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Purpose of Paper 

 
The purpose of this paper is to summarise progress on development of a H2 plan 
responding to the key priorities outlined by NHS England on 30 September. It also  
presents a summary of the CCG’s draft H2 Financial Plan submission for agreement. The 
paper outlines the key issues and risks for consideration and also sets out revised full year 
budgets for 2021/22 for approval.  
 

Key Issues 

 
• Planning guidance for H2 was issued on 30 September. Specific plans are required 

to update those plans that were previously submitted in H1. These outline the 
assumptions and actions that underpin the H2 trajectories within the activity and 
workforce numerical submissions (including additional specific priorities identified 
for H2), alongside a narrative plan. Further work is required to finalise these 
submissions.  

• Governing Body approved the initial full-year financial plan for 2021/22 at its 
meeting on 4 March 2021 and considered some of the initial financial challenges. 

• Subsequent to approval of the financial plan, NHSE/I issued planning guidance for 
the first 6 months of 2021/22, referred to as ‘H1’ ie the first half of the financial year, 
April to September 2021. This set revised budgets for H1. 

• NHSE/I issued new planning guidance on 30 September for the second 6 months of 
2021/22, referred to as ‘H2’ The arrangements in H2 are similar to those in place for 
the first 6 months of 2020/21. Updated system allocations were issued alongside 
the guidance.  

• The ICS has confirmed the proposed distribution of the system resources to 
organisations within the ICS 

• The CCG has submitted a balanced draft financial plan which remains predicated on 
the delivery of a QIPP programme of £3.2m, alongside other significant mitigations 
to deliver a balanced position. 

• The CCG has identified a range of risks, which for the purpose of the planning 
return, we have assumed have equal levels of mitigation to deliver a balanced, risk 
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adjusted financial position. However, these risks will need to be carefully monitored 
and where appropriate actions agreed to manage these risks.  

• Revised Budgets for the full financial year 2021/22 are presented for approval, 
comprising revised H1 budgets and the proposed budgets for H2. 

 

Is your report for Approval / Consideration / Noting 

 
Approval and consideration. 
 

Recommendations / Action Required by Governing Body 

 
The Governing Body is asked to:   
 

• Note the progress on the operational plan for H2 (including activity and performance 
and the narrative plan) and agree that the Accountable Officer will be delegated 
responsibility for signing off the final submission from the CCG. 

• Agree the submission of a final balanced financial plan for H2 2021/2   

• Consider the key risks and issues to the delivery of the financial plan for H2 

• Approve the revised full year budget for H1 and H2  
 

What assurance does this report provide to the Governing Body in relation to 
Governing Body Assurance Framework (GBAF) objectives? 

 
Which of the CCG’s Objectives does this paper support?  
Strategic Objective - 4. Improve health care sustainability and affordability.  It supports 
management of the CCG’s principal risks 4.1 and 4.7 in the Assurance Framework. 
 

Are there any Resource Implications (including Financial, Staffing etc)? 

 
None in respect of the plan submission, but there are significant staff resource implications 
for the CCG to be able to effectively deliver the service transformation requirements within 
the QIPP plan. 
 

Have you carried out an Equality Impact Assessment and is it attached? 

 

Not applicable 

Have you involved patients, carers and the public in the preparation of the report?   

 

Not applicable 
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NHS Sheffield CCG Plan submission October 2021 to March 2022 (H2) 

and Revised Full Year Budgets 
 

Governing Body meeting 
 

4 November 2021 
 

1. Introduction 
 

1.1. This year, the national planning guidance has been published in two parts. The 
guidance for the first six months of the year (H1) was published on 25 March 2021 
and the guidance for the remaining six months of the year was published on 30th 
September 2021 (H2). Both H1 and H2 guidance identified key priority areas for 
delivery for 2021/22 as well as confirmation of financial allocations. 
 

1.2. This year, plan returns are required to be submitted at an ICS system level. Although 
submissions will be accumulated at a system level, each organisation and place is 
required to provide the granular level of detail on the various areas, to ensure a 
system position is created and informed from each place’s priorities.   
 

1.3. The purpose of this paper is to update Governing Body members on the assumptions 
made in the draft submissions (which will have been submitted ahead of the 
Governing Body meeting) as well as key issues and risks.  
 

1.4. The submission timeframe is detailed below: 
 

Thursday 
14 October 2021  

Submission deadline   
• Activity and performance (elective recovery/winter capacity submission)  
• Targeted Investment Fund (TIF) - regional shortlist of investments, and 

short form business cases for each proposal  

Thursday 
21 October 2021  

Submission deadline   
• Narrative (elective recovery)   

Friday  
22 October 2021  

Internal ICS deadline 

• draft organisational financial plans submission to ICS 

Friday  
29 October 2021 

Submission deadline   
• Targeted Investment Fund (TIF)- additional business case information for 

proposals with capital value >£5m  

Wednesday  
10 Nov 2021  

Internal ICS deadline 

• final organisational financial plans submission to ICS 

Tuesday 
16 November 
2021   

Submission deadline (final numeric and narrative)  
• activity and performance  
• workforce (acute, community, mental health and ambulance)  
• narrative  
• system finance plan  
• finance - specialised commissioning and direct commissioning refresh  
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2. H2 Planning Priorities 
 

2.1. As detailed within the H1 guidance, the H2 guidance continues to identify the six 
main priorities for the NHS: 
 

1. Supporting the health and wellbeing of staff and taking action on recruitment and 

retention. 

2. Delivering the NHS COVID vaccination programme and continuing to meet the needs of 

patients with COVID-19. 

3. Building on what we have learned during the pandemic to transform the delivery of 

services, accelerate the restoration of elective and cancer care and manage the 

increasing demand on mental health services. 

4. Expanding primary care capacity to improve access, local health outcomes and address 

health inequalities. 

5. Transforming community and urgent and emergency care to prevent inappropriate 

attendance at emergency departments (EDs), improve timely admission to hospital for 

ED patients and reduce length of stay. 

6. Working collaboratively across systems to deliver on these priorities. 

 

2.2. Detailed plans were submitted in H1 for each of the six priority areas. For this 

second submission, specific plans are required as an update to those plans that 

were previously submitted. These outline the assumptions and actions that 

underpin the H2 trajectories within the activity and workforce numerical 

submissions. 

2.3. In relation to priority 3, the restoration of elective and cancer care and managing 
the increasing demand on mental health services, the H2 guidance identified a 
number of specific priorities that require numerical submissions. These are: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Elective Activity: 

• Eliminate 104+ week waits by March 2022 

• Hold or reduce the number of 52+ week waiters 

• Stabilise waiting lists around the level seen at the end of September 2021 

Cancer: 

• Number of people waiting longer than 62 days to return to February 2020 level by 

March 2022 

• Meet the Faster Diagnosis Standard (FDS) from Q3, ensuring at least 75% of patients 

will have cancer ruled out or diagnosed within 28 days of referral for diagnostic 

testing. 

Mental Health, Learning Disability & Autism: 

• Accelerate the recovery of face-to-face care in community services 

• Reduce out of area placements, long lengths of stay and long waits in Emergency 

Department (ED) for MH patients. 

• Increased access to CYP community MH services including eating disorders, crisis and 

school based services 

• Increased access to talking therapies and specialist perinatal MH services  

Community, Urgent & Emergency Care: 

• Two-hour community care crisis response teams are expected to be providing cover 

08:00 - 20:00, seven days a week by April 2022 to prevent avoidable attendances / 

admissions.  

• Immediate action to eliminate 12 hour waits in ED and reduce number and duration of 

ambulance to hospital handover delays 

• Patients who attend ED and who do not require admission need to be transferred in a 

safe and timely way 
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2.4. At the time of writing this paper, trajectories and plans to achieve these priorities 

continue to be developed, whilst taking into account the continued challenges that 

the NHS and Social Care system face due to the COVID-19 pandemic. Even 

though the granular detail will be developed at an individual organisation and place 

level, plans are also being developed at a South Yorkshire and Bassetlaw system 

level to identify where support and mutual aid can be implemented in order to 

achieve the priorities at an ICS level. 

 

2.5. It is recommended that approval of the final operational plan that will be 

submitted for Sheffield is delegated to Sheffield CCG Accountable Officer 

once plans have been finalised and aligned. 

 

3. Financial Plan submission 
 

3.1. Governing Body approved a full year financial plan for 2021/22 at its meeting on 4 
March 2021, to ensure that, in line with our prime financial policies, the CCG started 
the financial year with an approved plan. It was recognised that at that point 
information was still awaited from NHS England in terms of confirmation of financial 
arrangements for 2021/22 and actual allocations.  
 

3.2. At the end of March, CCGs were informed that a financial regime similar to 2020/21 
would continue for the first half of 2021/22. The submitted plan for April – September 
(Half 1 or H1) was presented to Governing Body on 6 May 2021.  

 
3.3. The planning guidance issued on 30 September confirmed the details of the finance 

and contracting arrangements for the final six-month period from 1 September 2021 
to 31 March 2022 (referred to as ‘H2’ i.e. the 2nd half of 2021/22).  

 
3.4. Considerable work has taken place across SY&B ICS to agree the distribution of 

system resources, understand the CCG allocations and therefore support the 
development of a financial plan and budgets for H2, building on the work undertaken 
for the initial financial plan but updated for the latest guidance.  

 
3.5. In line with the timescales outlined in section 1.4, a draft financial plan was required 

to be submitted to the ICS on 22 October. Based on the information outlined below, 
a balanced financial plan for H2 was submitted. This paper sets out the information, 
assumptions and rationale ahead of the submission of the final financial plan on 10 
November.  

 
4. System and CCG Allocation Envelope 
 
4.1. As in H1, funding has been allocated on a system basis, i.e. individual CCG 

allocations plus additional system funding plus funding for providers received from 
outside the system envelope as summarised in table 1 below.  
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4.2. The national process for calculating system allocations is summarised as follows: 
 

• Programme allocations have been calculated based on the same methodology as 
for H1 i.e. based on envelopes for H1 adjusted for known pressures and policy 
priorities 

• Allocations for primary care remain as the H1 allocation 

• Allocations for running costs remain as the original allocation 

• Further adjustments were made for programme spend, linked to the backpay of 3% 
uplift for pay budgets backdated to 1st April 2021. 

• There is a new Capacity fund to take into account increased levels of non-elective 
activity 

• The growth, top-up and COVID system funding has been distributed following 
internal discussions within SY & B ICS. 

 
In addition to the system allocation, NHSE/I has confirmed additional non recurrent 
Service Development Funding (SDF) to support transformation projects.  

 
4.3. A proposal on the distribution of the system resource, which recommended a similar 

approach to the distribution of resource in H2 20/21 to support stability, was approved 
by the ICS Health Executive Group.  
  

4.4. Based on the agreed distribution of resources at draft plan, the CCG is expecting to 
receive an allocation of £586m for H2 (plus additional central funding that can only be 
drawn down retrospectively). This compares to a final allocation for H1 of £627m, but 
it should be noted that this included a number of one-off allocations. Appendix 1, 
summarised in the table 2 below, shows the comparison between the 2 periods, and 
shows the total expected annual allocation of £1,214m.  

 

 

 

 

 

Table 1: SYB System Envelope Month 7 - 12 SYB ICS

£000

CCG Allocations 1,306,651       

Total Growth Funding 10,655            

System Top-up funding 76,850            

System Top-up efficiency (8,815)

COVID Funding 69,656            

Support for NHS provider other income loss 2,685              

Funding for H1 backpay 15,939

Capacity funding 8,588

CNST inflation 1,757              

SDF Allocations - Mental Health 10,241            

SDF Allocations - excluding Mental Health 31,415            

H1 System envelope funding 1,525,622      
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Table 2: Comparison of H1 and H2 Allocations 

  

CCG Core 
Programme 

Primary 
Care 

Delegated 

Running 
Costs 

SY&B 
ICS 

TOTAL 

  £'000 £'000 £'000 £'000 £'000 

Allocation H1 522,833 44,410 5,577 53,761 626,581 

Less one off allocations in H1       

Hospital Discharge Programme - in H1 allocation -1,796    -1,796 

Hospital Discharge Programme - anticipated  -2,998    -2,998 
Additional Roles Reimbursement Scheme - 
anticipated -740    -740 

Brought forward surplus -21,861    -21,861 

Elective Recovery Fund    -27,727 -27,727 

Elective Accelerator Fund       -8,528 -8,528 

Starting point for H2 495,438 44,410 5,577 17,506 562,931 

H2 Growth less efficiency 3,416    3,416 

Capacity Funding 3,103    3,103 

Other adjustments 1,050   9,546 10,596 

H2 Allocation 503,007 44,410 5,577 27,052 580,046 

Additional funding that can be drawn down           

Hospital Discharge funding 5,168     5,168 

Additional roles funding 2,208     2,208 

Revised anticipated Allocation 510,383 44,410 5,577 27,052 587,422 

            

Allocation for 2021/22 1,018,271 88,820 11,154 80,813 1,214,003 

            

Change between H1 and H2 Allocation 7,569 0 0 9,546 17,115 

 

4.5. This represents a total increase in allocation for the CCG, compared to the H1 21/22 
funding, of £7.6m or 1.5% (all of which relates to programme).   

 
5. Budget Setting Principles and Key Issues 
  
5.1. In effect, H2 represents the 3rd iteration of budget setting in 2021/22. Setting budgets 

in-year has the benefit of 6 months actual expenditure to inform budget setting. The 
following principles have been applied to the different areas of spend: 

 

• H2 budgets for NHS trusts have been set based on nationally determined 
adjustments to block contracts plus the locally agreed distribution of adjustments 
for additional efficiency and reduction in covid funding.  

• For most other areas, H2 budgets are informed by H1 spend and estimates of 
future growth, with the exception of: 
 Primary Care Delegated Budgets and Running Cost budgets that are 

based on the fixed allocations for these areas. 

• H1 budgets will be rebased at M7 to reflect actual spend in M1-M6, so that the 
annual budgets reflect the latest understanding of resource usage, with the 
exception of: 
 Primary Care Delegated budgets and Running Cost budgets that are 

based on the fixed allocations for these areas. 
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5.2. In providing allocations for systems, NHS England has set out a range of assumptions 

for growth. The finance team has reviewed our latest estimate of resource 
requirements against these national assumptions, and the key issues are below: 
  

• The national model assumes that in H1, the CCG has been able to live within the 
resources allocated for H1. The paper outlining the H1 budgets for Governing Body 
in May identified a range of pressures associated with the H1 allocation. In reality, 
whilst we have reported a balanced financial position at month 6, we have delivered 
financial balance in H1 through the use of non-recurrent measures, including as 
previously reported to Governing Body, the over-estimate for March 2021 
prescribing, the benefit of which was reversed in May 2021. These non-recurrent 
savings understate the actual level of recurrent expenditure carried forward into H2.  
 

• Prescribing growth – the national model uses the 21/22 H1 envelope (which we had 
previously confirmed was insufficient to meet our actual spend) and allows for 
0.50% cost growth. Historic increases in CCG prescribing spend, which would take 
into account delivery of significant QIPP (efficiency) savings, are always 
significantly above 0.50%. In 2020/21, Sheffield CCG the year-on-year growth in 
spend was circa 6% (mainly due to cost per item increases, rather than volume).  

 
• CHC growth – as with prescribing, the H1 funding was insufficient to meet the 

recurrent costs already in the system. The national model allows for a 3.3% increase 
in costs for CHC and 1.4% for FNC. Nursing Home fee rate increases for CHC, 
agreed alongside Sheffield City Council rates, are around 4.12%, reflecting the 
projected increase cost of delivery (including the increases to the national living 
wage), support the need for skilled and effective staff, retention and recruitment and 
recognising that rates in Sheffield have historically benchmarked relatively low (for 
a variety of reasons).  

• Primary care delegated – the budget is the same as the H1 budget with no additional 
uplift. The budgets have already been calculated at H1 to reflect the requirements 
of the GP contract settlement uplift. It also assumes the Additional Roles 
Reimbursement Scheme allocation is utilised in full, excluding the element 
confirmed as being retained centrally.  There is a significant shortfall on this budget 
compared to the allocation which is due to cost pressures within the GP locum 
budget, the recurrent shortfall carried forward from 20/21 and the requirement to set 
aside a 0.5% contingency. PCCC has previously reviewed the opportunities for non-
recurrent solutions to manage these pressures and the budget assumes that these 
will deliver a balanced position in H2. 

 

• NHS Block Contracts – the blocks values have been uplifted by 1.16% in line with 
the national guidance (1.98% inflation (which includes the 3% Agenda for Change 
pay uplift for H2) less 0.82% efficiency).  

 

• COVID budget – an overall budget of £770k was allocated to the CCG in H1. Whilst 
a reduction of £77k was agreed, other adjustments for H1 (including backpay) mean 
that funding for H2 has actually increased and is in line with forecast spend.  
 

• Capacity funding – additional funding of £3.1m has been allocated in recognition of 
increasing emergency activity. Initial plans for use of this funding have been drawn 
up, based on city wide discussions on key challenges in H2. These include funding 
for the elements of the winter plan that cannot be funded from the hospital discharge 
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programme, as well as support for primary care emergency pressures, previously 
considered for funding via the targeted investment fund.  

 

• Hospital Discharge funding – the indicative funding for H2 is £5,168k, which is 
marginally higher than the funding drawn down in H1. Plans have been drawn up 
that includes the additional response planned over the winter period.  

 
6. Summary Financial Position for H2 

 
6.1. Having updated the financial plan for the above assumptions and issues, we are 

forecasting a gross deficit of £8.4m in H2 (comparing the change in spend against the 
change in the allocation) before mitigations.  
 

6.2. The £8.4m deficit takes no account of the any forecast QIPP savings, above the NHS 
provider efficiency inherent in the block uplift. If the CCG were to deliver the same ask 
of providers ie 0.82% on its own budgets, excluding the NHS blocks, this would deliver 
£1m savings.  Whilst it would increase the ask on teams, I have built into the submitted 
plan an expectation that in H2 we will be able to deliver a QIPP programme of 
£1.875m, broken down as follows: 

 
Table 3: QIPP £m 

Continuing Healthcare 0.625 

Prescribing (including Stoma) 1.00 

Running Costs 0.25 

Total 1.875 

 

In addition, to balance the plan, I have assumed further efficiency savings, to be 

identified, could be generated. Thus, a further unidentified QIPP target of £1.3m 

has been included in the plan. 

6.3. The inclusion of planned QIPP reduces the forecast deficit from £8.4m to £5.2m. I 
have forecast that this remaining pressure could be met through the following 
assumptions: 

 

• Utilisation of the remaining contingency reserve (£0.6m) but this would leave no 

contingency to manage any additional in year pressures 

• Additional income/allocations that could be utilised to support the bottom line 

(£3.0m) which was one of the measures that allowed us to balance in H1 21/22.  

• Further expenditure slippage/non recurrent savings of £1.6m 

6.4. These assumptions were shared with the Accountable Officer and Deputy 
Accountable Officer ahead of the draft financial plan submission on 22 October and 
discussed further at a meeting of the Senior Management Team on 28 October. A 
summary of the planned mitigations to balance the financial plan are summarised in 
Table 4 below. Governing Body are asked to approve, on the basis of this 
analysis and subject to the review of risks outlined in section 7 below, the final 
submission of a balanced plan for H2.  
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Table 4: SCCG H2 Draft Financial Plan  £'000 £'000 
     

H2 resources compared to H1   7,569 
     

Additional costs H2 compared to H1 (before QIPP)   

 NHS Blocks – Acute  6,537  

 NHS Blocks - Mental Health  748  

 CHC  2,502  

 Prescribing  1,674  

 Capacity funding reserve  3,102  

 Other – reserves  826  

 Contingency  600  

   15,989  
Deficit Pre QIPP   8,420 
     

Identified QIPP plan  -1,875  
Unidentified QIPP  -1,305  

    -3,180 
     

Utilise Contingency   -600 

Income slippage   -3,000 

Other non recurrent savings   -1,640 
     

Submit balanced financial plan   0 

 
6.5. Our CCG financial plan will be consolidated alongside the plans from the other CCGs 

and NHS providers in South Yorkshire and Bassetlaw in order that the system financial 
plan can be submitted to the regional NHS England and Improvement team on 16 
November.  

 

7. Risks 
 

7.1. As part of the financial plan submission, we are required to assess the level of potential 
risks which we have not included in the budgets and what actions /options we have 
available to mitigate those risks.   
 

7.2. Key risks to delivery of the financial position are summarised below: 
  

• Prescribing – the level of growth forecast for H2 is below that experienced in recent 
years and does not build in any assumption regarding nationally changes to Cat 
M or any horizon scanning regarding new drugs that could place additional 
pressures on the prescribing budget. HIGH RISK 
 

• Primary Care – the plan includes a number of cost pressures, but there is potential 
for additional cost pressures that could materialise particularly in relation to locums 
which have seen a significant growth in the last 12 months. There is a level of 
contingency within primary care that could be utilised to offset identified pressures.  
LOW RISK 

 

• CHC - the growth in the number of CHC cases is based on historic levels, although 
we have seen a growth in palliative cases over the last six months. The plan 
assumes that this growth will stabilise. There is a risk that we could experience a 
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growth in expensive home care packages but this risk is being managed by active 
case management by the CHC team. MEDIUM RISK 

 

• Service Development Funding (SDF) – the plan assumes that the level of spend 
equals the SDF funding received. There has been a significant level of movement 
in the SDF assumptions issued by the centre. We have currently raised queries 
about the level of funding assumed to be embedded within the brought forward 
allocation that could bring with it additional cost pressures. LOW RISK 

 

• COVID budget – the plan assumes that spend is in line with the funding available. 
However there is a risk that further pressures are experienced over the first 6 
months that required additional funding. LOW RISK 

 

• QIPP – as noted above that whilst we have an outline plan for QIPP we still need 
to agree detailed delivery plans. Our Medicines Optimisation and CHC teams are 
working on these plans but we also know that a number of our key staff continue 
to support other areas of work related to the covid response (including 
vaccinations and hospital discharge). Again as we are in the second month of H2, 
the ability to deliver £3.2m in the remaining 5 months is challenging. HIGH RISK 

 
7.3. For the plan submission we have assumed that the upside/downside risks will 

compensate to be able to deliver a balanced, risk adjusted plan. However, clearly this 
will continue to be carefully reviewed by the finance team, with updates provided to 
governing body members as part of the monthly financial report. 
 

8. Underlying Position 
 

8.1. As in past years, we have started planning ahead to 2022/23. Technical guidance has 
been issued to aid CCGs in understanding their financial commitments in 22/23 and 
in setting H2 budgets we have been able to estimate the underlying position. Whilst 
the planning assumptions for 2022/23 are unlikely to be published until mid December, 
this work will help inform some of the issues that will inform the financial plan for 
2022/23 onwards. Given the ongoing work on this, it is too early to quantify the 
underlying financial position, although some of the key issues will be considered in the 
private session of this Governing Body meeting.   

 
9. Revised full Year Budgets 
 
9.1. Initial full year budgets were presented to the Governing Body in March 2021.  As 

financial guidance has now been received for H2 and the financial position for H1 has 
been finalised we are now in a position to present a revised set of full year budgets for 
approval. As noted in section 5.1, setting budgets mid-year allows us to take account 
of current spend, and correct for where actual expenditure has differed from the 
original budget estimate.   
 

9.2. The revised full year budgets are set out in Appendix 2 and comprise revised budgets 
for H1 and the proposed budgets for H2 based on the guidance and the detail in this 
paper. If approved, these will be utilised from Month 7 onwards as the basis of 
reporting. It should be noted that, as we have now received an allocation for our 
brought forward surplus, the position for H1 is required to show continued delivery of 
that surplus (of £21,861k) 
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9. Recommendations 
 

The Governing Body is asked to: 
 

• Note the progress on the operational plan for H2 (including activity and 
performance and the narrative plan) and agree that the Accountable Officer will be 
delegated responsibility for signing off the final submission from the CCG. 

• Agree the submission of a final balanced financial plan for H2 2021/2   

• Consider the key risks and issues to the delivery of the financial plan for H2 

• Approve the revised full year budgets for H1 and H2  
 

 
 
 
 
Paper prepared by:   Sandie Buchan, Director of Commissioning Development 

Diane Mason, Senior Finance Manager 
Jackie Mills, Director of Finance 

     
On behalf of:     Sandie Buchan, Director of Commissioning Development 

Jackie Mills, Director of Finance 
     
October 2021 
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Appendix 1 
 

  

CCG Core 
Programme 

Primary 
Care 

Delegated 

Running 
Costs 

SY&B 
ICS 

TOTAL 

  
£'000 £'000 £'000 £'000 £'000 

Opening Allocation H1 416,656 44,410 5,577   466,643 

Provider Top Ups 33,714    33,714 

CCG Top Up 9,024    9,024 

Covid Funding - Providers 25,350    25,350 

Covid Funding - CCG 770   5,000 5,770 

Growth Funding 4,834    4,834 

Service Development Funding 5,090   12,506 17,596 

Sub Total H1 (a) 495,438 44,410 5,577 17,506 562,931 

One off funding in H1/anticipated       

Hospital Discharge Programme - in H1 allocation 1,796    1,796 

Hospital Discharge Programme - anticipated  2,998    2,998 
Additional Roles Reimbursement Scheme - 
anticipated 740    740 

Brought forward surplus 21,861    21,861 

Elective Recovery Fund    27,727 27,727 

Elective Accelerator Fund    8,528 8,528 

H1 final Allocation 522,833 44,410 5,577 53,761 626,581 

        

H2 starting point (a) 495,438 44,410 5,577 17,506 562,931 

H2 Growth 5,427    5,427 

Funding for H1 backpay (mainly providers) 5,660    5,660 

Adjustment to H1   340    340 

Efficiency requirement -2,011   -5,000 -7,011 

Other adjustments  -243    -243 

Adjustment to covid funding 383    383 

Service Development Funding -5,090   14,546 9,456 

Capacity Fund 3,103    3,103 

H2 Allocation 503,007 44,410 5,577 27,052 580,046 

Additional funding that can be drawn down           

Hospital Discharge funding 5,168     5,168 

Additional roles funding 2,208     2,208 

Revised anticipated Allocation H2 510,383 44,410 5,577 27,052 587,422 

            

Anticipated Allocation for 2021/22 1,033,216 88,820 11,154 80,813 1,214,003 

            

Change between H1 and H2 7,569 0 0 9,546 17,115 
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 H1 Budget H2 Budget
 Revised Full Year 

Budget  

£'000 £'000 £'000

RESOURCE ALLOCATION

Agreed Allocation (incl b/f surplus) 622,843 580,046 1,202,889 

Anticipated Allocations 3,738 7,376 11,114 

Total Anticipated Allocation 626,581 587,422 1,214,003 

EXPENDITURE

Sheffield Teaching Hospitals 270,307 273,547 543,854 
Sheffield Children's Hospital 35,885 36,478 72,363 

Yorkshire Ambulance Service 14,625 15,061 29,686 

Other NHS Trusts 6,660 6,852 13,512 

Acute & Community NHS Services 327,477 331,938 659,415 

ISTC & Extended Choice 2,140 2,246 4,386 

Ambulance Services 933 973 1,906 

Non Contract Activity 443 472 915 

Other Community 849 1,426 2,276 

Individual Funding Requests 293 298 591 

Other Acute & Community 4,659 5,415 10,074

Sheffield Health & Social Care 53,392 54,287 107,679 

Other Mental Health 3,180 1,688 4,868 

Sheffield Local Authority (MH) 677 677 1,353 

Voluntary Sector (MH) 931 857 1,788 

Individual Funding Requests (MH) 0 300 300 

Mental Health 58,180 57,809 115,988

Sheffield Local Authority 14,932 15,295 30,226 

St Lukes Hospice 1,771 1,588 3,360 

Voluntary Sector 146 149 295 

Other Commissioning 1,875 1,836 3,711 

Development Nurses (Directly Employed) 239 246 486 

Other Primary & Community services 18,964 19,114 38,078

Core Contract 28,004 28,004 56,007 

Premises 5,483 5,483 10,967 

QoF 4,369 4,369 8,737 

Enhanced Services 5,212 6,373 11,585 

Primary Care Other Services 1,377 252 1,629 

Primary Care Co-Commissioning 44,444 44,481 88,925

Locally Commissioned Services 8,486 8,341 16,826 

GP IT 1,432 1,003 2,435 

Locally Commissioned Primary Care 9,917 9,343 19,261

Sheffield CCG

 Revised Full Year Budgets - 2021/22
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Appendix 2

 H1 Budget H2 Budget
 Revised Full Year 

Budget  

£'000 £'000 £'000

Sheffield CCG

 Revised Full Year Budgets - 2021/22

Adults Continuing Care 27,750 30,520 58,270 

Children's Continuing Care 1,946 2,840 4,786 

Continuing Healthcare Assessments 1,168 1,168 2,336 

Funded Nursing Care 2,825 2,902 5,727 

Continuing Care 33,690 37,430 71,120

Prescribing 48,704 49,379 98,083 

Medicines Optimisation 960 990 1,950 

Prescribing 49,664 50,369 100,034

Accountable Care Partnership 65 52 117 

Better Care Fund 96 107 203 

Integrated Care System 52,429 1,951 54,379 

Other Collaborative Working 43 43 86 

Collaborative Working 52,632 2,153 54,785

Sub total Programme before reserves 599,629 558,052 1,157,680

Reserves

Commissioning reserves (236) 23,443 23,207 

General Contingency 0 600 600 

ICS Reserve 0 - - 

Reserves 0 24,043 23,807

TOTAL EXPENDITURE - COMMISSIONING 599,393 582,095 1,181,487

RUNNING COSTS ALLOWANCE

Accountable Officer (incl Deputy Accountable Officer) 1,430 1,430 2,861 

Commissioning Development 1,068 1,068 2,135 

Medical Directorate 242 242 483 

Corporate Services 1,425 1,425 2,850 

Finance & Corporate Services 991 991 1,982 

Nursing & Quality 549 549 1,099 

Running Cost Reserve (378) 378-  756-  

Running Costs 5,327 5,327 10,654

Total 604,720 587,422 1,192,141

Forecast Surplus (= to our b/f surplus) 21,861 0 21,861 
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