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1. Context 

 

The Birmingham and Solihull Integrated Care Board (ICB) will be established on 1st July 2022.  Along 

with a range of other functions, the ICB is responsible for developing a plan to meet the health and 

healthcare needs of the population and for allocating resources to deliver the plan across the 

system.  This involves determining what resources should be available to meet population need in 

each place and setting principles for how they should be allocated across services and providers. 

 

The planning of services should follow the principle of subsidiarity, with decisions being taken as 

close to local communities as possible, and at a larger scale where there are clear benefits from  

collaborative approaches and economies of scale.  As part of the development of the ICB, work is 

underway to develop a financial framework which will support this approach. 

 

 

2. Approach to resource allocation 

 

The ICB’s approach to the allocation of resources is intended to deliver two key aims: 

 

1) Provide a full and transparent understanding of the way in which resources are currently 

invested, enabling benchmarking with local and national norms and supporting the strategic 

planning of future services 

2) Support Provider Collaboratives and Place-based Partnerships to plan and deliver delegated 

services in order to achieve their commissioned outcomes  

 

To support the first of these aims, the CCG has developed, and is currently refining, a model which 

fully apportions all of our current expenditure by Care Programmes and Place.  It is intended that 

this will support Population Health Management, providing information that supports an 

understanding of health inequalities in relation to the use of financial resources.  It can also be used 

to support investment decision-making through the use of a prioritisation framework which 

acknowledges, and aims to rectify, targeted areas of underinvestment. 

 

Using the terminology discussed at a previous Health and Wellbeing Board, this will enable Place to 

understand the way in which resources are currently being utilised and, combining this information 

with broader Population Health Management, influence the relevant parts of the system to address 

identified areas of inequality. 

 

Delivering the second of these aims will require specific budgets to be aligned and, in some cases, 

delegated to specific Care Programmes or Place-based Partnerships.  This will enable greater control 



of NHS resources by relevant stakeholders within the ICS and will support decision-making which 

could involve utilising resources in a different way to deliver a set of commissioned strategic 

outcomes. 

 

When determining whether a budget should be delegated, and where that delegation most naturally 

sits, the ICB will consider the optimum model for service planning and engagement with key 

stakeholders.  Where services naturally fit a model of whole system planning and/or are part of a 

model of care which is provided for multiple systems, it is likely that these services will be delegated 

to a provider collaborative or lead provider as part of a systemwide Care Programme whereas 

services that fit more naturally around a Place or Locality model would be delegated to a Place-

based Partnership (PBP).  It is anticipated that the majority of community services will be delegated, 

over time, to PBPs. 

 

When considering whether this delegation would involve the control of a financial budget, the ICB 

will consider a range of factors including: 

 Would delegated control of a financial budget support the Provider Collaborative or Place-

based Partnership to deliver their commissioned strategic outcomes? 

 Can direct costs be identified for a specific service and at what level of granularity are these 

costs available? 

 Can resources be re-utilised in a different way without having an adverse impact on another 

Care Programme? 

 Is it reasonable for the financial risk to be managed at a sub-system level?  Given that 

delegation and control also comes with a responsibility for financial performance, is it 

reasonable, for example, for a particular service which traditionally can be financially volatile 

to be delegated if the scale of the service does not provide the scope for financial risk 

management? 

 

 

3. First draft of current cost apportionment for BSOL 

 

The resource base which has been apportioned in this current draft reflects current expenditure as 

identified against the allocations/budgets for BSOL CCG.  The current reference point is the total 

allocation for 2021/22, now combining the budgets established from the two separate sixth month 

planning periods (which were required under the national determined planning and financial 

frameworks for NHS for this financial year). 

 

The work to develop the approach to the apportionment of healthcare resources for BSOL continues 

to be refined, with the current methodology based on the following key elements: 

 

 A range of data sources have had to be drawn on, from CCG finance and information 

metrics, noting that the reporting of financial information at Place/care programme is not 

part of the current routine reporting structure of the CCG. 

 Wherever possible, data at GP practice level has been used to provide a basis for 

apportionment.  GP practices are mapped to Place (and localities within Birmingham) 

through Primary Care Network groupings.  



 In the absence of the practice level data, other Place reference information has been applied 

including impact of geographical factors or historic funding flows supporting specific service 

areas/budgets. 

 Where these two approaches could not be used, the methodology defaults to using need 

weighted capitation shares (using needs weighted population at GP practice level, grouped 

via localities to Birmingham and Solihull) to provide a basis for relative shares. 

 

Appendix 1 summarises the approach for the main healthcare categories of expenditure: 

 

Other points to note: 

 As highlighted above, the cost apportionment is based on the CCG’s total 21/22 budget plan 

and, therefore, this includes a combination of both recurrent and non-recurrent budgets, 

reflective of the current financial regime which has operated over the past two years since 

the pandemic.  It is likely that this overstates future resources, as we expect allocations to be 

phased back to recurrent levels over the next few years.  

 There are other funding streams which support delivery of healthcare to the BSOL 

population but are not reflected in this apportionment as they are not within the allocations 

held by the CCG.  These include funding for specialised services and other primary care 

contractors (dentists, pharmacy and optometry) which are commissioned through NHSEI.  In 

due course, in line with the phasing of delegation to Integrated Care Systems as signalled in 

the ICS guidance, it would be appropriate to include within the overall apportionment at 

Place for strategic oversight. 

 There are also resources which flow to our System (NHS) providers which underpin their cost 

base and service delivery due to the patient flow across local authority areas for services but 

these are not appropriate to include in this analysis as these will be for non BSOL population. 

 CCG practice populations are used as building blocks for the BSOL population (i.e registered 

lists).  These populations may differ to those recognised under Local Authority residence 

numbers which could include people who live with the boundaries of Birmingham and 

Solihull but are registered with a non-BSOL practice. 

 We are continuing to test, review and refine the basis for apportionments in this work.  

There is a System working group including provider and local authority representation to 

support this. 

 

The outcome of this work is summarised in the tables below.  Table 1 presents an overall 

apportionment of the full budget of £2.45bn across Birmingham and Solihull. Table 2 provides a 

comparison per 1000 weighted population. 

 

  



Table 1: Apportionment of 21/22 CCG Plan at Place 

 

 
 

Table 2: Apportioned cost per 1000 weighted population 

 
From the table above, comparison of costs comparing Birmingham and Solihull indicates: 

 The cost per 1000 weighted population for Birmingham and Solihull is relatively close 

overall, also for Primary care – general medical services. 

 The cost per 1000 weighted population is higher for Birmingham in mental health, learning 

disabilities and community services than Solihull. 

 The cost per 1000 weighted population is higher for Solihull in acute care and CHC/FNC and 

other primary care. 

 

Clearly, these are initial workings with more work to follow, and therefore there is a need to use this 

information with caution and as part of next steps continue to test and triangulate it.  We are also 

awaiting publication of a national benchmarking tool which will enable comparison of these 

expenditure levels with national norms.  However the intention is for this to provide helpful context 

to the development of the ICS strategic planning work and we will work with key Place stakeholders 

to understand this information in more detail, including how this information could be used to 

support future decision-making.   

 

 

 



4. Progress towards setting delegated budgets 

 

Section 2 outlined a range of considerations for determining the delegation of budgets to Care 

Programmes and Place, which will enable greater “control” of resources by relevant stakeholders. 

 

In order to support this, there are number of activities in progress to inform how this is taken 

forward from the commencement of the ICS in 22/23, recognising that will continue to evolve 

thereafter. These include: 

 Build-up of a detailed matrix of current services areas within the community portfolio from 

key provider contracts, in NHS and non NHS providers. 

 Assessment of each service area with key stakeholders of the potential for delegation at 

Place, through a clear of understanding of a range of factors including: 

o Expected links to other BSOL Care Programmes 

o Alignment with national frameworks and programmes (eg National Ageing Well 

programme) 

o The basis for current delivery (place based/locality based, system wide) 

o Alignment with any current Place based governance (eg. the current Better Care 

Fund S75 agreements for Birmingham and Solihull).   

This work is currently being progressed with CCG commissioning leads to provide an initial 

set of proposals to progress discussion and a confirm and challenge process with the wider 

group of stakeholders across health and local authority partners. 

 Development of work with providers through the ICS working group for Resource Allocation 

on the direct delivery costs for specific service areas which are being considered as part of 

the delegation to Place.  These costs may differ from the commissioner cost view based on 

funding flows and impacted by any changes in service delivery and requirements through 

the Covid period and planned for 22/23.  This work will need to inform the identification of 

the direct budgets as outlined in the earlier sections. 

 

These activities, by their very nature, have to be at a sufficiently granular level, to provide absolute 

clarity on individual services.   

 

 

5. Suggested actions and next steps 

 

It is fully acknowledged that the financial framework for the ICS will adapt and develop as the system 

matures.  With a number of arrangements still to be worked through, and acknowledging the delay 

in the formal establishment of the ICB to 1st July 2022, it is likely that many of the arrangements will 

be implemented in shadow form during 22/23, in advance of formal adoption from 1st April 2023.  

This would give all stakeholder the opportunity to refine models and processes in a safe space during 

22/23. 

 

That said, there is still significant work to be completed to enable shadow structures to be adapted, 

either from 1st April or 1st July.  These actions include: 

 Continuing to progress the overall approach to cost apportionment.  This includes: 

o Testing and refining apportionment methodologies for each component of 

healthcare spend, exploring other data options including at a locality basis 

o Testing and benchmarking the apportionments at Place and possibly at locality once 

the national place-based allocation tool is released.  



o Updating in line with 2022/23 financial plan as it is developed. 

 Completion of the detailed service line review by end of January, with proposed next stage 

of review at the System “Design at Place” group in early February. 

 Work with stakeholders to identify how financial analysis and benchmarking information can 

be used to develop future strategic priorities and ICB and Place level. 

 Review of approach to investment prioritisation to consider how financial benchmarking is 

used to support the analysis of health inequalities. 

  



Appendix 1: Apportionment methodology summary  

 

Area of 
expenditure 

Description of services Summary of methodology 

Acute Acute care across NHS and 
Independent sector including 
A&E, outpatients, planned and 
emergency inpatients, maternity, 
ambulance services.  Also 
includes funding flows under 
national elective recovery funds 
(ERF). 

Predominantly using contract expenditure data at practice 
level with 19/20 reference period (most recent pre-covid 
baseline); expenditure within contracts not at practice 
level apportioned using practice shares 

Mental 
health 

NHS and Independent/3rd sector 
provision for mental health 
services delivered on community 
and inpatient basis.  Long term 
packages of care including those 
joint funded with local 
authorities. Includes investments 
through mental health 
investment standard, Service 
Development funds (SDF) and 
Spending Review (SR). 

Uses relative funding shares into specific services/contracts 
tracked from pre BSOL merger for Birmingham and Solihull 
or specific service investment identified within either 
Place.  Some out of System NHS provider spend based on 
geography. Packages of care allocated using GP practice 
data where known.  

Learning 
disabilities 

NHS and Independent/3rd sector 
provision for LD services 
delivered on community and 
inpatient basis.  Long term 
packages of care including those 
joint funded with local authorities 
and under Transforming Care 

Uses relative funding shares into specific services/contracts 
tracked from pre BSOL merger for Birmingham and Solihull 
or specific service investment identified within either 
place.  Some out of System NHS provider spend based on 
geography. Packages of care allocated using GP practice 
data where known. 

Community NHS and Independent/3rd sector 
provision of community services 
for adults and children including 
community beds, therapies, 
community nursing.  CCG 
contributions to Better Care 
Funds in Birmingham and Solihull. 
Hospices.  Includes SDF funded 
services eg long covid. 

Uses relative funding shares into specific services/contracts 
tracked from pre BSOL merger for Birmingham and Solihull 
or specific service investment identified within either 
place.  Some out of System NHS provider spend based on 
geography.  Better Care Fund contributions are place-
specific. Hospice and non NHS community beds costs also 
apportioned based on geography of provision. Other 
elements for some non NHS providers based on weighted 
capitation. 

Continuing 
healthcare 
/funded 
nursing care 

Packages of care (domiciliary or 
within nursing home provision), 
funded nursing care contributions 
and CCG CHC team costs  

Using GP practice data where known to attribute packages 
of care to Place/locality.  Other areas of spend apportioned 
in line with these shares. 

Primary care 
(outside 
GMS) 
including 
primary care 
prescribing 
and urgent 

GP and other locality based 
prescribing charges and 
medicines management team 
costs, other primary care based 
services including Urgent 
treatment centres, out of hours, 
primary care IT, other services 
supported through national SDF 

GP prescribing expenditure costs reported under national 
PMD data used to develop practice level shares and 
applied to overall costs when grouped to locality level.  
Other elements of budget largely based on weighted 
capitation – many of these funding streams are allocated 
to eg PCNs using a population basis.   



treatment 
centres 

eg enhanced access.  Also 
includes additional investment 
supporting covid response eg 
primary care surge. 

Primary care 
(general 
medical 
services) 

Practice based general medical 
services delivered under GMS 
contracts funded through the co-
commissioning allocation 
delegated from NHSEI.  Includes 
all elements of expenditure eg list 
size, QOF, estates, locums etc 

Using GP practice data available for core payments within 
CCG financial systems for months 1 to 6 of 21/22, to 
provide a scaling to allocate full year budget allocation. 

Other costs Other budget areas funded 
through the CCG’s main 
(programme) allocation including 
safeguarding, property recharges, 
STP and any budget reserves not 
yet distributed to programme 
areas including system held 
reserves eg capacity fund 

Needs weighted population shares applied 

Corporate 
running costs 

Budget areas including CCG 
pay/non pay and CSU recharges 
supporting the operation of the 
CCG, all elements funded from 
the CCG’s running costs allocation 

Needs weighted population shares applied 

 

 


