioned activity is recorded and reported 
through the Mental Health Services Dataset. 

 
 
 

 

2. Cancer 
 

 

Overall Goals for 2017-2019 
Advance delivery of the National Cancer Strategy to promote better prevention and earlier diagnosis and deliver innovative and 
timely treatments to improve survival, quality of life and patient experience by 2020/21. 
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Progress in 2017/18 

• Cancer survival at its highest ever with latest figures 
showing that one-year cancer survival is up by over 2,000 
people a year. 

• 95.1% of people seen by a specialist within two weeks of an 
urgent GP referral for suspected cancer, with 5.1% more 
patients being seen in the 12 months to November 2017 than 
in the previous 12 months. 

• Ten multidisciplinary rapid diagnostic and assessment 
centres in place across the country by March 2018, 
supporting patients with complex symptoms through to 
diagnosis. 

• We are on track to deliver the largest radiotherapy 
upgrade programme in 15 years modern radiotherapy 
have now funded 26 new machines in 21 trusts in 2017/18. 

• Half of the country’s Cancer Alliances have begun to roll out 
personalised follow-up after cancer treatment. 

• Added 22 more drugs to the Cancer Drugs Fund, which have 
benefitted nearly 7,500 more patients, taking the total since 
the reformed CDF launched in July 2016 to 15,700 patients 
having benefited from 52 drugs treating 81 different cancers. 

Deliverables for 2018/19 

• Ensure all eight waiting time standards for cancer are met, 
including the 62 day referral-to-treatment cancer standard. 
The ‘10 high impact actions’ for meeting the 62 day standard 
should be implemented in all trusts, with oversight and 
coordination by Cancer Alliances. The release of cancer 
transformation funding in 2018/19 will continue to be linked to 
delivery of the 62 day cancer standard. 

• Support the implementation of the new radiotherapy service 
specification, ensuring that the latest technologies, including 
the new and upgraded machines being funded through the 
£130 million Radiotherapy Modernisation Fund, are available 
for all patients across the country. 

• Ensure implementation of the nationally agreed rapid 
assessment and diagnostic pathways for lung, prostate 
and colorectal cancers, ensuring that patients get timely 
access to the latest diagnosis and treatment. Accelerating 
the adoption of these innovations helps meet the 62 days 
standard ahead of the introduction of the 28 day Faster 
Diagnosis Standard in April 2020. 

• Progress towards the 2020/21 ambition for 62% of cancer 
patients to be diagnosed at stage 1 or 2, and reduce the 
proportion of cancers diagnosed following an emergency 
admission. 

• Support the rollout of FIT in the bowel cancer screening 
programme during 2018/19 in line with the agreed national 
timescales following PHE’s procurement of new FIT kit, 
ensuring that at least 10% of all bowel cancers diagnosed 
through the screening programme are detected at an early 
stage, increasing to 12% in 2019/20. 

• Participate in pilot programmes offering low dose CT 
scanning based on an assessment of lung cancer risk in 
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CCGs with lowest lung cancer survival rates. 

• Progress towards the 2020/21 ambition for all breast cancer 
patients to move to a stratified follow-up pathway after 
treatment. Around two-thirds of patients should be on a 
supported self-management pathway, freeing up clinical 
capacity to see new patients and those with the most 
complex needs. All Cancer Alliances should have in place 
clinically agreed protocols for stratifying breast cancer 
patients and a system for remote monitoring by the end of 
2018/19. 

• Ensure implementation of the new cancer waiting times 
system in April 2018 and begin data collection in preparation 
for the introduction of the new 28 day Faster Diagnosis 
standard by 2020. 

 
 
 

3. Primary Care 
 

 

Overall Goals for 2017-2019 
Stabilise general practice today and support the transformation of primary care and for tomorrow, by delivering General Practice 
Forward View and Next Steps on the NHS Five Year Forward View. 

 

Progress in 2017/18 

• 52% of the country now benefitting from extended access 
including appointments on evenings and weekends, beating 
the target of 40% for 2017/18. 

• Primary care workforce: 

o Over 770 additional GP trainees started specialist 
training since 2015 baseline (3,157 in total in 
2017/18); 

o Begun GP international recruitment, with the first 100 
GPs being recruited; 

 

Deliverables for 2018/19 
Progress against all Next Steps on the NHS Five Year Forward 
View and General Practice Forward View commitments. This 
includes all CCGs: 

• Providing extended access to GP services, including at 
evenings and weekends, for 100% of their population by 1 
October 2018. This must include ensuring access is available 
during peak times of demand, including bank holidays and 
across the Easter, Christmas and New Year periods. 

• Delivering their contribution to the workforce commitment 
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o Launched the GP Retention Scheme; 
o Recruitment of an additional 505 clinical pharmacists, 

in addition to the 494 already in post. 

• Investment in general practice continues to increase on 
track to deliver the pledged additional £2.4 billion by 2021. 

• CCGs investing in line with expectations set out in the 

2017/18 NHS’s Planning Guidance, for additional primary 
care transformation investment (£3/head) over two years. 

• Invested in upgrading primary care facilities, with 844 
schemes completed and a further 868 schemes in 
development. 

to have an extra 5,000 doctors and 5,000 other staff working 
in primary care. CCGs will work with their local NHS England 
teams to agree their individual contribution and wider 
workforce planning targets for 2018/19. At national aggregate 
level we are expecting the following for 2018/19: 

o CCGs to recruit and retain their share of additional 
doctors via all available national and local initiatives; 

o 600 additional doctors recruited from overseas to work 
in general practice; 

o 500 additional clinical pharmacists recruited to work in 
general practice (CCGs whose bids have been 
successful will be expected to contribute to this 
increase); 

o An increase in physician associates, contributing to 
the target of an additional 1000 to be trained by March 
2020 (supported by HEE); 

o Deliver increase to 1,500 mental health therapists 
working in primary care. 

• Investing the balance of the £3/head investment for general 
practice transformation support. 

• Actively encourage every practice to be part of a local 
primary care network, so that there is complete 
geographically contiguous population coverage of primary 
care networks as far as possible by the end of 2018/19, 
serving populations of at least 30,000 to 50,000. 

• Investing in upgrading primary care facilities, ensuring 
completion of the pipeline of Estates and Technology 
Transformation schemes, and that the schemes are 
delivered within the timescales set out for each project. 

• Ensuring that 75% of 2018/19 sustainability and resilience 
funding allocated is spent by December 2018, with 100% of 
the allocation spent by March 2019. 
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• Ensuring every practice implements at least two of the high 
impact ‘time to care’ actions. 

• In all practices, delivering primary care provider 
development initiatives for which CCGs will receive 
delegated budgets, including online consultations. 

• Where primary care commissioning has been delegated, 
providing assurance that statutory primary medical services 
functions are being discharged effectively. 

• Lead CCGs expected to commission, with support from NHS 
England Regional Independent Care Sector Programme 
Management Offices, medicines optimisation for care 
home residents with the deployment of 180 pharmacists and 
60 pharmacy technician posts funded by the Pharmacy 
Integration Fund for two years. 

 
 
 

 

4. Urgent and Emergency Care 
 

 

Overall Goals for 2017-2019 
Redesign and strengthen the urgent and emergency care system to ensure that patients receive the right care in the right place, 
first time. 

 

Progress in 2017/18 

• More patients able to speak to a clinician about their urgent 
and emergency care needs when calling NHS 111 – 40% of 
answered calls now receive clinical input, up from 22% last 
year. 

• Piloted and evaluated NHS 111 Online in a number of areas, 
with 27% of the population now able to access urgent and 
emergency care advice through this online portal. 

 

Deliverables for 2018/19 

• Ensure that aggregate performance against the four-hour 
A&E standard is at or above 90% in September 2018, that 
the majority of providers are achieving the 95% standard for 
the month of March 2019. Also Trusts are expected to 
improve on their performance each quarter compared to their 
performance in the same quarter the prior year in order to 
qualify for STF payments. 
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• 110 Urgent Treatment Centres (UTCs) designated 
according to the revised standard specification. 

• Ambulance Response Programme implemented in all 
English mainland ambulance trusts. 

• 105 Trusts received capital funding of £96.7 million to 
implement front-door clinical streaming. Over 90% of 
Trusts now have this in place. 

• 1,491 beds have been freed up as a result of reducing 
delayed transfers of care (DTOC). 

• £30 million awarded to 74 areas to increase number of acute 
hospitals meeting the ‘Core 24’ standard for 24/7 mental 
health liaison teams. 

• 97% of A&Es, 98% of the initial cohort of UTCs and 96% of 
e-prescribing pharmacies now have access to primary care 
records through either summary care records or local record 
sharing portals. 

• Implementation of the NHS 111 Online service to 100% of 
the population by December 2018. 

• Access to enhanced NHS 111 services to 100% of the 
population, with more than half of callers to NHS 111 
receiving clinical input during their call. Every part of the 
country should be covered by an integrated urgent care 
Clinical Assessment Service (IUC CAS), bringing together 
111 and GP out of hours service provision. This will include 
direct booking from NHS 111 to other urgent care services. 

• By March 2019, CCGs should ensure technology is enabled 
and then ensure that direct booking from IUC CAS into 
local GP systems is delivered wherever technology allows. 

• Designate remaining UTCs in 2018/19 to meet the new 
standards and operate as part of an integrated approach to 
urgent and primary care. 

• Work with local Ambulance Trusts to ensure that the new 
ambulance response time standards that were introduced 
in 2017/18 are met by September 2018. Handovers between 
ambulances and hospital A&Es should not exceed 30 
minutes. 

• Deliver a safe reduction in ambulance conveyance to 
emergency departments. 

• Continue to make progress on reducing delayed transfers 
of care (DTOC), reducing DTOC delayed days to around 
4,000 during 2018/19, with the reduction to be split equally 
between health and social care. 

• Continue to improve patient flow inside hospitals through 

implementing the “Improving Patient Flow” guidance6. Focus 
specifically on reducing inappropriate length of stay for 
admissions, including specific attention on ‘stranded’ and 

 
6 

https://improvement.nhs.uk/resources/good-practice-guide-focus-on-improving-patient-flow/ 

https://improvement.nhs.uk/resources/good-practice-guide-focus-on-improving-patient-flow/
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‘super stranded’ patients who have been in hospital for over 
7 days and over 21 days respectively. 

• Continue to work towards the 2020/21 deliverable of all acute 
hospitals having mental health crisis and liaison services 
that can meet the specific needs of people of all ages 
including children and young people and older adults; and 
deliver Core 24 mental health liaison standards for adults 
in 50% of acute hospitals, subject to hospitals being able to 
successfully recruit. 

• Ensure that fewer than 15% of NHS continuing healthcare 
full assessments take place in an acute setting. 

• Continue to progress implementation of the Emergency 
Care Data Set in all A&Es (Type 1 and Type 2 by June 2018; 
and Type 3 by the end of 2018/19). 

• Increase the number of patients who have consented to 
share their additional information through the extended 
summary care record to 15% and improve the functionality 
of e-SCR by December 2018. 

• Implement a proprietary appointment booking system at 
particular GP practices, 50% of integrated urgent care 
services and 50% of UTCs by May 2018, supported by 
improved technology and clear appointment booking 
standards issued by December 2018. 

• Continue to rollout the seven-day services four priority 
clinical standards to five specialist services (major 
trauma, heart attack, paediatric intensive care, vascular and 
stroke) and the seven-day services four priority clinical 
standards in hospitals to 50% of the population. 
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5. Transforming Care for People with Learning Disabilities 
 

 

Overall Goals for 2017-2019 
Our goal is to transform the treatment, care and support available to people of all ages with a learning disability, autism or both so 
that they can lead longer, happier, healthier lives in homes not hospitals. 

 

Progress in 2017/18 

• 22% increase in the number of annual health checks 
delivered by GPs to improve access to community 
alternatives to hospital and tackle premature mortality. 

• New and expanded community teams to support people 
with a learning disability at risk of admission to hospital, 
backed by £10 million transformation funding. 

• 6% reduction in inappropriate hospitalisation of people 
with a learning disability, autism or both, between March and 
November 2017, totalling a 14% reduction since March 2015. 
In addition, over 100 people previously in hospital for 5 years 
or more were discharged between March and November 
2017. 

• Tackling premature mortality by beginning to systematically 
review and learn from deaths of patients with learning 
disabilities by March 2018. 

 

Deliverables for 2018/19 
All Transforming Care Partnerships (TCPs), CCGs and STPs 
are expected to: 

• Continue to reduce inappropriate hospitalisation of people 
with a learning disability, autism or both, so that the number 
in hospital reduces at a national aggregate level by 35% to 
50% from March 2015 by March 2019. As part of achieving 
that reduction we expect CCGs and TCPs to place a 
particular emphasis on making a substantial reduction in the 
number of long-stay (5 year+ inpatients). 

• Continue to improve access to healthcare for people with a 
learning disability, so that the number of people receiving an 
annual health check from their GP is 64% higher than in 
2016/17. CCGs should achieve this by both increasing the 
number of people with a learning disability recorded on the 
GP Learning Disability Register, and by improving the 
proportion of people on that register receiving a health check. 

• Make further investment in community teams to avoid 
hospitalisation, including through use of the £10 million 
transformation fund. 

• Ensure more children with a learning disability, autism or 
both get a community Care, Education and Treatment 
Review (CETR) to consider other options before they are 
admitted to hospital, such that 75% of under 18s admitted to 
hospital have either had a pre-admission CETR or a CETR 
immediately post admission. 
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• Continue the work on tackling premature mortality by 
supporting the review of deaths of patients with learning 
disabilities, as outlined in the National Quality Board 2017 
guidance. 

 
 
 

 

6. Maternity 
 

 

Overall Goals for 2017-2019 
Continue to make maternity services in England safer and more personal through the implementation of the Better Births. 

 

Progress in 2017/18 

• Continuing the year on year safety improvements to 
maternity services including, since 2010, a 16% reduction in 
stillbirths, 10% reduction in neonatal mortality and 20% 
reduction in maternal deaths. 

• Seven maternity ‘early adopters’ established covering 
125,000 births a year to implement specific elements of 
Better Births and service improvements. Pilots of continuity 
of carer established to over 3,000 women. 

• 44 Local Maternity Systems established bringing together 
commissioners, providers and service users to lead and 
deliver transformation of maternity services in every part of 
the country. 

• We will exceed the planned goal of 2,000 more women 
receiving specialist perinatal care in 2017/18, with over 
5,000 additional women accessing these services between 
April and December 2017. Four new mother and baby units 
also funded. 

 

Deliverables for 2018/19 

• Deliver improvements in safety towards the 2020 ambition to 
reduce stillbirths, neonatal deaths, maternal death and brain 
injuries by 20% and by 50% in 2025, including full 
implementation of the Saving Babies Lives Care Bundle by 
March 2019. 

• Increase the number of women receiving continuity of the 
person caring for them during pregnancy, birth and 
postnatally, so that by March 2019, 20% of women booking 
receive continuity. 

• Continue to increase access to specialist perinatal mental 
health services, ensuring that an additional 9,000 women 
access specialist perinatal mental health services and boost 
bed numbers in the 19 units that will be open by the end of 
2018/19 so that overall capacity is increased by 49%. 

• By June 2018, agree trajectories to improve the safety, 
choice and personalisation of maternity. 
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N.B. This is not a comprehensive list of ‘Next Steps’ deliverables for 2018/19, simply an ‘aide memoire’ covering these service 
improvement areas. CCGs and STPs should also continue to work to reduce inequalities in access to services and in people’s 
experiences of care.  
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Annex 2: Transformation Funding Package 
 

 

 

South Yorkshire and Bassetlaw 2.73% Share of all weighted patients

INDICATIVE FIGURES (£m's)

ICS Transformation Funding 2018/19 Requirements/notes

1. Committed programme transformation funds

General Practice Forward View

 - Access 7.53 Delivery of GPFV Access requirements

 - Training Care Navigators 0.26 Funded from core Primary Care allocations for 2018/19 only

 - Online Consultations 0.52 Funded from core Primary Care allocations for 2018/19 only

 - Practice Resilience 0.21 Based on a Fair share % per registered patient applied as per the Primary Care team guidance

 - Clinical Pharmacists 2 0.39 Delivery of GPFV requirements

 - ETTF 1.17 Capital and revenue funds

Other Programmes

Mental Health 1.01 Tied to delivery of mental health requirements on IPS, Suicide, Perinatal, Liaison and CYP

Diabetes 1.89 Diabetes Next Steps FYFV objectives

Cancer 3.07 Indicative value for the ICS (from Cancer Alliance funds) to deliver the Cancer strategy

Maternity 0.76 Maternity Next Steps FYFV objectives

UEC 0.43 Indicative figures to be confirmed by the UEC team

STP infrastructure 0.28 STP infrastructure support - only applicable to ICS areas co-terminus with STPs

Sub Total 17.54

2. Uncommitted funds

Uncommitted Funds 6.94
Released on acceptance of governance information and subject to acceptance of the incentive option.

Used to deliver national priorities

£1 per head population notionally allocated to primary care network development.

TOTAL 24.47
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Annex 3: System improvement plan agreement 
 

 

 

  

South Yorkshire and Bassetlaw (SYB)

50% partial

Table 1: Organisation control total, system control total and Provider Sustainability Funding allocations

Org Name Included in SCT

Control 

Total 

(excl. 

PSF)

(£000s)

PSF 

Allocation 

(£1.8bn)

(£000s)

PSF 

Allocation 

(£650m)

(£000s)

Total PSF

Allocation

(£000s)

NHS Barnsley CCG 100% (600) - - -

NHS Bassetlaw CCG 100% (700) - - -

NHS Doncaster CCG 100% (700) - - -

NHS Rotherham CCG 100% (3,000) - - -

NHS Sheffield CCG 100% 0 - - -

CCG Subtotal (5,000) 0 0 0

Barnsley Hospital NHS Foundation Trust 100% (17,002) 5,880 2,389 8,269

Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust 100% (22,853) 11,547 4,691 16,238

Rotherham Doncaster and South Humber NHS Foundation Trust 100% 668 987 401 1,388

Sheffield Children's NHS Foundation Trust 100% (1,613) 2,485 1,010 3,495

Sheffield Health and Social Care NHS Foundation Trust 100% 405 780 317 1,097

Sheffield Teaching Hospitals NHS Foundation Trust 100% (20,999) 18,562 7,541 26,103

The Rotherham NHS Foundation Trust 100% 2,919 5,817 2,363 8,180

Provider Subtotal (58,475) 46,058 18,712 64,770

System Total (63,475) 46,058 18,712 64,770
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Table 2: Quarterly phasing of the control total (excl. PSF) and Provider Sustainability Funding by type for organisations that accepted their CT

Org Name
Q1

(£000s)

Q2

(£000s)

Q3

(£000s)

Q4

(£000s)

2018/19 

Total

(£000s)

Barnsley Hospital NHS Foundation Trust CT (4,860) (4,839) (3,340) (3,963) (17,002)

Trust A&E PSF 372 496 744 868 2,481

Trust Finance PSF 743 990 1,486 1,733 4,952

System PSF 125 167 251 293 836

Total PSF 1,240 1,654 2,481 2,894 8,269

Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust CT (8,670) (8,959) (4,500) (724) (22,853)

Trust A&E PSF 731 974 1,461 1,705 4,871

Trust Finance PSF 1,459 1,945 2,917 3,404 9,725

System PSF 246 328 493 575 1,642

Total PSF 2,436 3,248 4,871 5,683 16,238

Rotherham Doncaster and South Humber NHS Foundation Trust CT 178 174 170 146 668

Trust Finance PSF 187 250 374 437 1,248

System PSF 21 28 42 49 140

Total PSF 208 278 416 486 1,388

Sheffield Children's NHS Foundation Trust CT (2,780) (2,433) 1,525 2,075 (1,613)

Trust A&E PSF 157 210 315 367 1,049

Trust Finance PSF 314 419 628 733 2,093

System PSF 53 71 106 124 354

Total PSF 524 699 1,049 1,223 3,495

Sheffield Health and Social Care NHS Foundation Trust CT 104 102 102 98 405

Trust Finance PSF 148 197 296 345 986

System PSF 17 22 33 39 111

Total PSF 165 219 329 384 1,097

Sheffield Teaching Hospitals NHS Foundation Trust CT (8,693) (4,277) (5,339) (2,690) (20,999)

Trust A&E PSF 1,175 1,566 2,349 2,741 7,831

Trust Finance PSF 2,345 3,127 4,690 5,471 15,633

System PSF 396 528 792 924 2,639

Total PSF 3,915 5,221 7,831 9,136 26,103
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 Table 3: Quarterly phasing of the control total and draft plan for CT non-acceptors (excl. PSF)

The Rotherham NHS Foundation Trust CT 120 811 1,300 688 2,919

Draft plan (6,300) (4,935) (4,974) (4,858) (21,067)

Total PSF** N/A N/A N/A N/A 8,180

Table 4: System improvement plan starting point (excl. PSF)

Org Name CT Acceptor

Starting 

Point for 

System 

Improve

ment 

Plan

£000s

Source

NHS Barnsley CCG Y (600) Final CT

NHS Bassetlaw CCG Y (700) Final CT

NHS Doncaster CCG Y (700) Final CT

NHS Rotherham CCG Y (3,000) Final CT

NHS Sheffield CCG Y 0 Final CT

CCG Subtotal (5,000)

Barnsley Hospital NHS Foundation Trust Y (17,002) Final CT

Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust Y (22,853) Final CT

Rotherham Doncaster and South Humber NHS Foundation Trust Y 668 Final CT

Sheffield Children's NHS Foundation Trust Y (1,613) Final CT

Sheffield Health and Social Care NHS Foundation Trust Y 405 Final CT

Sheffield Teaching Hospitals NHS Foundation Trust Y (20,999) Final CT

The Rotherham NHS Foundation Trust N (21,067) Draft plan

Provider Subtotal (82,461)

System Total (87,461)

** CT non-acceptors will not have PSF paid quarterly, but the system may ‘earn back’ some of this PSF at the end of the year. 

Details of the earn back calculation are included within NHS Improvement’s letter of 15 May 2018 and Section 6 ii) of the MoU.
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